
 

 

HEALTHCARE PROVIDERS’ KNOWLEDGE AND PERCEPTION IN THE PRO

VISION OF PALLIATIVE CARE IN PATIENTS WITH NON-CANCER LIFE-

LIMITING CHRONIC DISEASE IN A 

PRIVATE HOSPITAL IN BANGKOK,THAILAND 

   

     

     

 

Miss Numpueng Prachyakoon 

A Thesis Submitted in Partial Fulfillment of the Requirements 

for the Degree of Master of Public Health Program in Public Health 

College of Public Health Sciences 

Chulalongkorn University 

Academic Year 2016 

Copyright of Chulalongkorn University 

 



 

 

 
ความรู้ และการรับรู้ของบุคลากรทางการแพทยเ์ก่ียวกบัการดูแลแบบประคบัประคองในผูป่้วยโรค
เร้ือรังที่ไม่ใช่มะเร็งและมีระยะเวลาของการมีชีวติจ ากดัในโรงพบาลเอกชนในกรุงเทพมหานคร 

ประเทศไทย 

   

     

    

 

นางสาวน ้ าผึ้ง ปรัชญาคุณ 

วทิยานิพนธน้ี์เป็นส่วนหน่ึงของการศึกษาตามหลกัสูตรปริญญาสาธารณสุขศาสตรมหาบณัฑิต 
สาขาวชิาสาธารณสุขศาสตร์ 

วทิยาลยัวทิยาศาสตร์สาธารณสุข จุฬาลงกรณ์มหาวทิยาลยั 
ปีการศึกษา 2559 

ลิขสิทธ์ิของจุฬาลงกรณ์มหาวทิยาลยั 

 



 

 

Thesis Title HEALTHCARE PROVIDERS’ KNOWLEDGE 

AND PERCEPTION IN THE PROVISION OF 

PALLIATIVE CARE IN PATIENTS WITH 

NON-CANCER LIFE-LIMITING CHRONIC 

DISEASE IN A PRIVATE HOSPITAL IN 

BANGKOK,THAILAND 

By Miss Numpueng Prachyakoon 

Field of Study Public Health 

Thesis Advisor Associate Professor Ratana Somrongthong, Ph.D. 

Thesis Co-Advisor Professor Chitr Sitthi-Amorn, Ph.D. 
  

 Accepted by the College of Public Health Sciences, Chulalongkorn 

University in Partial Fulfillment of the Requirements for the Master's Degree 

 

 Dean of the College of Public Health Sciences 

(Professor Sathirakorn Pongpanich, Ph.D.) 

THESIS COMMITTEE 

 Chairman 

(Professor Sathirakorn Pongpanich, Ph.D.) 

 Thesis Advisor 

(Associate Professor Ratana Somrongthong, Ph.D.) 

 Thesis Co-Advisor 

(Professor Chitr Sitthi-Amorn, Ph.D.) 

 Examiner 

(Associate Professor Prathurng Hongsranagon, Ph.D.) 

 External Examiner 

(Dr.Kulpicha Vejrachpimol, Ph.D.) 

 

 



 iv 

 

 

THAI ABSTRACT 

น ้ าผึ้ง ปรัชญาคุณ : ความรู้ และการรับรู้ของบุคลากรทางการแพทย์เก่ียวกับการดูแลแบบประคบัประคองในผูป่้วยโรค
เร้ือรังที่ไม่ใช่มะเร็งและมีระยะเวลาของการมีชีวิตจ ากัดในโรงพบาลเอกชนในกรุงเทพมหานคร ประเทศไทย 

(HEALTHCARE PROVIDERS’ KNOWLEDGE AND PERCEPTION IN THE PROVISION OF PALLIATIVE 

CARE IN PATIENTS WITH NON-CANCER LIFE-LIMITING CHRONIC DISEASE IN A PRIVATE HOSPITAL 

IN BANGKOK,THAILAND) อ.ที่ปรึกษาวทิยานิพนธ์หลกั: รศ. ดร.รัตนา ส าโรงทอง, อ.ที่ปรึกษาวทิยานิพนธ์ร่วม: ศ. 

นพ. จิตร สิทธีอมร {, 73 หน้า. 

แม้ว่าการดูแลแบบประคับประคองจะช่วยเพิ่มประโยชน์ต่อระบบการดูแลผูป่้วย แต่การจัดการการดูแลแบบ
ประคบัประคองที่ดียงัไม่ไดรั้บการปฏิบตัิต่อผูป่้วยทุกกลุ่มโรค  การศึกษาวิจยัน้ีมีจุดประสงคเ์พื่อศึกษาความรู้ การรับรู้ และการให้
การดูแลแบบประคบัประคองของบุคลากรทางการแพทยใ์นผูป่้วยที่มีโรคเร้ือรังที่ไม่ใช่มะเร็ง และมีภาวะความมีชีวิตอยู่อย่างจ ากดั 

และศึกษาปัจจยัส่วนบุคคลที่มีผลต่อความรู้และการให้การดูแลแบบประคบัประคอง  การศึกษาวิจยัน้ีเป็นการวิจยัเชิงพรรณาแบบ
ตดัขวางเพื่อส ารวจความรู้ การรับรู้ และการให้การดูแลแบบประคบัประคองในผูป่้วยที่มีโรคเร้ือรังที่ไม่ใช่มะเร็ง และมีภาวะความมี
ชีวิตอยู่อย่างจ ากัด โดยท าการศึกษาบุคลากรทางการแพทยใ์นโรงพยาบาลเอกชนแห่งหน่ึง  ไดแ้ก่ แพทย์ พยาบาล เภสัชกร และนัก
กายภาพบ าบดั  จ านวน 227 คน ผลการศึกษาวจิยั พบว่า จากแบบสอบถามความรู้เก่ียวกับทฤษฏีการดูแลแบบประคบัประคองและ
การจดัการอาการรบกวน จ านวน 23 ขอ้ ผูเ้ขา้ร่วมวจิยัมีคะแนนอยู่ในระดบัดี (x̅ = 18.97, S.D.=2.11)    โดยไดค้ะแนนความรู้ต ่าสุด
คือ 8 คะแนน สูงสุดคือ 23 คะแนน ผูเ้ขา้ร่วมวิจยัเกือบส่วนใหญ่ ( 49.1%) ตอบค าถามผิดเก่ียวกับการดูแลแบบประคบัประคองใน
ผูป่้วยโรคหัวใจลม้เหลว ปัจจยัส่วนบุคคลของบุคลากรทางการแพทยท์ี่มีผลต่อความรู้อย่างมีนัยส าคญัทางสถิติคือ อายุ (p= 0.04) และ 

บทบาทหน้าที่   (p =0.001) (p < 0.05)  ด้านการรับรู้ของผู ้เข้าร่วมวิจัย  ประเด็นที่ผู ้เข้าร่วมวิจัยรับรู้ว่ามีผลต่อการดูแลแบบ
ประคบัประคองมากที่สุดคือ ประเดน็ดา้นจริยธรรมและกฏหมาย (x̅ = 4.18, S.D. = 0.648) และองคก์รและนโยบาย (x̅ = 4.17, S.D. = 

0.584) ผูเ้ขา้ร่วมวจิยัเห็นดว้ยมากที่สุดว่าการดูแลแบบประคบัประคองตอ้งไดรั้บความร่วมมือจากทีมสหสาขาวิชาชีพ(x̅ = 4.35, S.D. 

=0.622)  ดา้นการรับรู้เก่ียวกบัการตดัสินใจเพื่อการดูแล ผูเ้ขา้ร่วมวจิยัเห็นดว้ยมากที่สุดวา่การดูแลแบบประคบัประคองจะตอ้งกระท า
ร่วมกนัระหวา่งผูป่้วยและครอบครัวและบุคลากรทางการแพทย์  (x̅ = 4.37, S.D. = 0.583) ดา้นการให้การดูแลแบบประคบัประคอง 

พฤติกรรมที่บุคลากรทางการแพทยป์ฏิบตัิมากที่สุดคือ ให้การดูแลผูป่้วยอย่างอ่อนโยน(x̅ =4.48, S.D. = 0.693) แต่ไดใ้ห้การสนทนา
กบัผูป่้วยเร่ืองจุดมุ่งหมายในชีวติและชีวติหลงัความตายในระดบัน้อย(x̅ =2.80, S.D. =1.350) ปัจจยัส่วนบุคคลของบุคลากรที่มีผลต่อ
การให้การดูแลอย่างมีนัยส าคัญทางสถิติ  คือ บทบาทหน้าที่(p = 0.029)  และการศึกษาด้านการดูแลแบบประคับประคอง  (p 

=0.002)    การศึกษาวิจยัน้ีสามารถสรุปไดว้่า ความรู้ การร่วมมือของทีมสหสาขาวิชาชีพ และการฝึกฝนทกัษะการให้การดูแลแบบ
ประคบัประคอง มีความส าคญัต่อบุคลากรทางการแพทย ์ เพื่อให้สามารถคน้หาความตอ้งการและวางเป้าหมายการดูแลแก่ผูป่้วยและ
ครอบครัวไดอ้ย่างมีคุณภาพที่สุด 

 

 

สาขาวชิา สาธารณสุขศาสตร์ 

ปีการศึกษา 2559 
 

ลายมือช่ือนิสิต   
 

ลายมือช่ือ อ.ที่ปรึกษาหลกั   
 
ลายมือช่ือ อ.ที่ปรึกษาร่วม   
   

 

 



 v 

 

 

ENGLISH ABSTRACT 

# # 5578838453 : MAJOR PUBLIC HEALTH 

KEYWORDS: PALLIATIVE CARE, PALLIATIVE CARE KNOWLEDGE, PERCEPTION OF PALLIATIVE CARE, 

PROVISION OF PALLIATIVE CARE, HEALTHCARE PROVIDERS 

NUMPUENG PRACHYAKOON: HEALTHCARE PROVIDERS’ KNOWLEDGE AND PERCEPTION IN THE 

PROVISION OF PALLIATIVE CARE IN PATIENTS WITH NON-CANCER LIFE-LIMITING CHRONIC 

DISEASE IN A PRIVATE HOSPITAL IN BANGKOK,THAILAND. ADVISOR: ASSOC. PROF. RATANA 

SOMRONGTHONG, Ph.D., CO-ADVISOR: PROF. CHITR SITTHI-AMORN, Ph.D.{, 73 pp. 

Although palliative care could gain benefits of healthcare system, the good management of palliative care is not 

broadly done to all kinds of illnesses. Patients with chronic illness have impaired quality of life and emotional well-being but have 

less obtainment of palliative care.  This study aimed to access the knowledge, perception and provision of palliative care in patients 

with non-cancer, chronic-illness and life-limiting diseases and to explore the socio demographic factors associate to knowledge 

and provision of palliative care.  This cross-sectional descriptive study was conducted in one selected private hospital. 227 

healthcare providers including doctors, nurses, pharmacists and physical therapists were recruited, self-administration 

questionnaires were used for data collection.  For the results of palliative care knowledge, the questionnaire contains 23 items about 

the principle of palliative care and symptom management. The participants had good knowledge (x̅ = 18.97, S.D. =2.11, Min =8, 

Max =23). Almost half of the participants (49.1%) had answered incorrectly about palliative care in patients with congestive heart. 

The factors of healthcare providers’ demography that associate to to the level of palliative care knowledge statistical significantly 

were age (p= 0.04) and position of work (p =0.001) (p < 0.05).   In their perception, the aspects that had the most effect to 

palliative care were ethic and legal issues (x̅ = 4.18, S.D. = 0.648) and organization and policy (x̅ = 4.17, S.D. = 0.584). They also 

mainly agreed that palliative care should be provided by multidisciplinary care team (x̅ = 4.35, S.D. =0.622). For the perception 

of decision making, the participants mainly agreed that palliative care should have jointly established between patients and family 

and healthcare team (x̅ = 4.37, S.D. = 0.583). For the provision of palliative care, the behavior that healthcare providers mainly 

performed is providing care gently (x̅ =4.48, S.D. = 0.693) but had less conversation about the aims of life and the life after death 

with patient (x̅ =2.80, S.D. =1.350). For the factors of healthcare providers’ demography that associate the level of provision of 

palliative care statistical significantly were position of work (p = 0.029) and palliative care education (p =0.002) (p < 0.05).  It 

could be concluded that palliative care knowledge, cooperation of multidisciplinary care team and training palliative care skill are 

important for healthcare providers to cope with the patients and families. It is to explore needs and plan for goal of care and provide 

the best quality of palliative care for them. 

 

 

Field of Study: Public Health 

Academic Year: 2016 
 

Student's Signature   
 

Advisor's Signature   
 

Co-Advisor's Signature   
   

 

 



 vi 

 

 

 
ACKNOWLEDGEMENTS 
 

ACKNOWLEDGEMENTS 

 

This research has been successfully completed by the excellent support and 

cooperation from many people. I would like to give grateful thank to Associate 

Professor Ratana Somrongthong, thesis advisor  and Professor Chitr Sitthi-Amorn, 

thesis co-advisor for giving plentiful  suggestion, guiding for research methodology 

and supporting for everything. 

I would like to give grateful thank to Professor Sathirakorn Pongpanich, 

Associate Professor Prathurng Hongsranagon and  Dr.Kulpicha Vejrachpimol for 

being thesis examiners. Their instructions and comments were useful and applicable 

for other studies in the future. 

I would like to give grateful thank to Dr. Panta Apiruknapanond, Asst. Prof. 

Capt. Dr. Wasinee Wisesrith and Pol. Col. Nantiya Sujirattanavimol, thesis experts 

who had reviewed all instruments of this study for content validity and giving a lot 

of suggestions that were suitable for this thesis. 

I would like to thank all staffs of the private hospitals that were used to be 

pilot group and participants in this study. This thesis was completed because of their 

kindness and cooperation.   

I would like to thank family and friends for helping, supporting and 

encouraging a lot of will power. The achievement of this thesis was given for them. 

 



CONTENTS 
  Page 

THAI ABSTRACT ....................................................................................................... iv 

ENGLISH ABSTRACT................................................................................................. v 

ACKNOWLEDGEMENTS .......................................................................................... vi 

CONTENTS ................................................................................................................. vii 

LIST OF TABLES ....................................................................................................... xii 

LIST OF FIGURES ................................................................................................... xiii 

Chapter 1 ........................................................................................................................ 1 

Introduction .................................................................................................................... 1 

1.1.  Background and rationale .................................................................................. 1 

1.2. Research Questions ............................................................................................. 5 

1.3. Research objectives............................................................................................. 5 

1.4. Research Hypothesis ........................................................................................... 5 

1.5. Operational Definition ........................................................................................ 6 

1.6. Conceptual Framework ....................................................................................... 8 

Chapter2 ......................................................................................................................... 9 

Review of related literatures .......................................................................................... 9 

2.1. Definition of palliative care ................................................................................ 9 

2.2. Level of provision of palliative care ................................................................. 10 

2.2.1. Level one: palliative care approach ......................................................... 10 

2.2.2. Level two: general palliative care ........................................................... 10 

2.2.3. Level three: specialist palliative care ...................................................... 10 

2.3. Illness Trajectories and palliative care.............................................................. 11 

2.3.1. Trajectory 1: Short period of evidence decline, typical cancer ............... 11 

2.3.2. Trajectory 2: Long term limitation with intermediate serious episodes .. 12 

2.3.3. Trajectory 3: prolonged dwindling .......................................................... 13 

2.3.4. Clinical Implications of illness trajectories ............................................. 13 

2.3.5. Service planning and development implication ...................................... 13 

2.3.6. Limitation of illness trajectories .............................................................. 13  

 



 viii 

  Page 

2.4. Palliative care for chronic illness, life-limiting non malignancy disease. ........ 14 

2.5. Provision of palliative care ............................................................................... 16 

2.5.1. The Theory of caring ............................................................................... 16 

2.5.2. Symptoms management in palliative care ............................................... 18 

2.5.2.1. Physiological problems ............................................................... 18 

2.5.2.2. Psychological problems ............................................................... 20 

2.5.2.3. Social, Culture and spiritual aspects ............................................ 21 

2.6. Decision making in palliative care.................................................................... 22 

2.6.1. The essential ethical principles ................................................................ 22 

2.6.2. Medical decision-making in the care of patients with non-cancer, life-

limiting and chronic illness ...................................................................... 24 

2.7. Perception of palliative care ............................................................................. 27 

2.7.1. Multidisciplinary roles in palliative care ................................................. 27 

2.7.2. Facilitators and Barriers of palliative care .............................................. 29 

2.8. The factors of healthcare providers’ demographics to palliative care .............. 31 

Chapter 3 ...................................................................................................................... 33 

Research Methodology ................................................................................................ 33 

3.1. Research Design ............................................................................................... 33 

3.2. Study Area ........................................................................................................ 33 

3.3. Study Population ............................................................................................... 33 

3.4. Sampling Technique ......................................................................................... 34 

3.5. Sample & Sample size ...................................................................................... 35 

3.6. Measurement Tools........................................................................................... 36 

3.6.1. Measurement tool for knowledge ............................................................ 36 

3.6.2. Measurement tool for Perception ............................................................ 37 

3.6.3. Measurement tool for Decision-making .................................................. 37 

3.6.4. Measurement for provision of palliative care .......................................... 37 

3.7. Validity and Reliability ..................................................................................... 39 

3.8. Data Collection ................................................................................................. 39  

 



 ix 

  Page 

3.9. Data Analysis (statistics) .................................................................................. 40 

3.10. Ethical Consideration ...................................................................................... 40 

3.11. Risk management ............................................................................................ 40 

3.12. Limitation........................................................................................................ 40 

3.13. Expected benefits and Application ................................................................. 41 

3.14. Obstacles and strategies to solve the problems ............................................... 41 

3.15. Administration and Time schedule ................................................................. 42 

3.16. Budget ............................................................................................................. 43 

Chapter 4 ...................................................................................................................... 44 

Results .......................................................................................................................... 44 

4.1. Data analysis ..................................................................................................... 44 

4.2. Sample characteristics....................................................................................... 45 

4.3. The results of palliative care knowledge. ......................................................... 47 

4.4. The results of the perception of palliative care ................................................. 52 

4.5. The results of the provision of palliative care................................................... 58 

Chapter 5 ...................................................................................................................... 66 

Discussion and Conclusion .......................................................................................... 66 

5.1. Palliative care knowledge ................................................................................. 66 

5.2. Perception of palliative care ............................................................................. 67 

5.3. Perception of decision making .......................................................................... 68 

5.4. Provision of care ............................................................................................... 69 

5.5. Limitation of the study ...................................................................................... 70 

5.6. Recommendation for further study ................................................................... 70 

5.7. Conclusion ........................................................................................................ 71 

REFERENCES ............................................................................................................ 73 

APPENDIX .................................................................................................................... 7 

Appendix A- Questionnaires (English)...................................................................... 8 

Appendix B - Questionnaires (Thai) ........................................................................ 20 

Appendix C- The name list of thesis experts ........................................................... 32  

 



 x 

  Page 

Asst. Prof. Capt. Dr. Wasinee Wisesrith, Ph.D. ...................................................... 32 

33  

 



 xi 

  Page 

VITA ............................................................................................................................ 34 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 xii 

LIST OF TABLES 

 

 

                    Page 

Table 1: The variable analysis for the normality of distribution................................. 44 

Table 2: The frequency and percentage of the sample characteristics of 

participants ................................................................................................................... 45 

Table 3: The frequency and percentage of correct and incorrect responses of 

palliative care knowledge, divided by items. ............................................................... 47 

Table 4: The minimum score, maximum score, mean score and standard deviation 

of correct responses of the sum of palliative care knowledge test. .............................. 50 

Table 5: The result of the difference of the median score of the variable and the 

palliative care knowledge test. Used the Mann-Whitney test. ..................................... 51 

Table 6: The result of the difference of the median score of the variable and the 

palliative care knowledge test. Used the Kruskal-Wallis test test. .............................. 51 

Table 7: The mean, standard deviation and level of the perception of palliative 

care, divided by grouping of substances. ..................................................................... 53 

Table 8: The mean, standard deviation and level of the perception of palliative 

care, divided by items. ................................................................................................. 54 

Table 9: The mean, standard deviation and level of the perception of palliative 

care in term of decision making of healthcare providers, divided by items. ............... 57 

Table 10: The mean, standard deviation and level of the perception of palliative 

care in term of decision making of healthcare providers, divided by grouping of 

items. ............................................................................................................................ 59 

Table 11: The mean, standard deviation and level of the provision of palliative 

care, divided by items. ................................................................................................. 60 

Table 12: The result of the difference of the median score of the variable and the 

provision of palliative care test. Used the Mann-Whitney test. ................................... 63 

Table 13: The result of the difference of the median score of the variable and the 

palliative care knowledge test. Used the Kruskal-Wallis test test. .............................. 64 

 

  

 



 xiii 

 

LIST OF FIGURES 

 

 

                    Page  

Figure 1 Trajectory model of palliative care ............................................................... 10 

Figure 2 Short period of evidence decline, typical cancer .......................................... 11 

Figure 3 Long term limitation with intermediate serious episodes ............................. 12 

Figure 4 Prolonged dwindling..................................................................................... 13 

Figure 5 Medical decision making with dying patient ................................................ 25 

Figure 6 Potential paths to care ................................................................................... 27 



 

 

Chapter 1 

Introduction 

 

 

1.1.  Background and rationale 

 

 Palliative care aims to improve patients and their families’ quality of life when 

facing with any life-threatening illnesses, providing cares to relieve pain and other 

distressing symptoms, including integration of psychological and spiritual aspects of 

care and regarding dying as a normal process.[1] Palliative care is becoming one of the 

major public health issues. It is because of increasing of world population due to the 

development of technologies. The numbers of patients with non-communicative 

diseases are rising according to health determinants have changed. The predicted most 

common causes of death by 2020 are heart disease, cerebrovascular disease, chronic 

respiratory disease, respiratory infection disease and lung cancer.[2] The pattern of 

disease has changed and the life expectancy of population has extended. People would 

live longer up to 65 years old and the world tends to be an aging society. Many of aging 

population burden with chronic illness, such as heart disease, stroke, diabetes, dementia 

etc.,. These illnesses cause people disability, suffer from pain or depression and lack 

quality of life. Large amount of cost spending for the treatments and caring may affect 

families and caregivers in financial and emotional problems. Moreover, public 

governments are burdened with increasingly elder population who live alone. Therefore 

it needs effective strategies to provide enough facilities or healthcare centers for them.  

  

Several researches[3-8] have defined the effectiveness of palliative care are 

associated with reduction in use of non-benefit ICU treatments and length of ICU stay, 

decreased the duration of mechanical ventilator, reduce family anxiety, distress and 

posttraumatic stress disorder after 3 months patient’s death and/or conflict over the care 

goal. Although palliative care could gain benefits of healthcare system, the good 

management of palliative care is not broadly done to all kinds of illnesses. Many 

researches emphasized approaching palliative care on the patients with cancer who are 

predicted not more than 6 month-longed life despite cancer is not the first rank of dying 

in the most population. Patients with other chronic illnesses as congestive heart failure, 

chronic obstructive pulmonary disease, dementia or cerebrovascular disease [9, 10] are 

also burdened with suffering from their symptoms that are incurable and have lost 

quality of life since limitation of activities that could lead to be  psychological problems 

later. Palliative care should be applied for those patients from the early process of care 

but, generally, palliative care is frequently applied when the patients’ prognosis are 

poor and impossible to treat, thus, these problems lead more difficulties for the 

clinicians to discuss with the patients and families about failure of treatments.   
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Patients with chronic illnesses are characterized by uncertainty of illness 

trajectories, uncertainty in progress and extended disease timelines and stresses.[11] The 

Center for Disease Control stated that chronic diseases are the most common, costly 

and preventable of all health problems. They are also the leading causes of disability 

and death in the USA.[12] Although  palliative care has aims to relieve suffering from 

pain or symptoms and improve patient’s quality of life, patients with chronic illness 

have significantly impaired quality of life and emotional well-being that more often 

provided in patients with cancer and they do not receive holistic care that is appropriate 

to their needs. [13-15] Patients with chronic heart failure (CHF) and chronic obstructive 

pulmonary disease (COPD) are suffered from symptoms burden which impair their 

activities in daily living in physical, emotional and social functioning equivalently to 

those who have malignant disease but less have offered specialist palliative care 

service.[16-18] Many of patients with chronic illness die in institutional forms of care with 

little support provide in the community despite of preference of death at home. The 

reason that patients die in the hospital with unwillingness are unexpected deterioration 

of treatment or investigations, family cannot cope with home care and late presentation 

precluding transfer.[19, 20] 

 

The provision of palliative care should be integrated by interdisciplinary care 

team. The healthcare providers, for example physicians and nurses, have the major roles 

in providing quality palliative services for the patients. Physicians provide medical 

cares including symptoms management and continue appropriate application of 

disease-modifying therapy.[21] Nurses often have closer relationship with patients and 

their families and can provide some sources of important information to help physician 

about decision-making in medical treatment.[22] Several researches[23-25] defined that the 

appropriate palliative care  from the healthcare providers could improve caring 

outcomes both in the patients and the caregivers. 

 

The provision of palliative care in patients with non-malignant diseases must be 

based on their needs which the physiological and psychological needs are different from 

those in patients with cancer. The physical symptoms burden are included pain, 

breathlessness, fatigue, nausea, constipation and limitation of activities which lead to 

psychological problems as depression and anxiety. [26-33] The chronic and progressive 

nature of non-malignant and life-threatening illness may impact to patients’ daily life 

and their self-perception and spiritual aspects. Although there is no evidence of treating 

depression can reduce morbidity and mortality in patients, the appropriate management 

of pharmacotherapy with selective serotonin re-uptake inhibitors as well as 

psychotherapy and spiritual contentment might help to relieving the symptoms.[34] 

 

The particular concerns in providing palliative care in patients with non-

malignant, life-threatening disease are the longer course of disease and their less 

predictable in illness trajectory.[35]  The prognosis of heart failure is poor, 38% of 

patients are dead within 1 year of diagnosis and 60% are dead within 5 years, 50% of 

the patients have sudden death.[36, 37] Patients with COPD have the five-year survival 

rate around 72-78% from diagnosis but falls to 24-30% with severe disease.[38] The 

pattern of diseases are likely gradual decline, punctuated by episodes of deterioration 

and exacerbation, often triggered by infection as well as environment factors, and 
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eventually seemingly unexpected death.[39, 40] Many physicians are unwilling to discuss 

with patients and family about advanced treatments including mechanical ventilation, 

intubation and palliative care strategies that sometimes lead to inappropriate and 

unwanted treatments.[41] However, decision-making between physicians with patients 

and families may be complicated. Some patients feel uncomfortable to discuss about 

their mortality.[42]  and some have not received enough information about their 

prognosis and medical management. The opinions in preferred place of care and death 

are also different. Some patients would like to die at home and other patients are 

concerned that dying at home might cause too much stress upon their families. Some 

families’ members deny the prospective of the beloved one dying there.[43, 44] These 

issues would challenge physicians and care team to provide proper palliative care 

related to the needs of patients and families.  

 

Although palliative care must be a public policy of primary healthcare system, 

it is difficult to approach early palliative care in every level of care. Some obstacles 

occur as barriers between healthcare providers with patients and families, For example, 

less communication about place to die or  do not attempt to resuscitation orders for 

patients who have chronic disease with families in the early stage of illness may be 

avoided by clinicians who have lack of communication skill. When palliative care is 

needed, effective communication between the healthcare providers, the patients and the 

families is important to success goal of care but discussing about dying is not easy at 

all. Slort (2011)[45]  defined  some obstacles in communication that could be difficult 

tasks for general practitioners to approach  palliative care to their patients. Those factors 

include the difficulty of dealing other former doctors in delaying diagnosis and confront 

with strong demands from the relatives. These findings contrasted from patient views 

of general practitioners in palliative care. Patients concerned that healthcare providers 

do not explain many issues clearly enough, express them too much hopeless, being 

irritate and not being clear in patients opinion about euthanasia. Lenhurr (2012)[46] 

defined some more about the difficulty of communication in palliative care, The 

location in general wards that surround with other patients are not appropriate to talk 

about dying. Moreover palliative care is a sensitive issue. It is difficult for clinicians, 

patients and families to talk about. To decrease difficulties of communication, Clayton 

et al [47] suggested that balancing of hope with honesty in communication with end-of-

life patient is important for healthcare providers to practice this skill in palliative care. 

 

Knowledge is one of the most important factors to success in the goal of 

palliative care as well. Palliative care education could improve the outcomes of caring 

for the patients in several kinds of chronic and terminal stage of illness.[48, 49] Although 

many medical educational institutions contain palliative care as a subject for the 

medical students, many healthcare providers have  inadequate palliative knowledge for 

providing  care in terminal illness patients.[50] Some researches[51, 52] defined that 

healthcare providers have lack of knowledge and skill training are the barriers to 

provide palliative care. Some physicians has limited experiences in palliative care as 

well. The palliative care program should be improved and added in the continuing 

medical education program as a key of health care policies.  
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There are other sensitive obstacles for healthcare providers in palliative care. 

The ethical and legal dilemma in palliative care is controversy among healthcare 

providers, patients and families. Patient has the self- autonomy in the decision-making 

relating to his/her own health and medical treatment including the right of an individual 

to die in natural death without the administration of artificial life support procedures. 
[53] Sometimes, it would lead patient and physician to the decision of euthanasia which 

is inhibited in many countries.  Moreover, the patients are given many medical 

procedures as mechanical ventilation, defibrillation in the terminal stage of illness 

which are not helpful, hasten life and oppose to their desires. Healthcare providers 

should have knowledge to give appropriate care to relief suffering, understand the 

patients’ preference and forgive conflict.[54] The complementary of palliative care and 

medical ethics would give protection and gain satisfaction to the patients and families. 

  

In Thailand, National Health Commission of Thailand declared the National 

Strategic plan on Health Promotion for Good Death 2013-2016[55] to specify the 

strategies and the direction in provision of palliative care for Thai citizens. The goal of 

the strategy is to provide quality of life and good death for all Thai people with terminal 

stage of illness. The strategic plans are (a) to improve the education and attitude of end-

of-life care and good death, and to promote of palliative care, (b) to develop, 

administrate, standardize and cover the provision of palliative care in healthcare system, 

(c) to develop the supplementary system for the management of palliative care. After 

the strategic plans are approved by Councils of Ministers, they would be available to 

apply in the healthcare system as in the funding management or the administration of 

care. However, to the achievement of goal of service plan, the plan should be announced 

both to all levels of the healthcare system and the citizens and establish the cooperation 

among other involved organizations. 

 

The Thai Palliative Care Society and Medical Schools Palliative Care Network, 

(MS-PCARE)  underneath the support of Thai Health Promotion Foundation and 

National Health Security Office explored the palliative care service and human 

resources  from all public hospital in Thailand in 2012.There were 61% of all public 

hospital (537/882) and some private hospitals replied  back the exploration 

questionnaire forms, it was found that 60% (321/536) of all replied public hospital had 

palliative care service in their institution with specialist in palliative care at least 147 

healthcare providers. Most of them had short-course of general palliative care education 

but it was also found that almost 25% of these healthcare institutes have no specialist 

in palliative care.[56] Although there are 93[57]  private hospitals in Bangkok, only 5 from 

18 private healthcare institutes in this exploration announced the provision of palliative 

care in their services.  This numbers of private hospitals are very few when compare 

with public hospitals despite the annual amounts of patients in private hospital are 

around 43 million patients per year.[58] and according to Thailand National Hospital 

Accreditation Authority, the provision of palliative care and end of life care are quality 

indicator for hospital care,[59] Thus, Healthcare providers  in the private hospital are one 

of the main role in  providing  palliative care for these patients. If the palliative program 

is provided effectively in the private hospital, it could distribute quality of care to 

chronic illness population and decrease expenses of public hospitals in medical 

facilities and resources. 
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This study would like to describe the perception of palliative care in healthcare 

providers in private hospital to provide proper palliative care in patients with chronic-

illness, life-limiting disease. The results of this study could use to improve palliative 

care program, apply for palliative care education and provide continuity of palliative 

care to the community 

 

 

1.2. Research Questions 

 
- What are the levels of healthcare providers’ knowledge, perception and 

provision of palliative care in patients with non-cancer, chronic-illness and 

life-limiting disease   regarding to patients and families’ needs in physical, 

psychological, social and spiritual aspects?  

 
- What factors of healthcare providers’ demographics, as gender, age,  

position of work, religion, working experiences, palliative care education 

and palliative care experiences, do influence to knowledge and   provision 

of palliative care in patients with non-cancer, chronic-illness and life-

limiting disease?  
 

1.3. Research objectives 

- To access healthcare providers’ knowledge, perception and  provision of 

palliative care in patients with non-cancer, chronic-illness and life-limiting 

disease regarding to patients and families’ needs in physical, psychological, 

social and spiritual aspects. 

 

- To identify the most influential factors of healthcare providers’ 

demographics to knowledge and provision of palliative care in patients with 

non-cancer, chronic-illness and life-limiting disease. 

1.4. Research Hypothesis 

- Although palliative care is an important public health issue and should be 

delivered to all kinds of illness patients, healthcare providers have low level 

of knowledge, perception and provision of palliative care in patients with 

non-cancer, chronic-illness and life-limiting disease. 

 

- Palliative care education is the most influential factor of healthcare 

providers’ demographics that effect to their knowledge and provision of 

palliative care in patients with non-cancer, chronic-illness and life-limiting 

disease. 
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1.5. Operational Definition  

Palliative care 

  Refer to palliative care service, based on the definition of palliative care 

of World Health Organization (WHO, 2002), providing to the patients after being 

diagnosed as the non-cancer, life-limiting and chronic illness patients.  

Healthcare providers 

 Include general medical doctors, registered nurse, practical nurses, nurse 

assistants, pharmacologists, physical therapists who work in selected private hospital, 

involve general wards and intensive care unit. 

Non-cancer, life-limiting and chronic illness patients 

 Refer to the clinical conditions of patients that are diagnosed from the 

physicians and included in the trajectory 2 and 3 of illness criteria which are incurable 

and would decline and be predicted for poor progressive prognosis of disease. In this 

study, non-cancer, life-limiting and chronic illness patients are patients with heart 

disease (for example CHF, MI, CAD etc.), chronic pulmonary disease (e.g. COPD) and 

the deterioration of brain function disease (e.g. Dementia, Alzheimer’s disease and 

CVA etc.).  

Palliative care Knowledge 

 Refer to the basic knowledge of palliative care including philosophy, 

trajectories of illness and symptom management which are provided to the patients with 

non-cancer, life-limiting and chronic illness. 

Perception   

 Refer to the healthcare providers’ recognition of providing palliative 

care to the patients with non-cancer, life-limiting and chronic illness in term of their 

roles in healthcare team, the facilitators and obstacles that affect to the delivery of 

palliative care service including healthcare organization and policy, knowledge and 

training, communication, financial issues,  ethic and legal issues, facilities and team 

and community. 

Decision making for suggestion with patients and families  

 

 Refer to healthcare provider’s perspective to provide suggestion in 

decision-making of medical care for patients with non-cancer, life-limiting and chronic 

disease and their families.  It includes the essential ethical principles and the aspect of 

medical care choices regarding to patient and family’s needs.  
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Provision of palliative care  

  Refer to WHO’s definition of palliative care and the caring behaviors 

that healthcare providers provide to patients and families which based on the 

Watson’s caring theory. The caring behaviors factors are included   1) Humanistic-

altruistic system of value 2) Faith-hope 3) Sensitivity to self and others 4) Helping-

trusting, Human care relationship 5) Expressing positive and negative feelings 6) 

Creative problem-solving caring process 7) Transpersonal teaching-learning 8) 

Supportive, protective, and/or corrective mental, physical, societal, and spiritual 

environment 9) Human needs assistance 10) Existential-phenomenological-spiritual 

forces 
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1.6. Conceptual Framework 

     Independent variables     Dependent variables 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Healthcare Providers’ 

demographic: 

-Gender 

-Age 

-Position of work 
-Religion 

-Working Experiences 

-Palliative care education 

-Palliative care 

experiences 

 

Provision of palliative 

care: 

-Physiological, 

psychological, social, 

culture and spiritual 

aspect according to 

Watson’s Caring Theory. 

 
 

 

 

Knowledge in palliative care 

-Philosophy 
-Trajectory of illness 

-Symptom management 

 

Perception 

-Facilities and Barriers: 

- Knowledge and training 

- Communication 

- Organization and policy 

- Finance 

- Ethic and Legal issues 

- Facilities and Team 

- Community 

- Attitude 

- Belief 

- Experience 

-Decision making for suggestion 

with patients and families 
 

 



 

 

9 

 

Chapter2 

Review of related literatures 

 

 

2.1. Definition of palliative care  

 

Palliative care is defined by WHO[1] as an approach to improve the quality of 

life in patients and their families who are confronting with life-threatening condition by 

prevention or relieving of suffering from pain and other physical, psychological and 

spiritual problems. It includes: 
 

 1. Providing relieving from pain or other symptoms. 

 2. Regarding dying as a normal process. 

 3. Intension not prolonged death. 

 4. Integration of psychological and spiritual aspects of patient care. 

 5. Providing supportive facilities to help patients to maintain quality of live as 

much as possible until death. 

 6. Encourage the families to cope with suffering from patient illness. 

 7. Providing team approach to define the needs of patients and families. 

 8. Should be applied in the early course of treatments and combined with other 

curative treatments. 

 

Delivery palliative care for patients with non-cancer, life-limiting and chronic 

disease [60, 61] 

 

 Palliative care can be provided to all ranges of care settings and models of health 

structure, including hospital-based care and home-based care. It can be provided in 

specialists as well as general setting. Palliative care should be comprehensively 

delivered by multidisciplinary care teams, working together to define treatment goals 

and care plan with patient and family. However, palliative care for patients with non-

cancer, life limiting and chronic disease is not simple such chronic illnesses are 

complex and uncertainty. Patients with non-cancer, life-limiting and chronic disease 

may have frequent times of illness exacerbation and it tends to deteriorate. The illness 

condition would decline and patient would have suffered for long period of illness or 

disability and diminished functioning. Palliative care should be delivered along the 

courses of treatment.   Early of the course, patients may need either curative care or 

palliative care as treating symptoms, and in the late stage of illness, aggressive 

treatment may not necessary but patients mostly need palliative care for relieving 

symptoms and providing support.   

 



 

 

10 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1 Trajectory model of palliative care 

Source: Irish Hospice Foundation, 2008 

 

2.2. Level of provision of palliative care  [62] 

 

 2.2.1. Level one: palliative care approach 

 

  The principle of palliative approach, for example the supportive 

treatment, communication skill with patient and family or palliative care plan 

management etc., should be the core education and  practices for all healthcare 

providers. The aims of palliative care approach are to promote physical and 

psychological well-being of patients with progressive or advanced disease without 

referral to palliative care specialist unit either in the hospital or community level. The 

palliative care approach should be integrated its principle knowledge and practice in all 

level of healthcare education. 

 

 2.2.2. Level two: general palliative care 

 

  Palliative care in this level is provided to patients with life-threatening 

condition or aggressive needs by expertise of healthcare professionals who have 

additional education or training experience in palliative care. The intermediate level of 

palliative care experts are available in the hospital or community setting but they are 

not full time staffs. 

 

 2.2.3. Level three: specialist palliative care 

 

  The specialist palliative care (SPC) service are limited to provide only 

palliative care in patients with more complication or intensive demanding care needs. 

The core speciality is provision of advanced palliative care which is required greater 

degree of training, staffs or other resources. The healthcare professionals are inter-

disciplinary team, under the direction of consultation physicians in palliative care 
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medicine. The SPC is available either in primary healthcare service and inpatient 

palliative care department or developing as the center of excellence which provides 

palliative care education and training program or researches of palliative care.  

  

2.3. Illness Trajectories and palliative care  [63] 

 

 Discussion about prognosis with the families about patients in life threatening 

condition is sometimes difficult because healthcare providers may not predict the 

certain life expectancy of their patients. The typical illness trajectories can aid them to 

plan the provision of care by providing a broad timeline of life and patterns of specific 

type of patient’s prognosis in their probably needs toward death.  

 

 Typical illness trajectories have been described in 3 different types of 

progressive chronic illness, cancer, organ failure and frail elderly or dementia 

trajectory. 

 

2.3.1. Trajectory 1: Short period of evidence decline, typical cancer 

 

 This trajectory is reasonable and predictable decline in physical health over the 

period of time that will be in a week, month or, in some patients, year.  Patient’s health 

condition deteriorate continuously in the few last month of life, usually occur with most 

weight loss, reduction of performance status and impair self-care ability. The palliative 

care program in this trajectory has aim to provide comprehensive service in relieving 

symptoms in the late week or month of life.  

 

Figure 2 Short period of evidence decline, typical cancer 

 
Source: Irish Hospice Foundation, 2008 
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2.3.2. Trajectory 2: Long term limitation with intermediate serious 

episodes 

 

 Patients in this trajectory are such as patients with heart failure and chronic lung 

disease. Health conditions of these patients are not certain. The diseases have remained 

for a long period of time with occasional acute and severe exacerbation. Patients in this 

trajectory generally admit in the hospital and receive intensive treatments.  Each 

exacerbation can lead to death and although patients survive, the gradual deterioration 

in health and functional status is typical declining after each exacerbation. The timing 

of death is unpredictable.   

 

 

 

Figure 3 Long term limitation with intermediate serious episodes 

 

Source: Irish Hospice Foundation, 2008 
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2.3.3. Trajectory 3: prolonged dwindling 

 

 Patients in this trajectory are likely to die of their old age with deterioration of 

brain failure (such as Alzheimer’s or other dementia) or generalized frailty of multiple 

organ failure. Patients will lose cognitive or physical functioning in slowly progressive 

but the short-cut of death may occur with other diseases, for example fractured neck of 

femur or pneumonia. 

 

 

Figure 4 Prolonged dwindling 

 

Source: Irish Hospice Foundation, 2008 
 

2.3.4. Clinical Implications of illness trajectories 

 

 Illness trajectories can help healthcare providers to plan suitable care for their 

patients and families. Physicians may predict the timeframe of disease progression and 

discuss with them in some sensitive issues such as resuscitation and patient’s “living 

will”. It can also decrease patient and family’s stress or worry about sudden death and 

they tend to accept death with less aggressive. 

 

2.3.5. Service planning and development implication 

 

 The specific illness trajectory may use to establish the healthcare policies and 

services for the patients. It can lower the number of patient admission in the hospital 

and provide the patients die in the place they prefer.  

 

2.3.6. Limitation of illness trajectories 

 

 The typical illness trajectories provide a conceptual framework of disease 

progression but it is not suitable for all patients. Some patients, their conditions are 
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more than one trajectory, for example patients with stroke may have death suddenly 

when diseases immediately occur and left disabilities remain for long time if they 

survive. Healthcare provider should decide the potential care map of individual patient. 

Moreover, there are also more than one dimension of needs. The illness trajectories 

describe physical progression of illness toward death but psychological, emotional, 

spiritual and social need in each patient is different. Patients with cancer may suffer 

from psychological, spiritual and emotional distress in the beginning of diagnosis but 

will be less in the final stage of illness.  Patients with heart failure and chronic lungs 

disease may have spiritual distress throughout the trajectory meanwhile their physical 

conditions decrease. Patients with dementia would loss in ability of daily living, social 

withdrawal and emotional distress. Other dimensions of needs should be provided in 

patient care plan as well.  

 

2.4. Palliative care for chronic illness, life-limiting non malignancy disease.  

 

 According to the pattern of disease is changing, people live longer beyond 65 

year of age and die with non-communicative disease, chronic illness, life-limiting non 

malignancy disease increasingly which cause a wide range of physical, psychological 

and social problems. 

 Chronic disease such as dementia, Chronic obstructive pulmonary disease 

(COPD) and heart failure are the major causes of disability and effect on the 

individual’s physical and psychological well-being, employment, family life and self-

esteem over a prolong period. There are several evidences [64-67] defined that patients 

who have chronic disease have similar palliative care needs to those patients with 

cancer. 

 

 

Symptom burden of disease  

 

 In this study, the researcher has a specific focus on patients with chronic illness 

with life-limiting non malignancy disease such as COPD, heart failure and deterioration 

of brain function (dementia, Alzheimer’s disease and Cerebrovascular accident 

(CVA)). It is actually helpful to outline the burden of disease and general characteristic 

to guide the role of palliative care performance. It is also acknowledged that patients 

with these illnesses commonly present with co-morbidities which need to be considered 

when introducing palliative care. 

 

 Chronic obstructive pulmonary disease (COPD) 

 

 COPD is the progressive disease of the airways. Some people have rapid decline 

in lung function which may lead to early death, whereas some people have gradual, 

progressive decline of lung function after the exacerbation that its severity and 

frequency would increase fatal and the possibility of death. 

 

 Patients with advanced COPD experience the symptoms which include severe 

breathlessness on minimum exertion, cough and sputum production, which tend to 

cause sleep problems, loss of appetite, fatigue, depression, impair of abilities in daily 
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living, social isolation and anxiety. The prolonged period of disease with intermittent 

exacerbation can also effect on their family and caregivers in quality of life. The 

palliative care these patients need is the same quality of palliative care of those patients 

with lung cancer received.  

 

 The uncertainty of illness trajectory and identifying whether an exacerbation 

may fatal, physicians may confront the difficulty of the communication with the family. 

Discussion about end-of-life issues would be careful depend on individual needs. 

Physician should provide specific information about disease in advanced stage and 

intensive treatments that the patient would have to help them consider about this issues 

and the appropriate time of the conversation might be the first review after discharge. 

 

Dementia  

 

Patients with dementia would suffer from impairment of memory, intellect, 

judgment, insight and loss of social skills. The illness trajectory will decline, gradual 

slowly. The life expectancy of patients with dementia is generally thought to 5-29 years. 

 

The end stage of dementia, patients would be burdened with increasing memory 

loss, confusion and disorientation, loss of ability or desire communication, impair of 

self-cared. The patients may have behavior change such as aggression, loss of abilities 

of swallow and eat independently, accompanied by loss of appetite. Other 

complications include delirium, incontinence, pain, recurrent infection, restlessness and 

agitation. Symptoms that are existing co-morbidities of dementia are such as heart 

failure, diabetes and infections such as pneumonia and septicemia are the most frequent 

cause of death. 

 

There is study suggested that patients with end-stage dementia need the care as 

same as patients with advance cancer but more long duration. In the final stage of 

dementia, patient will not particularly express their preference by words and this phase 

takes long duration and difficult to identify. There are some researches shown that these 

patients did not really received benefits of palliative care because healthcare staffs did 

not recognize the progressive nature disease. 

 

Heart failure 

 

Heart failure is the symptom that heart cannot maintain sufficient cardiac output 

and oxygenation delivery throughout every organ. The illness trajectory of heart failure 

is described as a slowly decline with occasional rapid deterioration leading to acute 

hospital admission. Half of the patients with heart failure will die in four year whereas 

half of severe heart failure will die in a year.  

 

Patients with advance heart failure are burdened with the uncertainty of illness 

trajectory which lead to high level of physical, functional and emotional distress.  At 

the final phase of patients dying from heart failure, the physical and psychological 

symptoms are as same as the patients dying with advance cancer which includes 

weakness, pain, fatigue, dyspnea, insomnia, depression, anxiety, anorexia, constipation, 
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nausea and vomiting. Patients with advance heart failure may have poor quality of life. 

There are some study shown that lack of end-of-life discussion was a source of fear and 

anxiety for both patients and caregivers. 

 

2.5. Provision of palliative care 

 

2.5.1. The Theory of caring  

 

 Palliative care is aimed to diminish suffering and improve patients’ quality of 

life. The most principle of palliative care is caring more than curing to offer patients 

and families in physical, psychological and spiritual needs.  The use of Watson’s theory 

of human caring was found to be an appropriate model not only in nursing but also for 

multidisciplinary care team to directly provide good palliative care to the patients.[68] 

 

  Implementation of the Jean Watson’s Caring Theory [69-75] 

 

 Jean Watson’s Caring theory is either philosophy or theory of nursing which 

has been developed since 1979, emphasized on human care and the transpersonal 

relationship between nurses and patients and their families. Watson believed that caring 

is the basis of humanity and nursing is the human caring science. The goal of nursing 

based on her theory is to help patients reach a higher degree of harmony within mind, 

body and soul which lead patients to the self-healing in a person  

 According to Watson’s Theory, the major components in her theory are (a) the 

carative factors (b) the transpersonal caring relationship and (c) the caring 

occasion/caring moment.   

 

A. The carative factors 

 

 Watson defined “the carative factors” as the core of nursing, attempt to “honor 

the human dimension of nursing’s work and the inner life world and subjective 

experiences of the people we serve”. The carative factors are included 10 elements as 

below; 

 
- Humanistic-altruistic system of value 

- Faith-hope 

- Sensitivity to self and others 

- Helping-trusting, Human care relationship 

- Expressing positive and negative feelings 

- Creative problem-solving caring process 

- Transpersonal teaching-learning 

- Supportive, protective, and/or corrective mental, physical, societal, and spiritual 

environment 

- Human needs assistance 

- Existential-phenomenological-spiritual forces  
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 Later, the word “carative factors” was changed to “Caritas”, which originated 

from the Greek vocabulary, means cherish and giving love attention. The elements of 

clinical Caritas process are; 

 

 

 
- Practice of loving kindness and equanimity within context of caring consciousness. 

- Being authentically present, and enabling and sustaining the deep belief system and 

subjective life world of self and the one-being-cared-for. 

- Cultivation of one’s own spiritual practice and transpersonal self, going beyond 

ego self, opening to others with sensitivity and compression. 

- Developing and sustaining a helping-trusting, authentic caring relationship. 

- Being present to, and supportive of, the expression of positive and negative feelings 

as a connection with deeper spirit of self and the one-being-cared-for. 

- Creative use of self and all ways of knowing as part of the caring process; to engage 

in artistry of caring-healing practices. 

- Engaging in genuine teaching-learning experience that attends to unity of being 

and meaning, attempting to stay within other’s frames of reference. 

- Creating healing environment at all levels (physical as well as non-physical), subtle 

environment of energy and consciousness, whereby wholeness, beauty, comfort, 

dignity, and peace are potentiated. 

- Assisting with basic needs, with an intentional caring consciousness, administering 

“human care essentials,” which potential alignment of mind, body, spirit, 

wholeness, and unity of being in all aspects of care; tending to both the embodied 

spirit and evolving spiritual emergence. 

- Opening and attending to spiritual-mysterious and existential dimensions of one’s   

own life-death; soul care for self and the one-being-cared-for.  

 

B. The Transpersonal Caring Relationship 

 

 This theory emphasized on the relationship between patients and nurse to go 

beyond ego to higher “spiritual” caring for the patients. Transpersonal caring 

relationship depends on 

 
- The nurse’s moral commitment in protecting and enhancing human dignity as well 

as the deeper/higher self. Respect or love for the person, give the honoring to 

patients and families’ needs, wish, routine and rituals 

 

- The nurse’s caring consciousness communicated to preserve and honor the 

embodied spirit. 

 

-  The nurse’s caring consciousness and connection having the potential to heal since 

experience, perception and intention connection are taking place. Maintain balance 

of inner harmony. Caring patients with heart-centered, honoring wholeness of 

mind-body-spirit in self and each other.  
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The nurse’s caring consciousness is essential for the connection and 

understanding of the other’s perspective. This approach focus on the uniqueness of both 

patients and nurses, and also mutuality between two individuals which is the basis of 

relationship. The goal of the transpersonal caring relationship are to protecting, 

enhancing and preserving the person’s dignity, humanity, wholeness and inner 

harmony. 

 

C.  The Caring occasion/caring moment 

 

 According to Watson’s theory, a caring occasion is the moment, focus on space 

and time, when the nurse and another person come together in an occasion and the 

human caring created. Both persons, with their unique phenomenal field, have the 

possibility to come together in a human-to-human transaction. A phenomenal field is 

the person’s frame of reference or the totality of human experience consisting of 

feelings, bodily sensation, thoughts, spiritual beliefs, goals, expectations, environment 

considerations and meaning of one’s perceptions. All of these are based on one’s past 

life history, one’s present moment and one’s imagined future. 

 

 Not simply a goal for the caring, it also insisted that the nurse needs to be aware 

of one own consciousness and authentic presence of being in a caring moment with the 

patients. Moreover, both the one cared-for and the one caring can influenced by the 

caring moment through the choices and actions decided within the relationship, thereby, 

influencing and becoming part of their own life history. The caring occasion becomes 

“transpersonal” when “it allows for the presence of the spirit of both-then the event of 

the moment expands the limits of openness and has the ability to expand human 

capability.”  

 

 Although caring is the main principle of palliative care, many healthcare 

providers could not respond to patients and families’ needs in psychological and 

spiritual needs. [76] Daodee S. (2008) [77] had studied the caring behavior of Thai nurse 

and it was found that the caring behavior and communication skill of these healthcare 

staffs should be improved  to respond appropriately to patients and family needs. 

 

2.5.2. Symptoms management in palliative care [61, 78, 79] 

 

2.5.2.1. Physiological problems 

 

Patients in life- threatening condition have severity of prognosis which causes 

deterioration of health and suffering. The symptoms which frequently occur are such 

as pain, dyspnea, nausea and vomiting, fatigue, depression etc. the symptom 

management in palliative care has aims to provide patient’s highest quality of life. 

Accurate and meticulous assessment is necessary that should address both non-physical 

and physical issues. The palliative care in difficult issues may need several approaches 

which should combine multidisciplinary team and reassess continuously. 
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Pain  

 

 Pain is the common symptom occurs in patients with end-of-life phase and 

causes them suffering. It could happen to patients with several conditions, not only in 

cancer and the management of pain can be difficult. The accurate diagnosis of the cause 

and mechanism of pain can precede effective treatment. 

 

 The successful relief of pain is generally required regular dose and appropriate 

time interval management between each dose. Give the patients sufficient dose to 

prevent recurrent of pain before the next dose is due. Healthcare providers should 

provide information and explanation of medication to the patients and caregivers as 

well for relieving   the anxiety.  

 

 Morphine sulphate is the “Gold Standard” medication for both cancer and end-

stage condition. The drug administration of Morphine is generally provided to the 

patient in oral form, may combine with other drugs, for example co-analgesics include 

non-steroidal anti-inflammatory drugs (NSAIDs), anti-convulsants, anti-depressants, 

benzodiazepines and corticosteroid. If patients have swallow or absorbance problem 

(such as dysphagia, gastric stasis, uncontrollable nausea and vomiting and impair 

consciousness), physicians should consider other routes (subcutaneous injection). The 

opioides side effects include constipation, nausea and vomiting, drowsiness, respiration 

distress. Healthcare providers should reassess and provide appropriate management of 

opioids. 

 

 

Nausea and vomiting 

 

 Nausea and vomiting are the common symptoms in palliative care and difficult 

control. There are multiple causes and required more than one drug to cope with. 

Healthcare providers should detect all possible causes and consider the appropriate 

management. Anti-emesis drugs are required if patients have uncontrollable nausea and 

vomiting. Moreover, dietary and environment management are also used to relieve the 

symptoms.  

 

Dyspnea (Breathlessness) 

 

 Dyspnea is the common and most distressing symptoms for the patients and 

family when end-of-life stage approaches. It occurs commonly in advanced cancer, 

cardiorespiratory and neurological disease. There are multiple causes regarding to 

physical and psychological factors. Healthcare providers should not emphasize only 

one dimension but analyze other possible causes and determine appropriate solutions 

for each patient. Some non- medication therapies are such as high positioning, oxygen 

therapy, physical therapy, drainage of ascites or effusion and complement therapy 

should be considering as combination with medication but in the final stage of end-of-

life, these therapeutic method may not work. Some drugs such as opioids or sedative 

medicines (e.g. benzodiazepines) are required.   
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Fatigue 

 

 Fatigue is the symptom of tiredness, lack of energy, difficulty concentrating and 

lack of motivation. It can be caused by either illness or treatments (such as 

medications), or by poor eating or sleeping pattern. However, there are a few medical 

interventions for these symptoms. The most effective medications for fatigue are likely 

dexamethasone or other steroids which could improve patient’s symptoms in a few days 

or weeks but the consideration of drug usage should be careful because of their 

unwanted side effects. However, non-medical intervention will be effective. Healthcare 

providers should observe and report fatigue, encourage healthy dietary and plenty of 

fluid intake, and manage to support in suitable physical training and sleep pattern would 

be helpful. 

 

Constipation 

 

 Constipation involves infrequent, incomplete and difficult bowel movement, 

caused by underlying disease, drugs such as opioids or antidepressants, inactivity, a 

low-fiber diet or low fluid intake. It can cause patients discomfort from abdominal pain 

and bloating. Laxatives or peripheral opioid antagonist methylnaltrexone are effective 

options for treatment of opioid-induced constipation. Other non-medical interventions 

are such as eating adequate high fiber diet and drinking enough fluid and increase 

physical activities will help to prevent constipation.   

   

2.5.2.2. Psychological problems 

 

 Patients with end-of-life phase may confront with psychological problems 

because they face with the diagnosis of incurable disease and limited prognosis. 

Anxiety and depression are the major psychological problems in palliative care. There 

are some researches[80, 81] defined that inadequate healthcare providers and the more 

amounts routine workloads cause staffs have not enough time to provide palliative care 

to patients with life-threatening condition. The lack of confidence in palliative care and 

communication skills are also the healthcare providers’ problems to provide sufficient 

palliative care.   The patients are required to have psychological treatments to restore 

quality of life for the rest of their lifespan.  

 

Anxiety 

 

 Anxiety is the feelings of apprehensive, fear and dread. It interrupts sleep 

pattern in the night and causing tiredness during the day.  This can lead to other physical 

symptoms such as dizziness, nausea, shortness of breath and diarrhea. Benzodiazepines 

is a good medication to relieve insomnia. It will also use as the treatment of dyspnea 

and other symptoms that may be augmented by anxiety. 

 

Depression 

 

  Some patients with advanced disease suffer from depression. It involves loss of 

pleasure and interest in activities. Depressed patients may isolate themselves from 
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others and feel hopelessness and helplessness. Mirtazapine is an essential drug for 

relieving depression, anxiety and panic attack. However, antidepressants may have 

some side effects such as dry mouth and constipation which patients will feel 

discomfort. The use of antidepressants should be careful balancing of effectiveness and 

side effects. 

 

 

 Delirium 

 

 Agitation and confusion can lead the stress not only on the patients but also the 

caregivers and healthcare staffs. Patients will have problems with attention and 

understanding, disorientation, rambling or unclear speech and reduce of ability in 

activities. There are some conditions of disease and treatments that can be caused of 

delirium. Neurological cause may include seizure, brain ischemia or bleeding, brain 

metastasis. Other causes are such as the usage of drugs or alcohol, fever infection, 

electrolyte imbalance or dehydration can trigger and aggravate delirium.  Neuroleptic 

medication such as haloperidol and levomepromazine can be used to seduce and reduce 

delirium and agitation.  

 

 Medication and counseling can relieve psychological problems but other non-

medical interventions are also important which can help patients deal with their mental 

status. Healthcare providers should find some strategies to provide emotional support. 

Some alternative options are such as music therapies, relaxation therapies, mind-body 

therapies, animal-assisted therapies, health-promotion program and changing 

environment could be applied and integrated with medication for more effectiveness of 

psychological treatments.  

 

2.5.2.3. Social, Culture and spiritual aspects [82] 

 

 Family 

 

 “Family” in palliative care does not mean only the blood-bonded relationship, 

it is also involved ones who patient significantly loved with that includes friends, 

neighbors or work colleagues. Their support and education are important. The patients 

are not individually treated in their problems and symptoms but the families are 

involved as well. Loses suffered would be effected to the families’ emotions and 

experiences. Although the family members have as same cultural, spiritual and 

psychological backgrounds as patients, they have their own needs, expectation and 

rights. 

 

 The communication with family members are tough, especially in the hopeless 

topics. The diagnosis of terminal illness is traumatic to everyone. Families need help as 

the patients either. Neutrality is important and healthcare providers should aware and 

offer enough information and help them coping with hopelessness.   
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Culture 

 

Healthcare providers should aware of the patients and families’ beliefs, values 

and respects when providing palliative care even they are not the same as healthcare 

providers own. The culture, ethnic or religion  are association with: 

 

- Expression and meaning of pain and suffering. 

- Attitude toward life and death. 

- Beliefs about causes of illness. 

- Choice of  healer and treatment regimen 

- Belief about afterlife 

- The value of human life and the body 

- Expression of loss and grief 

- Death rituals including preparation for burial, funeral practices or memorial 

services, customs for disposing of the body and mourning rites. 

Spiritual aspect 

 

Spiritual support is important to many people at the end of life and it should be 

the part of palliative care service. Spiritual aspect is not only the religion but also 

include patients and families’ beliefs and values. It would help patients and families to 

be at peace at the end of life. Healthcare providers should have respectfulness  and  

openness on their individuality. 

 

 

2.6. Decision making in palliative care [83]  

 

 Decision making is difficult in patients with non-cancer, life-limiting and 

chronic illness because of the uncertainty of illness prognosis. It is hard to clarify 

clinical outcomes and be sensitive to discuss with patients and families about the 

implementation of appropriate treatments. Healthcare providers may confront with 

ethical dilemma and legal issues which finally lead them to provide useless and 

unwanted cares to the patients. The relevant ethical principles are needed to be reviewed 

and understand clearly. It will help healthcare providers to aim the goal of care 

regarding to patients’ and families’ needs.  

 

2.6.1. The essential ethical principles 

 

 There are four important principles of ethical consideration of treatments 

procedures for decision making that are included respect for autonomy, non-

maleficence, beneficence and justice.  
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 Respect for autonomy 

 

 It means the individual’s right or ability to decide for himself/herself, according 

to beliefs, values and life plan. Respect for autonomy in medical practice defines that 

patients have unique rights and ability to decide for their own medical cares although 

they are incompetent in any aspects of their lives, for example in managing in financial 

affairs, patients would still be capable to understand their clinical issues and make their 

own decision which, sometimes, may be opposite to the course of treatments that is 

recommended by healthcare providers. Autonomy happens when patients intentionally 

act, with understanding and without forced or influence.  

 

 Respect for autonomy depends on truth-telling, right to the conveying accurate 

information of the fact and the situation and the determination of their choices of cares. 

It recognizes that patients may perceive the components of situation differently from 

healthcare providers do. The prognosis and clinical outcomes of patient with non-

cancer, life- limiting and chronic illness may be not predictable, gentle truth-telling and 

exchange of accurate information about illness status, medical options, planned care 

and expectation is essential.  

 

 Although respect for autonomy is important, it needs other ethical principles to 

be combined for consideration in medical decision making and it does not mean there 

is no limitation, for example, the decision making of euthanasia is still not allowed in 

many countries.   Respect for autonomy is based on the moral thought, cultural practice 

and legal precedent.  

 

Non-maleficence 

 

This principle means “one ought not to inflict evil or harm”. Causing 

unnecessary physical or psychological pain from performing tests, procedures, history-

taking or physical examination or even insensitive truth-telling are violations to the 

principle of non-maleficence.  

 

Any provisions of medical cares should be suitable, especially in dying patients. 

They must not be overtreated or undertreated. Continued aggressive life-prolonging 

treatment or unnecessary and unwanted, unrequested or uninformed withhold or 

withdraw treatments that is not suited to patients’ needs or wishes may be violation of 

this principle.  

 

Beneficence 

 

The concept of this principle defines that “one ought to prevent or remove evil 

or harm, and do or promote good”. Healthcare providers should deliver care to promote 

patient’s and family’s quality of life including the effective treatments of pain and other 

symptoms. It also includes sensitive interpersonal support and acknowledgement 

patients and families to be respected and valued as unique human being.  
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 Justice  

 

 The concept of justice is fairness or what is deserved by people. It defines what 

people are legally entitled and what they can claim. At the social level, justice is 

described as the policy or the distribution of the goods or service. Dying patients are 

equally able to access to medical care as same as other patients.  Justice is also served 

to limit autonomy which the individual needs or desires may not be allowable because 

of contradiction to the social norm. Decisions or actions that may seem morally or 

appropriate to the individual person may not allowable because it is risk to other 

members in the society, for example, decision of euthanasia for the terminal or serious 

illness patients is prohibited even though they wish or attempt for this therapies.  

Cardiopulmonary resuscitation to the patients with terminal stage of cancer who have 

cardiac arrest due to the dying phase of illness is also against the principle of justice.  

 

2.6.2. Medical decision-making in the care of patients with non-cancer, 

life-limiting and chronic illness 

 

 Goals of care are established by patient and family with healthcare providers 

together. Consideration of the goal is upon patient’s illness, experience, goals and plans. 

In the process of decision making, moral principles are as important as the decision 

achievement. Healthcare providers should offer patient and family various treatment 

options which relate to their abilities in either life prolongation goal or non-life 

prolongation goal. Full supportive care is still essential in both paths. Renegotiation of 

goals should occur if patient’s illness condition changes significantly either 

improvement or deterioration.  
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Figure 5 Medical decision making with dying patient 

 
Source: Latimer J. 1991 

 

 

 

Non-initiation or Cessation of treatment 

 

 The patient who is competent would have capacity to voluntary participation in 

decision making of his/her own medical cares through the process of informed consent. 

Patient has right to be given information and accept or refuse the course of treatments 

regarding to his/her beliefs, values or views. If the patient has lack of the ability of 

his/her autonomy, the representative of patient would be sought. Usually, family would 

hold that position because family would know well what patient’s expressed prior 

wishes are. 

 

 If discussion with family does not successfully reveal patient’s wishes, 

healthcare providers would describe about the benefits and the burdens of proposed 

treatments to the family, then healthcare providers, family, ethic committees and 

sometimes courts would weigh for the burdens and the benefits and attempt to 

determine for proper cares to them. Sometimes, it would be controversy because all 

participants weight burdens and benefits of cares differently and hardly to decide. For 

example, withholding or withdrawing of artificial feeding or hydration for terminal 

illness patient is difficultly considerable. 



 

 

26 

 

 Cessation of treatments must also be considered for either competent patients, 

who request therapies to be stopped, or non-competent patients, who unable to do so. It 

sometimes causes psychologically and emotionally problems for healthcare providers, 

patient and family. If patients have received only a few benefits from the treatment, it 

should not be started from the beginning. In fact, the treatments are once started may 

be stopped if all participants are received accurate information about actual burdens and 

benefits and agree to discontinue treatments.  

  

Continued treatment  

 

 Treatment is continued when it is compatible with the goals of care. Such goals 

are based on illness status, the range of possible treatments and patient’s wishes and the 

burdens and the benefits involved.  Open negotiation before starting a trial of treatment 

can allow for its cessation if the outcomes are not as expected. A course of therapy 

should be alterable.  

 

 The ethical consideration of a particular decision should be judged in the clinical 

condition. For example, it would be wrong ethically to withhold potentially beneficial 

treatment from non-competent patient if it obviously occurs that it gains more benefits 

than its burdens or it is clear that patient would choose to have. On the other hands, 

although patient refuses treatments, it should be renegotiate if the decision is not well 

informed or patient has lack capacity to decide. 

 

 Decision making for patient should be individual and not necessary to apply for 

the others. Such decision should not be made categorically on the basis of policies, 

protocols or generalizations about age or diagnosis.  It should be particularly based on 

patient’s situation and clearly exchanged information among patient, family and 

healthcare providers.  
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Figure 6 Potential paths to care 

 

Source: Latimer J. 1991 

 

2.7. Perception of palliative care 

 

  2.7.1. Multidisciplinary roles in palliative care  [84]  

 

 Palliative care should be provided by multidisciplinary care teams. It is 

important to clarify definition of roles and responsibilities of each healthcare provider 

in the care team. It will improve the collaboration of interdisciplinary model and reduce 

misunderstanding regarding protocols, procedures, responsibilities and authority.  

 

 Physician 

 

 Physician provides the assessment of the physical and mental condition of client 

and the diagnosis, treatments and prevention of any diseases, disorder or dysfunction. 

 Physician is usually the first healthcare provider that patient requires health 

care, support and information. Physician provides continuous cares to patient over their 

lifetime including acute medical treatments or in long term care, early intervention and 

counseling to reduce risk or development of harm from illness.  

 

Physician also coordinates to other healthcare team members to approach the 

management of the illness in patient and family. Physician performs the role of 

advocate to assist patients to navigate through the complex healthcare system to obtain 

the best care in the most effective cost.  
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Physician helps patient to explore the definition of problems and sets goals of 

care in a manner that respect to patient’s autonomy, empower them and make decision 

in their best interests. 

 

Nurses  

 

The roles of nurse are the assessment and the promotion of health, the provision 

of care by supportive, preventive, therapeutic, palliative and rehabilitative in order to 

maintain patient’s optimal function.  

 

All nursing practice is based on the principles of primary health care. Although 

either registered nurses or practical nurses are similarly entitled, there are some 

differences in the depth and the width of knowledge, in the competency and authority, 

and the expectation for clinical performance. Registered nurses are able to 

autonomously provide nursing care to patients whose needs defined not clearly or 

changing. Practical nurses are independent to care for patients whose needs are well 

controlled or stable and well defined.  

 

 Nurses have the closest relationship with the patients and families than other 

healthcare providers. Nurses will help patients and family to identify their decisions of 

their own interests. Nurses also collaborate with other healthcare providers to manage 

good care for their patients and families or refer care to community healthcare teams 

regarding to their needs. 

 

Pharmacist 

 

Pharmacists are the healthcare providers who are medication experts. The 

practice of pharmacy are compounding and dispensing of drugs, the provision of non-

prescription of drugs and the provision of information relate to drug use. When 

physicians have complexity of drug-related needs, pharmacists will join in 

multidisciplinary teams to help the challenge of optimizing drug use. Pharmacists also 

communicate with physicians to help patients achieve the maximum benefits and 

prevent the medication errors or adverse drugs reaction.  

 

 Physiotherapist 

 

 Physiotherapists are experts in physical rehabilitation. The practices of 

physiotherapy are the assessment of physical function and the treatment, rehabilitation 

and prevention of physical dysfunction, injury or pain. Physiotherapists are able to 

evaluate pain and movement patterns, muscle and joint function, cardiorespiratory 

status, reflexes and sensation.  Physiotherapists provide plan treatment programs which 

include education, exercise program, manual therapy, modality to improve physical 

movement, injury prevention and reduce pain for patients.  
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2.7.2. Facilitators and Barriers of palliative care [85] 

 

 There are many facilitators and barriers that can affect the provision of quality 

palliative care for patients with non-cancer, life-limiting and chronic illness.  

 

 Healthcare Organization and policy [2] 

 

 Healthcare organizations such as hospitals and academic healthcare centers 

consist of interdisciplinary care teams to provide patient’s safety and quality of care.[86] 

All care team members have to coordinate and communicate with either professional 

care team members or other non-professional staffs to manage and deliver effective 

cares.  Healthcare organizations have to establish institutional policies, protocols, 

models or guidelines of palliative care which emphasis on the needs of patients and 

families including symptoms management and other supportive cares for all healthcare 

members to implement. Healthcare organization should offer services and invest in the 

funding of full range of effective palliative care to ensure that patients and families are 

able to access to the care they need. Healthcare organization should coordinate to the 

community networks or other referral healthcare organizations to maintain continuity 

of palliative care for patients and families according to their wishes in the place of care 

or death. Healthcare organization should also promote the palliative care education and 

training for healthcare members and need to develop cultures and working practices for 

healthcare professionals that allow the best use of palliative care skills including the 

spending of sufficient times with patients and families and using the effectiveness of 

all available resources.   

 

 Knowledge and training 

 

 Lack of knowledge and training in palliative care among healthcare providers 

could decrease the good quality of palliative care. The knowledge as pain and 

symptoms management may affect to physical care to patients. Training could 

encourage healthcare providers to manage with some psychological support. Without 

effective training, healthcare providers cannot communicate clearly with the patients 

about the prognosis and care.  Although there are some short training courses in 

palliative care available for healthcare providers, many healthcare providers have 

inadequate palliative knowledge for providing care in terminal illness patients.  

 

 Communication 
 

 The lack of proper communication among healthcare providers with patients 

and families means that patients and their families are not able to manage the kind of 

care regarding to their preferences. One possible reason of failure communication is the 

uncertainty of illness until the prognosis is poor. It is not easy to decide the appropriate 

time to discuss with patients and families about the dying, death and preferred options 
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of care. Advanced care planning at the early stage of illness could help healthcare 

providers discuss with patients and families for the appropriate caring management.  

 

 

 Facilities and Teams 

 

 Lack of healthcare staffs and small amount of service time could affect the 

delivery of good quality provision of palliative care. Sometimes it is difficult to provide 

effective palliative care if the doctors or nurses are busy from their duties. Some 

physical environments would be the obstacles to provide palliative care, for example 

the limitation of acute care setting in general wards with surrounded by many patients 

in emergency situation, it means the ideal of peaceful and dignified death for patients 

and their families is rarely possible. 

 

 Financial issues 
 

 Palliative care would not effective if patients and families worried about cost 

expenses. Healthcare providers should identify the financial needs, particularly with 

families who have to deal with poverty, unemployment and poor housing. To cope with 

this issue, healthcare providers should manage of the referral of caring system.  

 

 Ethic and legal issues 

 

 Patient has the self- autonomy in the decision-making relating to his/her own 

health and medical treatment including the right of an individual to die in natural death 

without the administration of artificial life support procedures. Sometimes, it would 

lead patient and physician to the decision of euthanasia which is inhibited in many 

countries.  Moreover, the patients are given many medical procedures as mechanical 

ventilation, defibrillation in the terminal stage of illness which are not helpful, hasten 

life and oppose to their desires. Healthcare providers should have knowledge to give 

appropriate care to relief suffering, understand the patients’ preference and forgive 

conflict. The complementary of palliative care and medical ethics would give protection 

and gain satisfaction to the patients and families.  

 

 Community 

 

 Policy makers internationally would like to integrate palliative care to the home 

and community because many patients prefer to be cared at home. Community based 

care is often less expensive than hospital care.[87] [88] Adopting palliative care in home 

based care can help patients to die at home regarding to their wishes by implementing 

plans to avoid unnecessary transfers due to predictable health crisis.[89] The community 

based palliative care should be the coordination of the core group of family carers, care 

workers, healthcare professionals and volunteers.[79] The roles of this health care team 

are to manage symptoms, provide education, coordinate care and provide additional 

and enhanced support, services and care in the community setting.[90] 
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 When implementing community based palliative care, advanced care plans, 

which include patient’s preference of future care or treatment options that were 

previously discussed with healthcare team and family so that patient could make a 

choice, should be documented, known, understood and current. Advanced care plan 

should provide advice to the carer about the staff and support devices available 

especially after hours. Plans should be identified the sign and symptom when patient’s 

condition is changing and approaching to the death and provide support information 

about what to do and who to be contacted when the death has occurred. Healthcare team 

should also deliver continuity of bereavement care for the family after patient’s death.   

   

2.8. The factors of healthcare providers’ demographics to palliative care 

 Healthcare providers have important roles for providing effective palliative 

care for patients and families. However, there are some factors of healthcare 

providers’ demographics that influent the quality of care which the researcher would 

like to identify in this study. 

Gender 

 Gender influents to the attitude of caring. Male nurses and female nursed 

providing care differently. Male nurses had been characterized as protector when 

there was confrontational interaction with the patients. Female nurses had spent more 

time with patients than male nurses had. Male nurses had lower satisfaction when they 

perceived spending time with patients. Patients also perceived that female nurses had 

more natural tendencies to care than male nurses but male nurses have showed little 

emotional actions than female nurses. Moreover, male nurses had asked to care for 

aggressive patients or avoided caring interaction that might be interpreted as sexual. 

However, the relationship between male and female healthcare providers for 

providing palliative care has less of evidences.  

Age 

 Age is personal factor that influents to the attitudes and behaviors. People with 

different age have different needs and experiences. Human could have development in 

physical, intelligent, emotional and social capabilities in each period of ages. When 

people get older, they would have learnt and experienced that effect to their thought 

and behavior and would gain more efficacy of working.  

Religion 

 Every religion has the thought of death similarly. Death is the natural 

phenomena that happen to everybody. Buddhist emphasizes that people should have 

conscience in death and the last moment of life is the way to be free from evil therefor 

people should always be prepared for dying and remind of goodness. Roman Catholic 

believes that death is the path of life and people would rebirth with God in heaven 

after death. Muslim believe that faith in life after death is important. Palliative care 

has aim to reduce suffering and prepare patients and family for good death, thus 

palliative care should be apply for all religions. 
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Position of work 

 Healthcare providers have different roles in providing palliative care for 

patients and families. Doctors provide medication, investigation and exploring for the 

goal of care. Nurses provide care and have the closest relationship with patients and 

families. Pharmacists provide advices of medication and drug management and 

physical therapists provide exercise program to relieve symptoms and suffering.     

Working experience 

 Working experience is an important factor of care. When people have more 

practices, it could gain more work efficiency. Experience could gain more skill and 

consideration. People would have learnt from their experiences to solve the problems 

and manage their proper plan for the future. Healthcare providers who have more 

working experiences could gain more effectiveness in their work than who have less 

working experience. 

Palliative care education 

 Palliative care education is one of the most important factors to provide 

effective palliative care for patients and families. Palliative care education could gain 

more confidence of healthcare providers. Palliative care includes the principle of 

palliative care and communication skill could encourage healthcare providers to 

explore patients and families’ needs and provide proper care according to their 

desires. 

Palliative care experiences 

 Palliative care experiences effect to healthcare providers in their attitude and 

behaviors. When healthcare providers have learnt and practiced their palliative care 

skills, it would gain more confidence to provide appropriate cares for patients and 

families. Palliative care also emphasizes on caring more than curing. When healthcare 

providers have experience of caring for palliative care patients, it would help them 

define the meaningful quality of care and prepare for good death.   
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Chapter 3 

Research Methodology 

 

3.1. Research Design 

 This study is cross-sectional descriptive quantitative research based on 

surveying study to identify knowledge, perception and provision of palliative care by 

Thai healthcare providers in private hospital to non-cancer, life-limiting and chronic 

illness patients.   

3.2. Study Area 

The area of this study is Saint Louis Hospital where is a general private hospital 

in Bangkok. It is a general non-profit Roman Catholic hospital where has been founded 

and administrated by The Congregation of the Sisters of Saint Paul de Chartres since 

1898, in the time of the reign of HM King Chulalongkorn. Saint Louis Hospital is 

located on South Sathorn road which is one of the most important business area in 

Bangkok and legally registered for attendance of 412 in-patient department beds. This 

hospital has been certified for many quality assurance awards such as ISO9002, 

ISO14001 and Hospital Accreditation (HA). The philosophy of this hospital is "Where 

there's mercy, there's the God" with the declared vision of "We are committed to being 

a leader of hope in healing and pastoral care."  It is organized with the majority of 

medical specialization. There are a lot of clients have been satisfied and trusted in its 

services and staffs. In 2014, the total numbers of patients who were admitted in in-

patient department were 2,093,   there were 453 patients admitted with non-cancer, life- 

limiting and chronic illness such as chronic obstructive disease (COPD), heart disease 

and dementia or there were about 21.63% of all admitted patients in Saint Louis 

Hospital. These patients and their families need to be provided palliative care approach, 

therefor healthcare providers in this institution should understand the meaning and 

deliver the good service of palliative care to the patients and families upon their needs.  

3.3. Study Population 

The study populations of this study are healthcare providers, as general medical 

doctors, registered nurses, practical nurses, nurse assistants, pharmacologist, physical 

therapists who work in this hospital, involve outpatient department, general wards and 

intensive care unit. The inclusion criteria and exclusion criteria are as below 
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Inclusion Criteria 

-   Male and female age between 18-60 years old. 

- Healthcare providers such as general medical physicians, registered nurse, 

practical nurses, pharmacologists, physical therapists who have worked in 

private hospital, involve outpatient department, general wards and intensive 

care unit for at least 1 year. 

Exclusion Criteria 

- Non-Thai healthcare providers. 

- Physicians who are specialist as surgeon, pediatric physicians, Dentist etc. 

Discontinuation Criteria 

-  Participants who deny to answer the questionnaires or unwilling to join the 

research. 

Termination criteria for the study 

This research would be terminated if there were any evidences of 

harmfulness in physical or psychological consequences to the participants or 

there were claims of disrespectful of their confidentiality. 

3.4. Sampling Technique 

 The researcher selects the private hospitals by using purposive sampling 

technique according to the aims of the study to define healthcare providers’ knowledge, 

perception and provision of palliative care for patients with non-cancer, life-limiting 

and chronic illness where Saint Louis Hospital has served for these patients around 450-

500 patients per year. This hospital also has been addressed palliative care service in its 

major policies. After selecting this hospital, the researcher would select the samples by 

using the name list of healthcare providers who are suitable for the inclusion criteria, 

then the researcher chooses the total numbers of sample size of participants by 

calculating from Yamane’s formula (Yamane et al.1967)[91], then use the stratified 

random sampling technique to select the proportional size of participants divided by 

their occupations. After that, the researcher   uses sample random technique to recruit 

the participants until the total numbers of selected samplings are fit to the required 

sample sizes.   
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3.5. Sample & Sample size 

 

In this study, the researcher selects all healthcare staffs in the name list as the 

research sample which include: 

 

15 general medical doctors 

246 registered nurses 

172 technical nurses  

114 nurse assistants 

15 pharmacologists 

17 physical therapists 

 

The total numbers of healthcare providers in this research is 579.  

 

Then the researcher uses Yamane’s formula to calculate for sample size. As 

formula below: 

 

 

n=
𝑵

𝟏+𝑵𝝏𝟐  

 
For:     n = the sample size 

  N = the population size 

  𝝏 = Allowable error; the acceptable error for this study is 0.05 

 

 The research finds the population size from the total number of healthcare 

providers in Saint Louis Hospital which are 579 people then use this number in the 

formula. 

 

 

n = 
579

1+579[(0.05) ×(0.05)]
  ≅ 236.56  ≅  236 

 

The sample size of this study is 236 people.  

 

Then the researcher divides the proportion of sample sizes by using the stratified 

random sampling technique using the formula bellows:  

 

ni = 
𝑵𝒊 

𝑵
∗ 𝒏 

 

For   ni = the total numbers of the proportional sample size 

  Ni = the population size of divided group of participants 

  N= the total numbers of population sizes 

  n = the total numbers of sample sizes 
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 From this formula, the sample size of each group of participants is 

 

General medical doctors:   ni = 
𝟏𝟓

𝟓𝟕𝟗
∗ 𝟐𝟑𝟔 ≅  6  people 

Registered nurses:    ni = 
𝟐𝟒𝟔

𝟓𝟕𝟗
∗ 𝟐𝟑𝟔 ≅   100 people 

Technical nurses:  ni = 
𝟏𝟕𝟐

𝟓𝟕𝟗
∗ 𝟐𝟑𝟔 ≅  70  people 

Nurse assistants:  ni = 
𝟏𝟏𝟒

𝟓𝟕𝟗
∗ 𝟐𝟑𝟔 ≅  47  people 

Pharmacologists:   ni = 
𝟏𝟓

𝟓𝟕𝟗
∗ 𝟐𝟑𝟔 ≅  6  people 

Physical therapists:   ni = 
𝟏𝟕

𝟓𝟕𝟗
∗ 𝟐𝟑𝟔 ≅  7 people 

 

 Then, the researcher   uses sample random technique to recruit the participants 

until the total numbers of selected samplings are fit to the required sample sizes. 

 

 

3.6. Measurement Tools 

 

The measurement tools of this surveying are questionnaires which divided into 

5 sections for measuring healthcare providers’ knowledge, perception and provision of 

palliative care. All tools are reviewed to ensure the correct contents and usability for 

the study by 3 experts of palliative care and translated backwardly and forwardly from 

English into Thai. 

 

 

3.6.1. Measurement tool for knowledge  

 

The tool is adapted from the physical-therapy in palliative care-knowledge, 

attitudes, beliefs and experiences scale (PTiPC-KABE Scale),developed by Kumar, et 

al[92] and the Palliative Care Knowledge Test (PCKT), developed by Nakazawa Y. et 

al. (2009)[93].  It is used to improve and evaluate the palliative care educational program 

that is not only suitable for physicians but is also used to evaluate nurses and 

multidisciplinary care team for their knowledge of palliative care. The contents in the 

questionnaire are included philosophy of palliative care and symptoms management. 

The researcher also added some questions about the trajectory of illness in the 

questionnaire to define healthcare providers’ knowledge of palliative care in the 

patients with non-cancer, life-limiting and chronic illness. It would be translate in Thai 

and revise for appropriate usage by expert discussion. 

 

 

- Reliability and validity  

 

This tool would be tested for reliability and validity. It was approved by 3 

experts for content validity. The Kuder-Richardson formula 20 (KR-20) was used to 

assess internal consistency. The acceptable results of the test for reliability for KR-20 

index for internal consistency of this questionnaire was 0.70. 
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3.6.2. Measurement tool for Perception 

 

The tool is developed by the researcher based on reviewing of literature and 

adapted from the PTiPC-KABE Scale. It is used to evaluate healthcare provider’s 

perception of palliative care. The contents in the questionnaire are included healthcare 

providers’ perception of palliative care which contain healthcare organization and 

policy, knowledge and training, communication, facilities and teams, financial issues, 

attitude, belief, experience, ethic and legal issues and community. It would be translate 

in Thai and revise for appropriate usage by expert discussion. 

 

- Reliability and validity  

 

This tool was approved by 3 experts for content validity. The Cronbachs’ alpha 

coefficient was use to assess internal consistency. The acceptable results of the test for 

reliability for the Cronbachs’ alpha coefficient for internal consistency of this 

questionnaire was 0.70. 

 

 

3.6.3. Measurement tool for Decision-making  

 

The tool is developed by the researcher based on reviewing of literature. It is 

used to evaluate healthcare provider’s perception in the decision-making for palliative 

care to patients with non-cancer, life-limiting and chronic illness. The contents in the 

questionnaire are included healthcare providers’ perception of the essential ethical 

principles and the aspect of medical care regarding to patient and family’s needs. It 

would be translate in Thai and revise for appropriate usage by expert discussion. 

 

- Reliability and validity  

 

This tool was approved by 3 experts for content validity. The Cronbachs’ alpha 

coefficient was use to assess internal consistency. The acceptable results of the test for 

reliability for the Cronbachs’ alpha coefficient for internal consistency of this 

questionnaire was 0.70. 

 

 

3.6.4. Measurement for provision of palliative care  

 

The instrument for this section is adapted from the Caring Behaviors for Dying 

Patient scale (CDPs), developed by Daodee S.(2008)[77]. This instrument is used for 

exploring and evaluating the caring behaviors of Thai nurses, based on the Watson’s 

Caring theory. This instrument is in Thai version that is suitable and can be modified 

for Thai healthcare providers. This instrument is included 45 Likert-type items scored 

on a five-point scale. 
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- Reliability and validity  

 

This tool was approved by 3 experts for content validity. The Cronbachs’ alpha 

coefficient was use to assess internal consistency. The acceptable results of the test for 

reliability for the Cronbachs’ alpha coefficient for internal consistency of this 

questionnaire was 0.70. 

 

The researcher combined and modified all items in the questionnaire to suit for 

the non-cancer, life-limiting and chronic illness patients and divided into 5 sections as 

below; 

   

Part 1 are the characteristic and demographic information of healthcare 

providers  included age, gender, position of work, religion, working experience, 

palliative care education and palliative care experiences.  

 

Part 2 is the questionnaire about knowledge of palliative care. The 

questionnaires contain with items about principles of palliative care, symptoms 

management including drug usage and trajectories of illness. The answers are true and 

false.  

 

Part 3 is the questionnaire about perception of palliative care. The 

questionnaires contain items about healthcare providers’ perception of palliative care 

which contain healthcare organization and policy, knowledge and training, 

communication, facilities and teams, financial issues, attitude, belief, experience, ethic 

and legal issues and community.  All items are codes as Likert-type items scored on a 

five-point scales which are “strongly agree”, “agree”, “neutral”, “disagree”, “strongly 

disagree”. 

 

Part 4 is the questionnaire about perception of decision making of palliative 

care. The questionnaires contain items about healthcare providers’ perception of the 

essential ethical principles and the aspect of medical care regarding to patient and 

family’s needs. All items are codes as Likert-type items scored on a five-point scales 

which are “strongly agree”, “agree”, “neutral”, “disagree”, “strongly disagree”. 

 

Part 5 is the questionnaire about provision of palliative care. The questionnaires 

contain some items about palliative caring for the patients based on the Watson’s Caring 

theory. All items are codes as Likert-type items scored on a five-point scales which are 

 

 “never” means the participants have never provided palliative care according 

to the questionnaire. 

 

 “seldom” means the participants have provided palliative care according to the 

questionnaire less than 2 times per week. 

 

 “often” means the participants have provided palliative care according to the 

questionnaire 2-4 times per week. 
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 “usually” means the participants have provided palliative care according to the 

questionnaire 5-7 times per week. 

 

 “always” means the participants have provided palliative care according to the 

questionnaire more than 7 times per week. 

 

 

3.7. Validity and Reliability 

  

 The instruments of this research are reviewed to ensure the correct contents and 

usability for the study by 3 experts of palliative care by testing content validity and use 

the edited questionnaires to test 37 multidisciplinary healthcare providers in Saint Mary 

Hospital in Nakhon Ratchasima province, which this hospital has similar healthcare 

policy and environment to Saint Louis Hospital. The Cronbach’s alpha score is used to 

test for internal consistency. The acceptable point is .70. After the instrument was 

corrected and usable, then the researcher applied the questionnaires to the participants 

in Saint Louis Hospital. 

Instrument reliability 

 After the questionnaires were reviewed by 3 experts and corrected for the valid 

contents, the researcher used them to the pilot group for testing reliability of the 

instrument. The sample size of the pilot group was calculated in the same proportion of 

the sample size of the study. The total number of the pilot group was 37 cases which 

included 1 doctor, 17 registered nurses, 1 pharmacists and 1 physical therapist. For the 

data collection of the practical nurses, the researcher had to collect the total numbers of 

17 practical nurses instead of 10 practical nurses and 7 nurse assistants because 

according to the pilot hospital policy, there were no nurse assistants in that hospital. 

Internal consistency reliability was assessed for all parts of the questionnaires. 

The acceptable point of the Cronbach’s alpha coefficient is 0.70. Some items of this 

instrument which significantly indicated a low level of the internal consistency 

reliability were removed until the Cronbach’s alpha coefficient was in the acceptable 

point. The Cronbach’s alpha coefficient of the questionnaire for part 2, part 3, part 4 

and part 5 were 0.708, 0.741, 0.848 and 0.983.    

 

3.8. Data Collection  

 

The questionnaires are sent to the 236 healthcare providers in Saint Louis 

Hospital that distributed to various in-patient general wards or intensive care unit. To 

avoid bias and to maintain participant’s autonomy, the researcher use code and 

decoding during data collecting and analysis. Each questionnaire uses at least 20-30 

minutes to complete and it would be sent back by enclosed envelope with the 

researcher’s address written on.  
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3.9. Data Analysis (statistics) 

 The statistical analysis computer program for this study is SPSS statistical 

package (version 22, IBM Corporation, NY, USA). It is used for calculating all 

variables in this study. 

 Part1 use descriptive analysis as frequency and percentage to assess all 

characteristics and demographic information. 

 Part 2-5 use coding and descriptive analysis as mean to measure central 

tendency and standard deviation to describe dispersion. The one-sample Kolmogorov-

Smirnov Z test is used to test the normality of distribution. The non-parametric statistics 

are used in this study because the total numbers of some samples size of participants 

are less than 10. The Mann-Whitney U test and the Kruskal-Wallis test are used to test 

all samplings for significantly difference of all variables. 

3.10. Ethical Consideration 

 This study has to be approved by Saint Louis Hospital Administrators and 

Ethical committee of Saint Louis College before conducting to the participants. All 

questionnaires are not used as a part of treatment guideline or have an effect on medical 

treatments for the patients. The healthcare provider’s personal data is confidentially 

preserved. All participants are given verbal and written information about the aims and 

method of this study and sign informed consent.  

3.11. Risk management  

 Although it is apparently less possibility of risk in the research, the risk 

management protocol is reviewed. The most important issue is confidentiality. The 

research uses codes and decode to represent the participants. All the questionnaires 

would be sent back with enclosed envelopes.  If there were claims of disrespectfulness 

of participants’ confidentiality, the research would be terminated and the participants 

would receive some penalties but not more than 10,000 Baht per case.  

3.12. Limitation 

 Palliative care is becoming one of the major public health problems but the 

studies of palliative care is limited and do not broadly scope in various aspects. Studies 

of perception and provision of palliative care are rare and needed to be reviewed from 

previous 10 years. Moreover, there is no study about healthcare providers’ barriers in 

provision of palliative care in Thailand.  
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3.13. Expected benefits and Application 

 The study is to define healthcare providers’ knowledge, perception of provision 

in provision of palliative care in non-cancer, life-limiting and chronic illness patients. 

It is not only patients with cancer who need palliative care but it is also useful for other 

chronic illness patients who suffer from their long- term and incurable diseases. The 

outcomes of this research could be applied for developing palliative care program, for 

examples, it is to improve palliative care education and training program in the hospital 

or develop health policy for distributing palliative care program to the community. 

 

3.14. Obstacles and strategies to solve the problems 

 Difficulty of cooperation with the healthcare providers 

 Many healthcare providers may not cooperate with the researcher. Their 

responsibility forces them to spend their most time for curing patients. Moreover, they 

may not want to answer some questions about their actions in palliative care that is the 

blame of giving up for their treatments or caring, therefore, many healthcare providers 

are not willing to join the research. On the other hand, palliative care emphasized on 

caring for dying people that contrast with their major tasks which for curing patient to 

survive. Palliative is not modern issue about medical investigation but it mostly 

concerns about psychological and moral topics that the healthcare providers may not 

be interested in.   

Strategies to solve the problems: 

- Inform the aims and method of the research to the healthcare providers 

before conducting data.  Preserving their personal data as confidential along 

the research process. 

 

- Use brief, less numbers but simply and cover all main contents 

questionnaires to spend less of their time.   

 

- Provide the participants some adequate times when they are available to 

answer the questions. 

Lack of supportive budget 

Many researches in Thailand are emphasized on medical treatment and 

investigation to cure patients from disease but palliative care is about caring to maintain 

quality of life for dying people that is less important than help patients to survive despite 



 

 

42 

patients with chronic illness tend to gain more in the future. It needs more supportive 

resources to improve palliative care program but some budgets are not available. 

Strategies to solve the problems: 

 

- Making research account. Listing strictly income and outcome of budget for 

the research. 

 

- Use available resources with the most efficiency and find other alternative 

resources to apply instead.  

 

- Searching for some supporting resources such as funding from inner or outer 

the country to use for the research.   

 

 

3.15. Administration and Time schedule 

Research/Project 

Activities 

Time Frame (Month) 

1 2 3 4 5 6 

Literature review 

 

      

Tool development for 

data collection  

 

      

Field preparation  and 

Ethical Consideration 

 

      

Data collection 

(Questionnaires)   

 

      

Data analysis 

 

      

Report Summarize  

 

      

Publication 

 

      

 After the research proposal has been finished, it would be sent to College of 

Public Health Ethical Committee for approval, then, it would be launched for surveying. 

The consent forms are prepared and the researcher will reach the administrators of the 

selected hospital to ask for permission. When receive allowance, the surveying will be 

done. If there are some obstacles occur, the researcher would solve them in the best and 

most appropriate way, record and learn to apply for the future. 
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3.16. Budget 

List Cost ( Baht) 

Incomes: 

-Researcher 

 

15,000.00 

 

- 

-Other fund 0.00 - 

Outcomes: 

-experts 

 

- 

 

5,000.00 

-Transportation  - 1,000.00 

-Stationary - 1,000.00 

-Meal (Food and Drink) - 1,000.00 

-Printing - 2,000.00 

-Miscellaneous - 2,000.00 

Total 15,000.00 12,000.00 
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Chapter 4 

Results 

 

 This chapter discusses about the results from the statistical data analysis of the 

study. The purposes of the statistical data analysis is to answer the following questions: 

 

- What are the levels of healthcare providers’ knowledge, perception and 

provision of palliative care in patients with non-cancer, chronic-illness and 

life-limiting disease   regarding to patients and families’ needs in physical, 

psychological, social and spiritual aspects?  

 
- What factors of healthcare providers’ demographics, as gender, age,  

position of work, religion, working experiences, palliative care education 

and palliative care experiences, do influence to knowledge and   provision 

of palliative care in patients with non-cancer, chronic-illness and life-

limiting disease?  

 

4.1. Data analysis 

 
 The data of the study were analyzed by using updated SPSS version 22 with the 

level of significance at 0.05. All variables were tested for normality of distribution by 

using One-Sample Kolmogorov-Smirnov test. The results of Kolmogorov-Smirnov Z 

for the variables are in table1 with p value is 0.000 (p > 0.05), thus the data of this study 

were not normal distribution. The non-parametric statistics as Mann-Witney U test and  

Kruskal- Wallis H test were used to analyze all variables according to the research 

questions. 

 

Table 1: The variable analysis for the normality of distribution  

 

Sample Characteristic Test value P value 

Gender 0.540 0.000 

Age 0.294 0.000 

Position of work 0.287 0.000 

Religion 0.523 0.000 

Work experience 0.229 0.000 

Palliative care education 0.209 0.000 

Palliative care experience 0.227 0.000 
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4.2. Sample characteristics 

  

 The questionnaires were sent to 236 participants. However, 9 participants were 

missing and did not return the questionnaires back, therefore, the total numbers of 

participants who consented in this study were 227.  

 

 For the data collection of practical nurses, the researcher had to collect 88 

practical nurses and 1 nurse assistant instead of the total- planned numbers of samples 

size of participants because according to the hospital policy, there were a few nurse 

assistants in the hospital. 

 

 Descriptive statistics as frequency and percentage were used to assess the 

sample characteristics of the participants. 

 

 Table 2: The frequency and percentage of the sample characteristics of participants 

(n=227) 

 

Sample Characteristic n % 

Gender   

     male 8 3.5 

     Female 219 96.5 

Age   

     18-24 yrs. 44 19.4 

     25-35 yrs. 113 49.8 

     36-45 yrs. 45 19.8 

     46-55 yrs. 22 9.7 

     56-60 yrs. 3 1.3 

Position of work   

     Doctor 6 2.6 

     Nurse 120 52.9 

     Practical nurse 88 38.8 

     Nurse assistant 1 0.4 

     Pharmacist 5 2.2 

     Physical therapist 7 3.1 

Religion   

     Buddhist 199 87.7 

     Christian 28 12.3 

     Muslim 0 0 

     Others 0 0 

Work experience   

     < 5 yrs. 87 38.3 

     5-10 yrs. 55 24.2 

     11-15 yrs. 32 14.1 

     16-20 yrs. 25 11 

     21-25 yrs. 18 7.9 

     >25 yrs. 10 4.4 
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Sample Characteristic n % 

Palliative care education   

     Never 73 32.2 

     < 1 yr. 44 19.4 

     1-5 yrs. 70 30.8 

     > 5 yrs. 

 

40 17.6 

Palliative care experience   

     Never 26 11.5 

     < 1 yr. 43 19.0 

     1-5 yrs. 71 31.4 

     > 5 yrs. 86 38.1 

 

 From table2, it is able to describe the sample characteristics for each topic as 

below 

 Gender: Female is the majority characteristic of all participants in the study 

(n=219, 96.5%). Male participants are 8. (n=8, 3.5%) 

 

 Age: The most participants in the study are in the range of age 25-35 years old 

(n=113, 49.8%). Followed by the participants with the range of age 36-45 years old 

(n=45, 19.8%) and 18-24 years old (n=44, 19.4%).  

 

 Position of work: The most participants in this study are nurses (n=120, 

52.9%). Followed by practical nurses (n=88, 38.8%) and physical therapists (n=7, 

3.1%) 

 

 Religion: Buddhist is the majority characteristics of the participants (n=199, 

87.7%). Followed by Christian (n=28, 12.3%). There are no Muslim and other religions 

in this study. 

 

 Work experience: The most participants have worked for less than 5 years 

(n=87, 38.3%). The second length of work experience is 5-10 years (n=55, 24.2%). 

 Palliative care education: Most participants have never had palliative care 

education (n=73, 32.2%). The participants who have palliative care education have had 

for 1-5 years (n=70, 30.8%). 

 

 Palliative care experience: Although most participants have never had 

palliative care education, the most participants have palliative care experience for more 

than 5 years (n=86, 38.1%) and 1-5 years (n=71, 31.4%)  
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4.3. The results of palliative care knowledge. 

  

The researcher had corrected and applied the questionnaire of palliative care 

knowledge from the physical-therapy in palliative care-knowledge, attitudes, beliefs 

and experiences scale (PTiPC-KABE Scale), developed by Kumar et al.(2011), the 

Palliative Care Knowledge Test (PCKT), developed by Nakazawa Y. et al. (2009) and 

by reviewing of the literatures. There were 23 items in this questionnaire with the 

answer of true and false. Descriptive statistics as frequency and percentage of correct 

and incorrect responses were used to assess the participants’ knowledge in palliative 

care. The results for each item after testing are as below table.  

 

Table 3: The frequency and percentage of correct and incorrect responses of 

palliative care knowledge, divided by items. (n=227) 

 

Questions 

 

Correct 

answer 

Correct Incorrect 

n % n % 

1. Palliative care provides 

relief from pain and other 

distressing symptoms. 

 

True 6 2.6% 221 97.4% 

2. Palliative care considers 

life and regards dying as a 

complicated natural 

process. 

 

False 39 17.3% 187 82.7% 

3. Palliative care intends to 

hasten or postpone death. 

 

False 27 11.9% 200 88.1% 

4. Palliative care integrates 

the physical, 

psychological, social and 

spiritual aspects of patient 

care. 

 

True 2 0.9% 225 99.1% 

5. Palliative care offers a 

support system to help 

patients die as early as 

possible. 

 

False 15 6.6% 212 93.4% 

6. Palliative care offers a 

support system to help 

family cope during the 

patient’s illness. 

 

True 7 3.1% 220 96.9% 
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Questions 

 

Correct 

answer 

Correct Incorrect 

n % n % 

7. Palliative care help 

family members to adjust 

of the grief in their own 

bereavement. 

True 17 7.5% 210 92.5% 

8. Healthcare providers in 

palliative care team will 

assess and provide 

counseling to patient and 

family individually. 

True 8 3.5% 219 96.5% 

9. Palliative care will not 

enhance quality of life. 

  

False 41 18.1% 186 81.9% 

10. Palliative care does not 

influence the course of 

illness. 

 

True 106 46.7% 121 53.3% 

11. Palliative care is 

applicable early in the 

course of illness   

 

True 16 7% 211 93% 

12. Palliative care should 

combine with other 

therapies that are intended 

to relief pain and 

suffering, such as 
chemotherapy or radiation 

therapy, and patient 

needed to understand and 

manage distressing clinical 

complications. 

 

True 22 9.7% 205 90.3% 

13. Palliative care should 

be only provided for 

patients who have no 

curative treatment 

available. 

 

False 90 39.6% 137 60.4% 

14.  Long-timed use of 

Morphine in palliative care 

often induces addiction. 

False 70 30.8% 157 69.2% 
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Questions 

 

Correct 

answer 

Correct Incorrect 

n % n % 

15. Use of morphine does 

not influence survival 

time. 

 

True 75 33% 152 67% 

16. There is no route 

except central venous or 

skin patch for patient 

unable to maintain a 

peripheral intravenous 

route. 

 

True 35 15.5% 191 84.5% 

17. The typical illness 

trajectories can aid 

healthcare providers to 

discuss with patients and 

their families about the 

prognosis and to plan the 

proper provision of care. 

 

True 5 2.2% 222 97.8% 

18. Patients with chronic 

obstructive pulmonary 

disease (COPD) need less 

palliative care than 

patients with lung cancer 

need. 

 

False 70 31% 156 69% 

19. The end-of-life 

discussion in patients with 

terminal state of heart 

failure may be a source of 

fear and anxiety for either 

patients or families. 

False 115 50.9% 111 49.1% 

20. The provision of fiber 

diet and adequate fluid 

intake and appropriate 

activities such as exercise 

would relief constipation. 

 

True 5 2.2% 222 97.8% 

21. Alternative therapies 

such as musical therapy, 

meditation, pet therapy, 

False 67 29.6% 159 70.4% 
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Questions 

 

Correct 

answer 

Correct Incorrect 

n % n % 

health promotion program 

and changing patient’s 

room environment cannot 

relief psychological 

problem as well as 

medication.  

 

22. Patient has right to 

indicate advance directive 

or living will to inform 

healthcare provider to 

provide medical treatments 

as patient’s desires when 

end-of-life time comes. 

True 19 8.4% 20.8 91.6% 

23. In Thailand, 

Euthanasia is illegal. 

True 66 29.3% 159 70.7% 

 

 To summarize the overall results of palliative care knowledge testing, 

descriptive statistics as minimum score, maximum score, mean score and percentage of 

correct responses were used to assess the palliative care knowledge of all participants. 

Modified Bloom’s cut off point[94]  were used to classify the level of palliative care 

knowledge with the score of 18.4-23 (80%-100%) of correct response meant a high 

level or good knowledge, 11.5-18.39 (50%-79%) of correct response meant a moderate 

level or satisfactory knowledge and less than11.5  (50%) of correct response meant low 

level or poor knowledge. The results is shown in table4 

 

Table 4: The minimum score, maximum score, mean score and standard deviation of 

correct responses of the sum of palliative care knowledge test. (n=227) 

 
 Min. Max. Mean S.D. Level 

Total scores 8 23 18.97 2.11 High 

 

 

 From table 3-4, the average of sum knowledge scores of the participants is 18.97 

which is in high level (x ̅ = 18.97, S.D. =2.11). The minimum score of the test is 8 and 

the maximum score is 23. If we examine each item of the questionnaire, the item that 

has the highest correct response is “Palliative care integrates the physical, 

psychological, social and spiritual aspects of patient care.” (n=225, 99.1%) and the item 
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that has the lowest correct response is “The end-of-life discussion in patients with 

terminal state of heart failure may be a source of fear and anxiety for either patients or 

families.” (n=111, 49.1%). 

 

 To answer the research question and to investigate hypothesis of the study, the 

Mann-Whitney test and the Kruskal-Wallis test are used to assess the difference of the 

median score of the test in each variable. The results of the test are in the table 5-6. 

 

Table 5: The result of the difference of the median score of the variable and the 

palliative care knowledge test. Used the Mann-Whitney test. (p > 0.05) 

 

 

Sample Characteristic N Mean 

Rank 

Test 

value 

P value 

Gender     

      Male 7 112.64 499.50 0.347 

      Female 180 93.28   

     

 

 From table 5, The result of the difference of the median score of palliative care 

knowledge test in male and female, test value is 499.50, P value is 0.347(p > 0.05) 

which means the median score of palliative care knowledge test in male and female is 

not significantly different at  is 0.05 (p > 0.05). 

 

Table 6: The result of the difference of the median score of the variable and the 

palliative care knowledge test. Used the Kruskal-Wallis test test. (p < 0.05) 

 

Sample Characteristic N Mean 

Rank 

𝜒2 

 

df P value 

Age      

     18-24 yrs. 38 81.12 10.006 4 0.04 

     25-35 yrs. 93 90.26    

     36-45 yrs. 38 100.54    

     46-55 yrs. 16 125.75    

     56-60 yrs. 2 134.50    

Position of work      

     Doctor 6 152.00 19.680 5 0.001 

     Nurse 99 101.17    

     Practical nurse 73 77.54    

     Nurse assistant 1 34.50    

     Pharmacist 4 137.38    

     Physical therapist 4 101.38    

Religion      

     Buddhist 167 94.46 0.116 1 0.733 

     Christian 20 90.15    

     Muslim - -    

     Others - -    
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Sample Characteristic N Mean 
Rank 

𝜒2 

 

df P value 

Work experience      

     < 5 yrs. 74 81.93 8.082 5 0.152 

     5-10 yrs. 44 97.60    

     11-15 yrs. 27 96.11    

     16-20 yrs. 23 112.02    

     21-25 yrs. 14 104.61    

     >25 yrs. 5 116.90    

Palliative care education      

     Never 57 84.98 5.971 3 0.113 

     < 1 yr. 34 104.57    

     1-5 yrs. 64 88.99    

     > 5 yrs. 

 

32 108.84    

Palliative care experience      

     Never 22 76.82 4.272 3 0.234 

     < 1 yr. 30 100.45    

     1-5 yrs. 63 89.38    

     > 5 yrs. 72 100.60    

 

 From table 6, The result of the difference of the median score of palliative care 

knowledge test in the participants with different age has Chi-square value of 10.006, df 

is 4 and p value is 0.04 (p < 0.05) and the participants with different position of work 

has Chi-square value of 19.680, df is 5  and p value is 0.001 (p < 0.05). It could be 

examined that there are significant differences of the median score of palliative care 

knowledge test in the participants with different age and different position of work at 

 is 0.05 (p < 0.05). 

 

4.4. The results of the perception of palliative care 

 

The instrument was adapted from the physical-therapy in palliative care-

knowledge, attitudes, beliefs and experiences scale (PTiPC-KABE Scale), developed 

by Kumar et al.(2011), and by reviewing the literatures. There were 30 questions in this 

part. The questionnaires contain substances about healthcare providers’ perception of 

palliative care which involved healthcare organization and policy, knowledge and 

training, communication, facilities and teams, financial issues, attitude, belief, 

experience, ethic and legal issues and community. The grouping of question numbers   

by substances were 

-  Knowledge and training: question number 1,12,21,23 

- Communication: question number 15, 18 

- Organization and policy: question number 8, 14 

- Finance: question number 29 

- Ethic and legal issue: question number 30 

- Facilities and team: question number 5, 7, 19, 20, 24, 27, 28 

- Community: question number 4, 6, 25, 26 
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- Attitude: question number 3, 9, 13, 17, 22 

- Belief: question number 16 

- Experience: question number 2, 11 

All items were coded as Likert-type items scored on a five-point scales which 

were “strongly agree”, “agree”, “neutral”, “disagree”, “strongly disagree”. The scoring 

of negative statement questions included question number 3, 17, 21, 25, 26 were 

inverted the scales.  Modified Bloom’s cut of point were used to classify the level of 

perception with the score of 4.00-5.00 (80%-100%) of mean perception scores meant a 

high level or positive perception, 2.50-3.99 (50%-79%) of mean perception scores 

meant a moderate level or neutral perception and less than 2.50 (less than 50%) of mean 

perception scores meant low level or negative perception. 

 

Descriptive statistics as mean and standard deviation are used to assess the 

perception of palliative care. The results for each item after testing are as below table. 

 

Table 7: The mean, standard deviation and level of the perception of palliative care, 

divided by grouping of substances. (n=227) 

 

Substances 

 

Mean S.D. Level 

Knowledge and training 

 

3.35 0.361 Moderate 

Communication 

 

3.77 0.635 Moderate 

Organization and policy 4.17 0.584 High 

Finance 

 

3.84 0.737 Moderate 

Ethic and legal issues 

 

4.18 0.648 High 

Facilities and team 

 

3.93 0.401 Moderate 

Community 

 

3.48 0.573 Moderate 

Attitude 

 

3.57 0.534 Moderate 

Belief 

 

3.95 0.727 Moderate 

Experience 

 

3.71 0.915 Moderate 

Total 

 

3.69 0.324 Moderate 

 

 From table 7, the perception of palliative care in terms of healthcare providers’ 

role, knowledge and training, facilities, team and barriers of palliative care, divided by 

grouping of items, are moderate level (x ̅ = 3.69, S.D. = 0.324). The highest mean score 
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of the perception is in “Ethic and legal issues” (x ̅ = 4.18, S.D. = 0.648), followed closely 

by “organization and policy” (x ̅ = 4.17, S.D. = 0.584). The lowest mean score of the 

perception is in “knowledge and training” (x ̅ =3.35, S.D. = 0.361). 

 

 The results of the perception of palliative care could be separated to each item 

as shown in the table below. 

 

Table 8: The mean, standard deviation and level of the perception of palliative care, 

divided by items. (n=227) 

 

Questions 

 

Mean S.D. Level 

1. Palliative care is as important as curative 

care in patients with non-cancer, life-limiting 

and chronic illness. 

 

3.84 0.932 Moderate 

2. I have had experiences of providing 

palliative care to dying patients and families. 

 

3.98 0.973 Moderate 

3. I feel a sense of personal failure when 
patient dies. 

 

3.55 1.133 Moderate 

4. There is support for palliative care for non-

cancer, life-limiting and chronic illness patient 

in society. 

 

3.31 0.806 Moderate 

5. The healthcare staffs support palliative care 

for patients with non-cancer, life-limiting and 

chronic illness in my workplace. 

 

4.17 0.689 High 

6. The environment of my workplace is ideal 

for providing palliative care to the patient and 

family. 

3.96 0.760 Moderate 

7. My workplace is adequately staffed for 

providing the needs of non-cancer, life-

limiting and chronic illness patients requiring 

palliative care and their families. 

 

3.54 0.837 Moderate 

8. In my workplace, families/relatives are 

involved in decisions about their patients. 

 

4.09 0.738 High 

9. My previous experiences of providing 

palliative care to dying patients have been 

rewarding. 

 

3.56 1.031 Moderate 



 

 

55 

Questions 

 

Mean S.D. Level 

10. When patients are dying in my workplace, 

providing pain relief is a priority for me.  

3.80 0.878 Moderate 

11. I am often exposed to death in my 

workplace environment. 

 

3.44 1.208 Moderate 

12. Palliative care is necessary in healthcare 

education. 

 

4.22 0.705 High 

13. When a patient dies in my workplace, I 

have sufficient time to spend with the family. 

 

4.14 0.739 High 

14. There are policies or guidelines to assist in 

the delivery of palliative care in my 

workplace. 

 

4.24 0.728 High 

15. In my workplace, when a diagnosis with a 

likely poor outcome is made, patients/ 

relatives are informed of palliative care 

options. 

 

3.93 0.798 Moderate 

16. In my workplace, the team expresses its 

options, values and beliefs about providing 

palliative care to patients. 

 

3.95 0.727 Moderate 

17. Caring for dying patient is traumatic for 

me. 

 

2.87 1.129 Moderate 

18. I have received education that assists me 

to support and communicates with 

patients/relatives of dying patients.  

 

3.60 0.748 Moderate 

19. All members of the healthcare team in my 

workplace agree with and support palliative 

care when it is implemented for dying patient. 

 

3.85 0.644 Moderate 

20. In my workplace, the staffs go beyond 

what they feel comfortable with in using 

technological life support. 

 

3.73 0.683 Moderate 

21. In my workplace, staffs are asked by 

patients/relatives   to continue life-extending 

care beyond what they feel is right.  

 

2.77 1.183 Moderate 

22. My personal attitudes about death affect 

my willingness to deliver palliative care. 

3.73 0.915 Moderate 
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Questions 

 

Mean S.D. Level 

 

23. Palliative care is against the value of 

medical treatments. 

 

2.58 0.886 Moderate 

24. When a patient dies in my workplace, 

counseling is available if I need it. 

 

3.84 0.737 Moderate 

25. There is a belief in society that patients 

should not die, under any circumstances. 

 

3.80 0.966 Moderate 

26. Curative care is more important than 

palliative care in the healthcare environment. 

 

2.85 1.163 Moderate 

27. Palliative care should be provided by 

multidisciplinary care team. 

 

4.35 0.622 High 

28. As a member of healthcare team, I know 

my exact role in support of palliative care. 

 

4.04 0.619 High 

29. Patients/relatives who have financial 

problems should be offered palliative care as 

an option. 

 

2.69 0.988 Moderate 

30. I have concerned about ethical dilemma 

and ethical issues to provide palliative care to 

my patient and family.  

 

4.18 0.648 High 

 

 From table 8, the highest mean score of the perception of palliative care for each 

item is in “Palliative care should be provided by multidisciplinary care team” (x ̅ = 4.35, 

S.D. =0.622), followed by “There are policies or guidelines to assist in the delivery of 

palliative care in my workplace” (x ̅ =4.24, S.D. =0.728). The lowest mean score of the 

perception is in “Palliative care is against the value of medical treatments.” (x ̅ = 2.58, 

S.D. = 0.886). 

 

The perception of palliative care in term of decision making of healthcare 

providers are also explored. There were 10 questions in this part. The questionnaires 

contain items about healthcare providers’ perception of the essential ethical principles 

and the aspect of medical care regarding to patient and family’s needs. All items are 

positive statement and codes as Likert-type items scored on a five-point scales which 

are “strongly agree”, “agree”, “neutral”, “disagree”, “strongly disagree”. Modified 

Bloom’s cut of point were used to classify the level of perception with the score of 4.00-

5.00 (80%-100%) of mean perception scores meant a high level or positive perception, 

2.50-3.99 (50%-79%) of mean perception scores meant a moderate level or neutral 
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perception and less than 2.50 (less than 50%) of mean perception scores meant low 

level or negative perception. 

 

Descriptive statistics as mean and standard deviation are used to assess the 

results. They are shown in the table below 

 

Table 9: The mean, standard deviation and level of the perception of palliative care 

in term of decision making of healthcare providers, divided by items. (n=227) 

 

Questions 

 

Mean S.D. Level 

1. The goal of palliative care decision 

making is to meet patient’s wishes and 

needs by choosing appropriate treatments. 

 

4.23 0.565 High 

2. If my patient is unable to expresses 

his/her needs according to illness 

condition, I will accept   relatives to make 

decision for patient’s treatments instead.  

 

4.21 0.644 High 

3. I have respected for patient’s beliefs, 

values and life plans although those are 

different from mine. 

 

4.22 0.643 High 

4. Gentle truth-telling and exchange of 

accurate information about illness status, 

options, plan care and future expectation is 

essential for decision making. 

 

4.32 0.555 High 

5. If patient and family have to deal with 

financial affair, they still have full capacity 

to make their own decision of caring.  

 

4.23 0.659 High 

6. Palliative care should be the one caring 

option to provide for patient who has 

frequent times of cardiac arrest. 

 

3.64 0.893 Moderate 

7. When patient is diagnosed incurable 

disease, he/she should be informed the 

choices of either life-prolongation or non-

life prolongation care.  

 

4.20 0.647 High 

8. Palliative care is necessary in either life 

prolongation or non-life prolongation goal 

of cares. 

 

4.09 0.635 High 
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Questions 

 

Mean S.D. Level 

9. Renegotiation of goal of care should 

occur if the patient’s condition changes 

significantly.  

 

4.11 0.657 High 

10. Goal of care should be established 

jointly by patient and family together with 

healthcare team. 

4.37 0.583 High 

Total 

 

4.16 0.462 High 

  

From table 9, the perception of palliative care in terms of decision making of 

healthcare providers, divided by items, are high level (x ̅ = 4.16, S.D. =0.462). The 

highest mean score of the perception is in “Goal of care should be established jointly 

by patient and family together with healthcare team” (x ̅ = 4.37, S.D. = 0.583). The 

lowest mean score of the perception is in “Palliative care should be the one caring 

option to provide for patient who has frequent times of cardiac arrest” (x ̅ =3.64, S.D. = 

0.893). 

 

4.5. The results of the provision of palliative care 

 

The instrument for exploring the provision of palliative care was adapted from 

the Caring Behaviors for Dying Patient scale (CDPs), developed by Daodee S. (2008). 

There were 45 questions in this part. All items are positive statement and coded as 

Likert-type items scored on a five-point scales which are “always”, “usually”, “often”, 

“seldom” and “never”. Modified Bloom’s cut of point were used to classify the level of 

provision of palliative care with the score of 4.00-5.00 (80%-100%) of mean provision 

scores meant a high level or positive behaviors, 2.50-3.99 (50%-79%) of mean 

provision scores meant a moderate level or neutral behaviors and less than 2.50 (less 

than 50%) of mean provision scores meant low level or negative behaviors. 

 

All items could be separated into 10 groups according to Watson’s carative 

factors of caring behavior in the theory of caring which were 

- Humanistic-altruistic system of value: question number 32, 33, 34, 35, 43 

- Faith-hope: question number 27, 39, 40, 44 

- Sensitivity to self and others: question number 19, 41, 45 

- Helping-trusting, Human care relationship: question number 10, 15, 16, 

17, 18, 20, 21, 42 

- Expressing positive and negative feelings: question number 22, 23, 24, 25, 

26 

- Creative problem-solving caring process: question number 28, 29, 30, 31, 

36 

- Transpersonal teaching-learning: question number 1 



 

 

59 

- Supportive, protective, and/or corrective mental, physical, societal, and 

spiritual environment: question number 2, 37, 38 

- Human needs assistance: question number 3,4,5,6,7,8 

- Existential-phenomenological-spiritual forces: question number 9, 11, 12, 

13, 14 

Descriptive statistics as mean and standard deviation are used to assess the 

results which were shown in the table below. 

 

Table 10: The mean, standard deviation and level of the perception of palliative care 

in term of decision making of healthcare providers, divided by grouping of items. 

(n=227) 

 

Subscales 

 

Mean S.D. Level 

Humanistic-altruistic system of value 

 

4.23 0.687 High 

Faith-hope 3.87 0.830 Moderate 

Sensitivity to self and others 3.98 0.790 Moderate 

Helping-trusting, Human care relationship 

 

4.06 0.665 High 

Expressing positive and negative feelings 3.71 0.872 Moderate 

Creative problem-solving caring process 3.90 0.812 Moderate 

Transpersonal teaching-learning 3.28 1.420 Moderate 

Supportive, protective, and/or corrective 

mental, physical, societal, and spiritual 

environment 

3.71 0.930 Moderate 

Human needs assistance 4.17 0.750 High 

Existential-phenomenological-spiritual forces 

 

3.61 0.894 Moderate 

Total 

 

3.92 0.670 Moderate 

 

 From table 10, the overall results of provision of palliative care, divided by 

grouping of items, are moderate level (x ̅ = 3.92, S.D. =0.670). The highest mean score 

of the provision of care is in “Humanistic-altruistic system of value” (x ̅ = 4.23, S.D. = 

0.687). The lowest mean score of the provision of care is in “Transpersonal teaching-

learning” (x̅ = 3.28, S.D. = 1.420). 
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The results of the perception of palliative care could be separated to each item 

as shown in the table below. 

 

Table 11: The mean, standard deviation and level of the provision of palliative care, 

divided by items. (n=227) 

 

Questions 

 

Mean S.D. Level 

1. You cooperate with family to prepare 

patient’s physical, psychological and 

spiritual conditions before the patient is 

transferred to die at home as he/she 

desired. 

 

3.28 1.420 Moderate 

2. You clean up and neat environment of 

patient’s room. 

 

3.93 1.113 Moderate 

3. You always give patients comfort care. 

 

4.42 0.785 High 

4. You let patient do some expected 

successful activities or task. 

 

4.01 0.950 High 

5. You give patient complement when 

he/she try to do some activities by 

himself/herself. 

 

4.29 0.859 High 

6. You advice family to always come visit 

patient. 

 

4.09 0.939 High 

7. You afford family to participate in 

caring the patient. 

 

4.24 0.849 High 

8. You give family a chance to express 

their anxiety or fear. 

3.96 1.096 Moderate 

9. You give patient a chance to join 

spiritual or religious activities according 

to his/her belief. 

 

4.11 0.916 High 

10. You introduce yourself before giving 

care to the patient. 

 

3.70 1.069 Moderate 

11. You stay with the patient when he/she 

is dying.  

 

4.07 1.018 High 

12. You promote patient to explore the 

value of past successful or impressive 

experiences of patient’s life. 

3.44 1.241 Moderate 
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Questions 

 

Mean S.D. Level 

 

13. You define patient’s good points and 

his/her environment. 

 

3.61 1.081 Moderate 

14. You provide patient the conversation 

about the aims of life and the life after 

death. 

 

2.80 1.350 Moderate 

15. You inform patients before giving care 

all the time. 

 

4.23 0.879 High 

16. You do not quicken doing caring 

activities for the patient. 

 

3.70 1.218 Moderate 

17. When the patient speaks, you listen to 

him/her carefully. 

 

4.35 0.727 High 

18. You behave to the patient with 

friendly manner. 

 

4.46 0.724 High 

19. You listen or talk about patient’s belief 

even it contrast to your belief. 

 

4.14 0.866 High 

20. You provide caring to the patient by 

conversation and touching. 

 

4.28 0.809 High 

21. You give patients the promise in what 

you can actually do. 

 

3.63 1.126 Moderate 

22. You stay calm with the patient even 

he/she undesirably behaves. 

3.98 0.924 Moderate 

23. You give patient a chance to express 

his/her feelings both positive and negative 

way. 

 

4.04 0.926 High 

24. You do not blame patient if he/she 

express their feeling of guilty in his/her 

past. 

 

3.92 1.120 Moderate 

25.  You advice patient to forgive 

himself/herself to the mistakes in the past. 

 

3.38 1.335 Moderate 

26. You help patient to understand his/her 

own feelings by reflecting patient’s 

feelings. 

3.25 1.245 Moderate 
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Questions 

 

Mean S.D. Level 

 

27. You provide caring with confidence. 

 

4.34 0.756 High 

28. You closely observe patient’s 

abnormal physical conditions. 

 

4.30 0.814 High 

29. You can observe patient’s grief and 

anxiety by face and eyes expression. 

 

4.15 0.871 High 

30. You provide flexible caring schedule 

when patient needs. 

 

3.72 1.129 Moderate 

31. You consult the specialist to manage 

with patient’s complication. 

 

3.53 1.168 Moderate 

32. You provide caring gently. 

 

4.48 0.693 High 

33. You let patient express his/her feeling 

about the treatment. 

 

4.17 0.913 High 

34. You stay with the patient when he/she 

is suffering with agony. 

 

4.05 0.930 High 

35. You provide caring without 

disgusting. 

 

4.38 0.953 High 

36. You help patient to succeed in his/her 

important things when patient alive. 

 

3.79 1.193 Moderate 

37. You help patient to participate to other 

patients who have the same problems. 

3.24 1.329 Moderate 

38. You provide patient occasion to do 

whatever patient pleases. 

 

3.96 0.911 Moderate 

39. You are interested to find the thing 

that is belief or hope of the patient. 

 

3.58 1.096 Moderate 

40. You provide patient’s rightfulness to 

the choice of treatment regarding to 

patient’s belief. 

 

3.97 1.115 Moderate 

41. You observe patient’s feelings while 

providing caring. 

 

4.14 0.819 High 
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Questions 

 

Mean S.D. Level 

42. You establish good relationship and 

feelings between patient and 

multidisciplinary care team. 

 

4.10 0.889 High 

43. You immediately respond to patient’s 

needs. 

 

4.05 0.840 High 

44. You always give patient possible 

hopefulness.  

 

3.59 1.177 Moderate 

45. You directly talk with the patient 

about his/her feelings.  

 

3.64 1.164 Moderate 

 

 From table 11, the highest mean score of the provision of palliative care is in 

“You provide caring gently” (x ̅ =4.48, S.D. = 0.693). The lowest mean score of the 

provision of care is in “You provide patient the conversation about the aims of life and 

the life after death.” (x̅ =2.80, S.D. =1.350). 

 

To answer the research question and to investigate hypothesis of the study, the 

Mann-Whitney test and the Kruskal-Wallis test are used to assess the difference of the 

median score of the test in each variable. The results of the test are in the table 12-13 

 

Table 12: The result of the difference of the median score of the variable and the 

provision of palliative care test. Used the Mann-Whitney test. (p > 0.05) 

 

Sample Characteristic N Mean 

Rank 

Test 

value 

P value 

Gender     

      Male 8 97.50 744.00 0.469 

      Female 219 14.60   

     

 

From table 12, The result of the difference of the median score of provision of 

palliative care in male and female, test value is 744.00, P value is 0.469 (p > 0.05) 

which means the median score of provision of palliative care  in male and female is not 

significantly different at  is 0.05 (p > 0.05). 
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Table 13: The result of the difference of the median score of the variable and the 

palliative care knowledge test. Used the Kruskal-Wallis test test. (p < 0.05) 

 

Sample Characteristic N Mean 

Rank 
𝜒2 

 

df P value 

Age      

     18-24 yrs. 44 114.43 1.338 4 0.855 

     25-35 yrs. 113 115.30    

     36-45 yrs. 45 114.40    

     46-55 yrs. 22 101.86    

     56-60 yrs. 3 141.83    

Position of work      

     Doctor 6 133.75 12.462 5 0.029 

     Nurse 120 120.79    

     Practical nurse 88 110.18    

     Nurse assistant 1 193.00    

     Pharmacist 5 63.70    

     Physical therapist 7 53.43    

Religion      

     Buddhist 199 114.42 0.066 1 0.797 

     Christian 28 111.02    

     Muslim - -    

     Others - -    

Work experience      

     < 5 yrs. 87 118.89 2.375 5 0.795 

     5-10 yrs. 55 109.35    

     11-15 yrs. 32 122.70    

     16-20 yrs. 25 101.64    

     21-25 yrs. 18 108.19    

     >25 yrs. 10 110.55    

Palliative care education      

     Never 73 93.90 15.389 3 0.002 

     < 1 yr. 44 132.05    

     1-5 yrs. 70 110.34    

     > 5 yrs. 40 137.24    

Palliative care experience      

     Never 26 90.83 3.852 3 0.278 

     < 1 yr. 43 120.40    

     1-5 yrs. 71 117.34    

     > 5 yrs. 

 

86 113.74    

 

From table 13, The result of the difference of the median score of provision of 

palliative care in the participants with different position of work has Chi-square value 

of 12.462, df is 5 and p value is 0.029 (p < 0.05) and the participants with different 

palliative care education has Chi-square value of 15.389, df is 3 and p value is 0.002 (p 

< 0.05). It could be examine that there are significant differences of the median score 
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of provision of palliative care test in the participants with different position of work and 

different palliative care education at  is 0.05 (p < 0.05). 
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Chapter 5 

Discussion and Conclusion 

 

 This chapter will focus on the result interpretation, the discussion of the 

consequences, limitation of the study and recommendation for further study. 

 

5.1. Palliative care knowledge 

 

 Although in this study, most participants have never had palliative care 

education (n=73, 32.2%) or have palliative care education less than 5 years (n=70, 

30.8%), they had good knowledge (x̅ = 18.97, S.D. =2.11). The lowest score of 

knowledge test was 8 and the highest score was 23. Most participants knew about the 

principle of palliative care and symptom management but had answered incorrectly 

about palliative care in patients with heart disease (n=111, 49.1%). From these results, it 

can be discussed that healthcare providers have knowledge about the broad principle of 

palliative care and symptom management but have lack of knowledge in palliative care 

for patients with non-cancer, life-limiting and chronic illness. It is because some disease 

such as congestive heart failure and chronic obstructive pulmonary disease are long 

term limitation with intermediate serious episodes. The condition of the illness does not 

predictable. Patients might die in a short period of time or would be better if patients 

have some medical investigations or interventions. The symptom management in these 

disease is also different from cancer. Healthcare providers might not determine exactly 

to provide curative or palliative care. This is conform from the study of Ziehm.et.al 

(2016)[95] about palliative care for patients with heart failure. The author have found 

that healthcare providers have lack of knowledge about content and measure about 

palliative care, poor communication, unclear responsibilities of role and difficulty about 

initiate palliative care for patients with heart failure.  

 

 For the factors of healthcare providers’ demography that influences the level of 

palliative care knowledge, It could be examined that there are significant differences of 

the median score of palliative care knowledge test in the participants with different age 

(x2 =10.006, df = 4, p= 0.04) and different position of work (x2 =19.680, df = 5 and p 

=0.001) at  is 0.05 (p < 0.05). From these results, it could be discussed that position 
of work and age have influenced palliative knowledge. For the position of work, doctors 

and nurses play the main role in palliative care. Doctors provide medical treatments, 

discuss with patients and families about prognosis and explore the goal of care. Nurses 

have the closest relationship with patients and families because nurses provide nursing 

care and be with patients and families most of time. Doctors and nurses have been 

trained about symptom management and the principle of palliative care in their medical 

and nursing education, therefor they can apply to patients who need palliative care in 

patients. Pharmacists and physical therapists are the multidisciplinary care team who 
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can also provide palliative care for the patients. Pharmacists manage the drug 

administration and physical therapists provide the physical therapy to relieve pain and 

other distress symptom. However there are some probable gap in palliative care 

knowledge of the healthcare providers. Fadare et.al.(2014)[96] defined that different 

healthcare providers defined the principle of palliative care differently. Pharmacist 

more likely defined palliative care as pain management than doctor and nurse. Doctor 

defined incorrectly that palliative care is about geriatric medicine. Nurse more likely 

defined palliative care is about prolonged life. Thus each healthcare provider have 

palliative care knowledge differently accordingly to their roles.  

 

 For the age of healthcare providers, it could be discussed that when people get 

older, they would get more intelligence. Knowledge could grow when experience 

increases. It is tacit knowledge that people can improve when they have more 

experience or training in skill. Healthcare providers have to care various patients who 

have various needs. They have to learn about how to care their patients for the best 

clinical outcomes. Symptoms management is one of the thing that healthcare providers 

should know and be trained to provide for all patients, not only for who need palliative 

care. Moreover, when people get older, they have more different points of view, caring 

patients who have chronic incurable diseases may complicate. Some medical treatments 

do not gain benefit and make patients suffering, Therefor healthcare providers should 

learn about palliative care that help patients more comfort and improve outcomes of 

caring. It conforms from the study of Poka(2009)[97]. The author found that the 

perception of cultural congruent end-of-life care were different between age and nurses 

who were older had more perception in cultural congruent end-of-life than the younger 

nurse. 

 

 

5.2. Perception of palliative care 

 

 From the results of the study, healthcare providers’ perception in palliative care 

is in moderate level (x ̅ = 3.69, S.D. = 0.324). In their perception, the aspects that had 

the most effect to palliative care were ethic and legal issues (x̅ = 4.18, S.D. = 0.648) and 

organization and policy (x̅ = 4.17, S.D. = 0.584). If we consider in subscale sequences, 

healthcare providers mainly agreed that palliative care should be provided by 

multidisciplinary care team (x ̅ = 4.35, S.D. =0.622) and there are policies or guidelines 

to assist delivery of palliative care in their workplace (x ̅ =4.24, S.D. =0.728). The least 

agreeing of palliative care in healthcare providers is that palliative care is against the 

value of medical treatments (x ̅ = 2.58, S.D. = 0.886) and knowledge and training (x ̅ 

=3.35, S.D. = 0.361). For these consequences, we can discuss that organization and its 

policies have the major influence for healthcare providers. Organization would provide 

policies to improve clinical outcome and gain more clients’ satisfaction which responds 

accordingly to national health policies or quality assurance institute. Organization 

would provide supportive facilities or systems that assist multidisciplinary care team to 

care for patients. For the best quality outcomes, multidisciplinary care team should 
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work together because palliative care is the holistic care. Patients and families should 

need support in physical, psychological and spiritual care. Only doctor or nurse does 

not complete successfully care. It needs help for other supportive system to achieve 

goal of care.  

 

 For the least perception of palliative care, healthcare providers perceive that 

palliative care is against the value of medical treatments which conform accordingly to 

the perception that ethic and legal issues influence the provision of care. It can be 

discussed that healthcare provider have learnt to cure or care patients for the best 

clinical outcomes which have aims for patients to be healthy or cure from the illness 

but the principle of palliative care is not for to cure  but to relieve pain or suffering. 

Insufficient palliative care knowledge and training affect healthcare providers 

misunderstanding the concept, being worried and do not confident to provide 

appropriate care for patients. Patients with chronic incurable diseases receive 

aggressive medical treatments instead of palliative care because healthcare providers’ 

duty is saving live. If healthcare providers do not provide aggressive care, it will be 

against the principle of medical terms, ethical or legal issues. Patients and families may 

perceive that healthcare provider abandoned them and induce sue later. Thus adequate 

palliative care knowledge and training is essential to avoid these problems. 

 

5.3. Perception of decision making 

 

 From this study, perception of decision making in healthcare providers is in high 

level (x̅ = 4.16, S.D. =0.462). The participants mainly agreed that palliative care should 

have jointly established between patients and family and healthcare team (x̅ = 4.37, 

S.D. = 0.583).  They had the lowest agreeing in “Palliative care should be the one caring 

option to provide for patient who has frequent times of cardiac arrest” (x ̅ =3.64, S.D. = 

0.893). For these consequences, we can discuss that palliative care is the dynamic 

participation between patients and families and multidisciplinary care team. To explore 

and success the goal of care, the cooperation between patients and families and 

healthcare team should be established especially for the patients with chronic incurable 

diseases and have occasional serious exacerbation condition as congestive heart failure. 

Patients with these conditions need palliative care in the same level of patients with 

cancer but it is difficult for healthcare providers for coping with because it is 

complicated to predict the prognosis or plan for medical treatments. Patients and 

families might want to express their worry or fears but the study of Willkinson 

(1991)[98] and Farrell (1992)[99] found that many healthcare providers have difficulties 

in communication. The appropriate communication is important to less the conflict 

between patients or families and healthcare team. It also relieve emotional tension about 

fears or dying. It should be occurred frequently especially when the condition change 

significantly or prone to deteriorate.  
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5.4. Provision of care 

 

 From the study, the behavior of healthcare providers to the provision of 

palliative care is in high level (x̅ = 3.92, S.D. =0.670). The highest mean score of the 

provision of care according to Watson’s carative factors is in “Humanistic-altruistic 

system of value” (x ̅ = 4.23, S.D. = 0.687) and the lowest mean score of the provision 

of care is in “Transpersonal teaching-learning” (x̅ = 3.28, S.D. = 1.420). If it is 

considered in subscale sequences, the behavior that healthcare providers mainly 

performed is providing care gently (x̅ =4.48, S.D. = 0.693) but less performed in 

providing conversation about the aims of life and the life after death with patient (x̅ 

=2.80, S.D. =1.350). 

 

 Jean Watson (2007)[100] had developed The Theory of Caring which emphasizes 

on the relationship between caring giver and receiver that always represent as 

healthcare providers and patients or families. In this theory describes that both caring 

giver and receiver could feel the power of caring from each other that includes physical, 

psychological and spiritual aspects. The Theory of caring contains ten carative factors. 

From the result of the study, healthcare providers reached the highest mean score in 

formation humanistic-altruistic system of value. It includes kindness, empathy, concern 
and love for self and others. It is the basic value of human caring and provide the best 

performance of care. Provide caring gently is in this factor as well. This factor is the 

most common that all healthcare providers should have and care for one another as 

human being. 

 

 Healthcare providers in this study reached the lowest mean score in Watson’s 

theory of caring “Transpersonal teaching-learning”. For this carative factor, its meaning 

is that learning is not only getting some information but we have to learn something 

from the others. It also involves the relationship between caring giver and receiver as a 

teacher for each other. This factor needs readiness and timeliness to achieve the 

transpersonal teaching-learning but sometimes healthcare providers cannot spend 

adequate times for patients and family because their workload. It also need 

communication skill to getting information but in some sensitivity topic as death is 

difficult conversation. As the lowest mean score of the sequence items is healthcare 

providers provide patient the conversation about the aims of life and the life after death. 

In Thailand, according to the culture, death is very sensitive although it is natural event 

of life. Healthcare providers who have been trained for curing the illness feel 

uncomfortable to talk about death with patients or family that is against their 

expectation and hope.   

 

For the factors of healthcare providers’ demography that influences the level of 

provision of palliative care, It could be examined that there are significant differences 

of the median score of provision of palliative care test in the participants with different 

position of work (x2=12.462, df =5 and p = 0.029) and different palliative care 

education (x2=15.389, df =3 and p =0.002) (p < 0.05). It can be discussed that work has 

influence provision of palliative care.  Healthcare providers who have different position 
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of works provide palliative care differently. Nurses spend more time caring for patients 

and families than other healthcare team member and theory of caring is the basic value 

of nursing practice which should be applied to all patients including palliative care 

patients.  

 

 

5.5. Limitation of the study 

 

 This study has aim to explore knowledge, perception and provision of palliative 

care of healthcare providers with different position of work. Some parts of the 

questionnaires adapted from the palliative care test for some kinds of work as nurses 

and physical therapist. Thus the researcher had to adjust the contents of the 

questionnaire to usable for all healthcare provider.   

 

5.6. Recommendation for further study 

 

In this study, there were some interesting notices. For the perception of 

palliative care in healthcare providers, organization and policies were the most 

influence for the provision of care to patients and families. Policies has purposes to 

specify the direction of provision of care. It is important to interpret the policies into 

plan, monitoring and evaluation of care and distribute the policies to all healthcare 

providers. One of the most important policies that organization should establish is the 

policies about human resource management. It includes the human development of 

knowledge and skill in palliative care and respect for human dignity that would gain 

more ethical and moral awareness and avoid conflict about misunderstanding of 

medical treatments between patients and families and healthcare providers. 

 

 There were other interesting remarks, for the knowledge of healthcare providers 

in palliative care in patients with non-cancer, life- limiting and chronic disease 

especially patients with heart disease, chronic obstructive pulmonary disease or 

cerebrovascular disease, in this study it was found that healthcare providers have 

limited palliative care knowledge for them. It is because these diseases are difficult to 

predict of the prognosis. It is important for healthcare providers to increase their 

education both in curative and palliative knowledge and practice more communication 

skills to inform patients and families about benefits, risks and burdens of disease and 

treatments. It is to avoid of conflicts between patients and families and healthcare 

providers and decrease the useless of treatments sources. Moreover, healthcare 

providers should practice communication skills to explore patients and families’ needs. 

It is important for decision making and establish the proper planning to reach patients 

and families’ goal of care and their best quality of life. 

 

 For the healthcare providers, in this study, it is interesting that nurses have lower 

mean rank values of palliative knowledge test than other healthcare providers despite 

nurses have the closest relationship with patients and families. This result should be 

apply for palliative care education and training program to improve their knowledge 
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and skills so that nurses can encourage other healthcare providers to provide efficient 

caring for the best quality palliative care outcomes.  

 

 Some groups of participants in this study were small. Qualitative study is 

suggested to be an alternative study for exploring the actual attitudes and perceptions 

in palliative care. The results of the study could apply for development for palliative 

care program.  

 

 

 This study should be applied for other kinds of healthcare institutes as public 

hospital or medical institution to assess knowledge, perception and provision of 

palliative care.  

 

5.7. Conclusion 

 

 Healthcare providers in private hospital have palliative care knowledge, 

perception and provision of palliative care in moderate or high level. However, they 

have lack of palliative care knowledge for patients with non-cancer, life-limiting and 

chronic disease because these patients have intermediated serious exacerbation or 

difficulty in prognosis. Palliative care knowledge and training especially 

communication skill is important for healthcare providers to cope with the patients and 

families. It is to explore needs and plan for goal of care and provide the best quality of 

palliative care for them.  
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Appendix A- Questionnaires (English) 

Questionnaires for surveying of healthcare providers’ knowledge and perception 

in the provision of palliative care with non-cancer, life-limiting, chronic disease in 

the private hospital in Bangkok. 

Part 1   Sample characteristics 

Please write “” in the form that is mostly same of your characteristics. 

1. Gender:  Male   Female 

2. Age:  18-24 yrs.    25-35 yrs.  36- 45 yrs.  46- 55 yrs.  56-60 

yrs. 

3. Position of work: 

 Doctor 

 Registered nurse 

 Practical nurse 

 Nurse assistants 

 Pharmacologist 

 Physical therapist 

4. Religion:   Buddhist  Christian  Muslim  Others:…………… 

5. Working experience:  

 Less than 5 years   

 5-10 years  

 11-15 years     

 16-20 years  

 21-25 years 

 More than  25 years 

6. Palliative care education: 

 Never 

  Less than 1 year 

 1-5 years 

 More than 5 years 

7. Palliative care experiences: 

 Never 

 Less than 1 year  
 1-5 years 

 More than 5 years 
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Part  2 the Questionnaire about palliative care knowledge  
  
Please  select “true” if the following statement is true and “False” if the following 

statement is false and write  “” in the blank space. 

 

No. Question True False Researcher 

1 Palliative care provides relief from pain and 

other distressing symptoms. 

 

   

2 Palliative care considers life and regards dying 

as a complicated natural process. 

 

   

3 Palliative care intends to hasten or postpone 

death. 

 

   

4 Palliative care integrates the physical, 

psychological, social and spiritual aspects of 

patient care. 

 

   

5 Palliative care offers a support system to help 

patients die as early as possible. 

 

   

6 Palliative care offers a support system to help 

family cope during the patient’s illness. 

 

   

7 Palliative care help family members to adjust of 

the grief in their own bereavement. 

 

   

8 Healthcare providers in palliative care team will 

assess and provide counseling to patient and 

family individually. 

 

   

9 Palliative care will not enhance quality of life. 

 

   

10 Palliative care does not influence the course of 

illness. 

 

   

11 Palliative care is applicable early in the course of 

illness 

 

   

12 Palliative care should combine with other 

therapies that are intended to relief pain and 

suffering, such as chemotherapy or radiation 

therapy, and patient needed to understand and 

manage distressing clinical complications. 
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No. Question True False Researcher 

13 Palliative care should be only provided for 

patients who have no curative treatment 

available. 

 

   

14 Long-timed use of Morphine in palliative care 

often induces addiction. 

 

   

15 Use of morphine does not influence survival 

time. 

   

16 There is no route except central venous or skin 

patch for patient unable to maintain a peripheral 

intravenous route. 

 

   

17 The typical illness trajectories can aid healthcare 

providers to discuss with patients and their 

families about the prognosis and to plan the 

proper provision of care. 

 

   

18 Patients with chronic obstructive pulmonary 

disease (COPD) need less palliative care than 

patients with lung cancer need. 

 

   

19 The end-of-life discussion in patients with 

terminal state of heart failure may be a source of 

fear and anxiety for either patients or families. 

 

   

20 The provision of fiber diet and adequate fluid 

intake and appropriate activities such as exercise 

would relief constipation. 

 

   

21 Alternative therapies such as musical therapy, 

meditation, pet therapy, health promotion 

program and changing patient’s room 

environment cannot relief psychological 

problem as well as medication.  

 

   

22 Patient has right to indicate advance directive or 

living will to inform healthcare provider to 

provide medical treatments as patient’s desires 

when end-of-life time comes. 

   

23 In Thailand, Euthanasia is illegal. 
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Part 3 the questionnaire about perception of palliative care  about healthcare providers’ 

role and barriers in palliative care.  

 
Please  select “true” if the following statement is true and “False” if the following 

statement is false and write  “” in the blank space. 

 
No. Question Level of opinion 

R
e
se

a
r

c
h

e
r
 

strongly 

agree 

agree neutra

l 

disagree strongly 

disagree 

1 Palliative care is as 

important as curative care 

in patients with non-

cancer, life-limiting and 

chronic illness. 

      

2 I have had experiences of 

providing palliative care to 

dying patients and 

families. 

      

3 I feel a sense of personal 

failure when patient dies. 

      

4 There is support for 

palliative care for non-

cancer, life-limiting and 

chronic illness patient in 

society. 

      

5 The healthcare staffs 

support palliative care for 

patients with non-cancer, 

life-limiting and chronic 

illness in my workplace. 

      

6 The environment of my 

workplace is ideal for 

providing palliative care to 

the patient and family. 

      

7 My workplace is 

adequately staffed for 

providing the needs of 

non-cancer, life-limiting 

and chronic illness patients 

requiring palliative care 

and their families. 

      

8 In my workplace, 

families/relatives are 

involved in decisions 

about their patients. 
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No. Question Level of opinion 

R
e
se

a
r

c
h

e
r
 

strongly 

agree 

agree neutra

l 

disagree strongly 

disagree 

9 My previous experiences 

of providing palliative care 

to dying patients have 

been rewarding. 

      

10 When patients are dying in 

my workplace, providing 

pain relief is a priority for 

me. 

      

11 I am often exposed to 

death in my workplace 

environment. 

      

12 Palliative care is necessary 

in healthcare education. 

 

      

13 When a patient dies in my 

workplace, I have 

sufficient time to spend 

with the family. 

      

14 There are policies or 

guidelines to assist in the 

delivery of palliative care 

in my workplace. 

      

15 In my workplace, when a 

diagnosis with a likely 

poor outcome is made, 

patients/ relatives are 

informed of palliative care 

options. 

      

16 In my workplace, the team 

expresses its options, 

values and beliefs about 

providing palliative care to 

patients. 

      

17 Caring for dying patient is 

traumatic for me. 

      

18 I have received education 

that assists me to support 

and communicates with 

patients/relatives of dying 

patients. 
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No. Question Level of opinion 

R
e
se

a
r

c
h

e
r
 

strongly 

agree 

agree neutra

l 

disagree strongly 

disagree 

19 All members of the 

healthcare team in my 

workplace agree with and 

support palliative care 

when it is implemented for 

dying patient. 

      

20 In my workplace, the 

staffs go beyond what they 

feel comfortable with in 

using technological life 

support. 

      

21 In my workplace, staffs are 

asked by patients/relatives   

to continue life-extending 

care beyond what they feel 

is right. 

      

22 My personal attitudes 

about death affect my 

willingness to deliver 

palliative care. 

      

23 Palliative care is against 

the value of medical 

treatments.  

      

24 When a patient dies in my 

workplace, counseling is 

available if I need it. 

      

25 There is a belief in society 

that patients should not 

die, under any 

circumstances. 

      

26 Curative care is more 

important than palliative 

care in the healthcare 

environment. 

      

27 Palliative care should be 

provided by 

multidisciplinary care 

team. 

      

28 As a member of healthcare 

team, I know my exact 

role in support of palliative 

care. 
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No. Question Level of opinion 

R
e
se

a
r

c
h

e
r
 

strongly 

agree 

agree neutra

l 

disagree strongly 

disagree 

29 Patients/relatives who 

have financial problems 

should be offered 

palliative care as an 

option. 

      

30 I have concerned about 

ethical dilemma and 

ethical issues to provide 

palliative care to my 

patient and family. 

      

 

 
Part 4 the questionnaire about perception of decision making of palliative care. 

 
Please  select “true” if the following statement is true and “False” if the following 

statement is false and write  “” in the blank space. 

 
No. Question Level of opinion 

R
e
se

a

r
c
h

e
r 

strongly 

agree 

agree neutral disagree strongly 

disagree 

1 The goal of palliative care 

decision making is to meet 

patient’s wishes and needs by 

choosing appropriate treatments. 

      

2 If my patient is unable to 

expresses his/her needs 

according to illness condition, I 

will accept   relatives to make 

decision for patient’s treatments 

instead.  

      

3 I have respected for patient’s 

beliefs, values and life plans 

although those are different from 

mine. 

      

4 Gentle truth-telling and 

exchange of accurate 

information about illness status, 

options, plan care and future 

expectation is essential for 

decision making. 

      

5 If patient and family have to deal 

with financial affair, they still 

have full capacity to make their 

own decision of caring. 
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No. Question Level of opinion 

R
e
se

a

r
c
h

e
r 

strongly 

agree 

agree neutral disagree strongly 

disagree 

6 Palliative care should be the one 

caring option to provide for 

patient who has frequent times 

of cardiac arrest. 

      

7 When patient is diagnosed 

incurable disease, he/she should 

be informed  the choices of 

either life-prolongation or non-

life prolongation care. 

      

8 Palliative care is necessary in 

either life prolongation or non-

life prolongation goal of cares. 

      

9 Renegotiation of goal of care 

should occur if the patient’s 

condition changes significantly. 

      

10 Goal of care should be 

established jointly by patient and 

family together with healthcare 

team. 

      

 

Part 5  The questionnaire about the provision of palliative care 

 

Please write “” in the blank space of the following statements that correspond to your 

agreement of the palliative care. 

Choose: “Never” if the following item you have never done it. 

“Seldom” if the following item   you have done less than 2 times per week 

“Often” if the following item   you have done 2-4 times per week 

“Usually” if the following item   you have done 5-7 times per week 

“Always” if the following item   you have done more than 7 times per week. 

No. Question Level of opinion 

R
e
se

a
r

c
h

e
r
 

Always Usually Often Seldom Never 

1 You cooperate with family 

to prepare patient’s 

physical, psychological 

and spiritual conditions 

before the patient is 
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No. Question Level of opinion 

R
e
se

a
r

c
h

e
r
 

Always Usually Often Seldom Never 

transferred to die at home 

as he/she desired. 

2 You clean up and neat 

environment of patient’s 

room. 

      

3 You always give patients 

comfort care. 

      

4 You let patient do some 

expected successful 

activities or task. 

      

5 You give patient 

complement when he/she 

try to do some activities by 

himself/herself. 

      

6 You advice family to 

always come visit patient. 

      

7 You afford family to 

participate in caring the 

patient. 

 

      

8 You give family a chance 

to express their anxiety or 

fear. 

      

9 You give patient a chance 

to join spiritual or 

religious activities 

according to his/her belief. 

 

      

10 You introduce yourself 

before giving care to the 

patient. 

      

11 You stay with the patient 

when he/she is dying. 

      

12 You promote patient to 

explore the value of past 

successful or impressive 
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No. Question Level of opinion 

R
e
se

a
r

c
h

e
r
 

Always Usually Often Seldom Never 

experiences of patient’s 

life. 

13 You define patient’s good 

points and his/her 

environment. 

      

14 You provide patient the 

conversation about the 

aims of life and the life 

after death. 

 

      

15 You inform patients before 

giving care all the time. 

      

16 You do not quicken doing 

caring activities for the 

patient. 

      

17 When the patient speaks, 

you listen to him/her 

carefully. 

      

18 You behave to the patient 

with friendly manner. 

      

19 You listen or talk about 

patient’s belief even it 

contrast to your belief. 

 

      

20 You provide caring to the 

patient by conversation 

and touching. 

 

      

21 You give patients the 

promise in what you can 

actually do. 

      

22 You stay calm with the 

patient even he/she 

undesirably behaves. 

      

23 You give patient a chance 

to express his/her feelings 

both positive and negative 

way. 

      



 

 

18 

No. Question Level of opinion 

R
e
se

a
r

c
h

e
r
 

Always Usually Often Seldom Never 

24 You do not blame patient 

if he/she express their 

feeling of guilty in his/her 

past. 

      

25 You advice patient to 

forgive himself/herself to 

the mistakes in the past. 

      

26 You help patient to 

understand his/her own 

feelings by reflecting 

patient’s feelings. 

 

      

27 You provide caring with 

confidence. 

      

28 You closely observe 

patient’s abnormal 

physical conditions. 

 

      

29 You can observe patient’s 

grief and anxiety by face 

and eyes expression. 

      

30 You provide flexible 

caring schedule when 

patient needs. 

      

31 You consult the specialist 

to manage with patient’s 

complication. 

      

32 You provide caring gently.       

33 You let patient express 

his/her feeling about the 

treatment. 

 

      

34 You stay with the patient 

when he/she is suffering 

with agony. 

      

35 You provide caring 

without disgusting. 

      



 

 

19 

No. Question Level of opinion 

R
e
se

a
r

c
h

e
r
 

Always Usually Often Seldom Never 

36 You help patient to 

succeed in his/her 

important things when 

patient alive. 

      

37 You help patient to 

participate to other 

patients who have the 

same problems. 

      

38 You provide patient 

occasion to do whatever 

patient pleases. 

 

      

39 You are interested to find 

the thing that is belief or 

hope of the patient. 

      

40 You provide patient’s 

rightfulness to the choice 

of treatment regarding to 

patient’s belief. 

      

41 You observe patient’s 

feelings while providing 

caring. 

      

42 You establish good 

relationship and feelings 

between patient and 

multidisciplinary care 

team. 

      

43 You immediately respond 

to patient’s needs. 

      

44 You always give patient 

possible hopefulness.  

 

      

45 You directly talk with the 

patient about his/her 

feelings.  
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Appendix B - Questionnaires (Thai) 

 

แบบสอบถาม 
เร่ือง 

“ความรู้และการรับรู้ของบุคลากรทางการแพทย์เกีย่วกบัการดูแลแบบประคบัประคองในผู้ป่วยโรคเร้ือรังทีไ่ม่ใช่
มะเร็งและมรีะยะเวลาของการมชีีวิตจ ากดัในโรงพยาบาลเอกชนในกรุงเทพฯ” 

เรียน ผู้ตอบแบบสอบถาม 

 แบบสอบถามฉบบัน้ีเป็นส่วนหน่ึงของการท าวิทยานิพนธ ์ ขอ้มูลท่ีไดจ้ากท่านจะเป็นประโยชน์อยา่งยิง่ต่อการ
ท าวิจยั ซ่ึงผลจากการท าวิจยัน้ีจะเป็นประโยชน์อยา่งยิง่ต่อการพฒันาการจดัระบบการดูแลผูป่้วยแบบประคบัประคอง  
ค าช้ีแจงต่อการท าแบบสอบถามมดีังนี้ 

1. แบบสอบถามน้ีประกอบดว้ย 5 ตอน คือ 

1.1 ตอนที่ 1 แบบสอบถามขอ้มูลส่วนบุคคล  

1.2 ตอนที ่2 แบบสอบถามบุคลากรดา้นสุขภาพเก่ียวกบัความรู้ในการดูแลผูป่้วยแบบประคบัประคอง  
จ านวน 23 ขอ้  
1.3 ตอนที ่3 แบบสอบถามบุคลากรดา้นสุขภาพเก่ียวกบัการรับรู้ในดา้นบทบาท ส่ิงอ านวยความสะดวก และ
อุปสรรคของการดูแลผูป่้วยแบบประคบัประคอง   จ านวน 30 ขอ้  
1.4 ตอนที ่4 แบบสอบถามบุคลากรดา้นสุขภาพเก่ียวกบัการรับรู้ในดา้นการตดัสินใจในการแนะน าผูป่้วยและ
ญาติในการดูแลผูป่้วยแบบประคบัประคอง    จ านวน 10 ขอ้  
1.5 ตอนที ่5 แบบสอบถามบุคลากรดา้นสุขภาพเก่ียวกบัการใหก้ารดูแลผูป่้วยแบบประคบัประคอง    จ านวน 

45 ขอ้  
2. ผูว้ิจยัขอรับรองว่า จะเก็บรักษาขอ้มูลไวเ้ป็นความลบั ผลการวิจยัจะน าเสนอในลกัษณะภาพรวมเพื่อประโยชน์เชิง

วิชาการเท่านั้น  จะไม่ก่อใหเ้กิดผลเสียต่อท่านหรือหน่วยงานของท่านแต่อยา่งใด 

3. แบบสอบถามน้ี ผูต้อบคือ แพทย ์พยาบาลวิชาชีพ พยาบาลผูช่้วย ผูช่้วยพยาบาล เภสัชกร และนกักายภาพบ าบดั ท่ีมี

อายรุะหว่าง 18-60 ปี กรุณาอ่านค าช้ีแจงก่อนตอบค าถามและกรุณาตอบทุกขอ้ค าถาม เพ่ือใหไ้ดค้  าตอบท่ี

สมบูรณ์ อนัจะเป็นประโยชน์อยา่งยิง่ส าหรับการวิเคราะห์ไดจ้ริง ผูวิ้จยัขอความกรุณาส่งแบบสอบถามกลบัท่ีฝ่าย
การพยาบาล ภายใน 1 สัปดาห์ หลงัจากท่านไดรั้บแบบสอบถามเรียบร้อยแลว้ 

ดิฉนัหวงัเป็นอยา่งยิง่ว่าจะไดรั้บความร่วมมือจากท่านเป็นอยา่งดี  และขอขอบพระคุณอยา่งสูงมา ณ โอกาสน้ี 

               ขอแสดงความนบัถือ 

                  น ้ าผึ้ง ปรัชญาคุณ 

              (นางสาวน ้าผึ้ง ปรัชญาคุณ) 

      นิสิตหลกัสูตรสาธารณสุขศาสตร์มหาบณัฑิต  

         วิทยาลยัวิทยาศาสตร์สาธารณสุข จุฬาลงกรณ์มหาวิทยาล ั
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ค าถามส าหรับวจิัยเร่ือง “ความรู้และการรับรู้ของบุคลากรทางการแพทย์เกีย่วกบัการดูแลแบบประคบัประคองในผู้ป่วยโรค
เร้ือรังทีไ่ม่ใช่มะเร็งและมรีะยะเวลาของการมชีีวติจ ากดัในโรงพยาบาลเอกชนในกรุงเทพฯ” 

ตอนที ่1 ข้อมูลทัว่ไปของผู้ตอบแบบสอบถาม 

ค าช้ีแจง  กรุณาท าเคร่ืองหมาย “” ในข้อทีต่รงกบัตวัท่านมากทีสุ่ด 

1. เพศ:  ชาย   หญิง 

2. อาย:ุ   18-24 ปี     25-35 ปี   36- 45 ปี    46- 55 ปี   56-60 ปี 

3.  อาชีพ: 

 แพทย ์

 พยาบาลวิชาชีพ 

 พยาบาลผูช่้วย 

 ผูช่้วยพยาบาล 

 เภสัชกร 

 นกักายภาพบ าบดั 

4. ศาสนา:   พุทธ   คริสต ์  อิสลาม   อ่ืนๆ ระบุ…………… 

5. ประสบการณ์การท างาน:  

 ต ่ากว่า 5 ปี   

 5-10 ปี  

 11-15 ปี     

 16-20 ปี  

 21-25 ปี 
 มากกว่า 25 ปีขึ้นไป 

6. ระยะเวลาของการศึกษาดา้นการดูแลผูป่้วยแบบประคบัประคอง: 

 ไม่เคยไดรั้บการศีกษาดา้นการดูแลผูป่้วยแบบประคบัประคอง 
  นอ้ยกว่า 1 ปี  
 1-5 ปี 
 มากกว่า 5 ปี 

7. ประสบการณ์การดูแลผูป่้วยแบบประคบัประคอง  

 ไม่เคยดูแลผูป่้วยแบบประคบัประคอง 
 นอ้ยกว่า 1 ปี  
 1-5 ปี 
 มากกว่า 5 ปี 
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ตอนที ่2 แบบสอบถามบุคลากรด้านสุขภาพเกีย่วกบัความรู้ในการดูแลผู้ป่วยแบบประคบัประคอง   จ านวน 30 ข้อ  
ค าช้ีแจง  กรุณาเลือก “ถูก” หากท่านคดิว่าข้อค าถามทีก่ าหนดให้ถูกต้อง และเลือก “ผดิ” หากท่านคดิว่าข้อค าถามที่
ก าหนดให้ผดิ และท าเคร่ืองหมาย “” ลงในช่องว่าง 

ล าดับ ข้อค าถาม ถูก ผดิ 

ผ ู้ว
จิัย

 

1 การดูแลแบบประคบัประคองมีจุดประสงคเ์พื่อช่วยบรรเทาความเจ็บปวดและอาการ
ไม่สุขสบายอ่ืนๆ 
 

   

2 การดูแลแบบประคบัประคองถือว่าการตายเป็นกระบวนการทางธรรมชาติท่ียุ่งยาก
ซบัซอ้น 

   

3 การดูแลแบบประคบัประคองมีเจตนาเพ่ือเร่งรัดหรือยื้อการตาย    

4 การดูแลแบบประคบัประคองเป็นการบูรณาการการดูแลทั้งดา้นร่างกาย จิตใจ สังคม 
และจิตวิญญาณ 

   

5 การดูแลแบบประคบัประคองเป็นการดูแลท่ีช่วยใหผู้ป่้วยเสียชีวิตโดยเร็วท่ีสุดเท่าท่ีจะ
เป็นไปได ้

   

6 การดูแลแบบประคบัประคองช่วยใหค้รอบครัวผูป่้วยสามารถเผชิญปัญหากบัความ
เจ็บป่วยของผูป่้วยได ้

   

7 การดูแลแบบประคบัประคองเป็นการดูแลท่ีช่วยใหค้รอบครัวผูป่้วยสามารถปรับตวั
ไดภ้ายหลงัการเสียชีวิตของผูป่้วย 

   

8 บุคลากรในทีมสุขภาพท่ีดูแลผูป่้วยแบบประคบัประคอง จะประเมินและใหค้  าปรึกษา
ผูป่้วยและครอบครัวตามความตอ้งการท่ีจ าเป็นแต่ละราย 

   

9 การดูแลแบบประคบัประคองจะไม่เพ่ิมคุณภาพชีวิตผูป่้วยใหดี้ขึ้น    

10 การดูแลแบบประคบัประคองไม่มีผลต่อการด าเนินโรคของผูป่้วย    

11 สามารถประยกุตก์ารดูแลแบบประคบัประคองไดต้ ั้งแต่ระยะแรกของความเจ็บป่วย    

12 สามารถประยกุตก์ารดูแลแบบประคบัประคองร่วมกบัการรักษาอ่ืนๆเช่นการท าเคมี
บ าบดั การรักษาดว้ยรังสี เป็นตน้ เพื่อจดัการกบัอาการไม่สุขสบายต่างๆ โดย
จ าเป็นตอ้งตอ้งใหผู้ป่้วยเขา้ใจการรักษาและการจดัการเม่ือเกิดภาวะแทรกซอ้น 

   

13 การดูแลแบบประคบัประคองใชใ้นการดูแลผูป่้วยท่ีไม่มีการรักษาท่ีมุ่งการหายจาก
โรคเท่านั้น 

   

14 การใชย้าในกลุ่ม กลุ่มมอร์ฟีน เพื่อการดูแลแบบประคบัประคองมกัจะท าใหผู้ป่้วยเกิด
อาการติดยา 
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ล าดับ ข้อค าถาม ถูก ผดิ 

ผ ู้ว
จิัย

 

15 การใชย้ากลุ่ม มอร์ฟีนไม่มีผลต่ออตัราการรอดชีวิตของผูป่้วย    

16 ในกรณีท่ีไม่สามารถใหย้าทางหลอดเลือดด าส่วนปลายได ้จ าเป็นตอ้งใหย้าทางหลอด
เลือดด าส่วนกลาง /แผน่แปะ 

   

17 ความเขา้ใจต่อการด าเนินโรคของผูป่้วย ช่วยใหบุ้คลากรทางการดูแลสามารถส่ือสาร
ถึงการพยากรณ์โรคและการวางแผนการดูแลท่ีเหมาะสม 

 

   

18 ผูป่้วยท่ีเป็นโรคปอดอุดกั้นเร้ือรัง (Chronic Obstructive Pulmonary 

Disease: COPD) ตอ้งการการดูแลแบบประคบัประคองนอ้ยกว่าผูป่้วย
โรคมะเร็งปอด 

   

19 การประชุมปรึกษาเพื่อการดูแลผูป่้วยโรคหวัใจระยะทา้ยอาจเป็นสาเหตุหน่ึงท่ีท าให้
ผูป่้วยและญาติเกิดความกลวัและความวิตกกงัวล 

   

20 การจดัอาหารท่ีมีกากใยและใหผู้ป่้วยด่ืมน ้ าในปริมาณท่ีเพียงพอ รวมทั้งการเพ่ิม
กิจกรรมบางอยา่งเช่นการออกก าลงักาย สามารถบรรเทาอาการทอ้งผกู 

   

21 การบ าบดัทางเลือกอ่ืนๆเช่นการใชด้นตรีบ าบดั การท าสมาธิ การบ าบดัดว้ยสัตวเ์ล้ียง 
การจดัโปรแกรมการส่งเสริมสุขภาพ และการเปล่ียนส่ิงแวดลอ้มในหอ้งผูป่้วย ไม่
สามารถช่วยบรรเทาปัญหาดา้นจิตใจ เช่นความวิตกกงัวล และภาวะซึมเศร้าของผูป่้วย
ระยะทา้ยไดดี้เท่ากบัการใชย้ารักษา 

   

22 ผูป่้วยมีสิทธิท าหนงัสือแสดงเจตนาไม่ขอรับบริการทางการแพทย ์(Living will) 

เพื่อใหบุ้คลากรทางการแพทยป์ฏิบตัิตามเม่ือระยะสุดทา้ยของชีวิตมาถึง 
   

23 ส าหรับประเทศไทยในปัจจุบนั การท าการุณยฆาตเป็นส่ิงผดิกฏหมาย    

 

 

 

 

 

 

 

 

 

 

 

 



 

 

24 

ตอนที ่3 แบบสอบถามบุคลากรด้านสุขภาพเกีย่วกบัการรับรู้ในด้านบทบาท ส่ิงอ านวยความสะดวก และอุปสรรคของการ
ดูแลผู้ป่วยแบบประคบัประคอง    จ านวน 30 ข้อ  
ค าช้ีแจง  กรุณาท าเคร่ืองหมาย “” ลงในช่องว่างหลงัข้อค าถามที่ตรงกบัความคดิเห็นของท่านตามความเป็นจริงทีสุ่ด
เพยีงข้อเดียว 

ล าดับ ข้อค าถาม ระดับความคดิเห็น 

ผ ู้ว
จิัย

 เห็น
ด้วย
ทีสุ่ด 

เห็น
ด้วย 

ไม่แน่ใจ ไม่
เห็น
ด้วย 

ไม่
เห็น
ด้วย
ทีสุ่ด 

1 การดูแลผูป่้วยแบบประคบัประคองในผูป่้วยท่ีไม่เป็นมะเร็ง
และมีขอ้จ ากดัในการมีชีวิตจากการป่วยเร้ือรังมีความส าคญั
เท่ากบัการดูแลท่ีมุ่งการรักษาใหห้ายจากโรค 

      

2 ฉนัมีประสบการณ์การดูแลผูป่้วยและครอบครัวในช่วงเวลา
ท่ีผูป่้วยก าลงัจะเสียชีวิต 

      

3 ฉนัรู้สึกลม้เหลวเม่ือผูป่้วยท่ีฉนัดูแลเสียชีวิต       

4 ในชุมชนของฉนัมีการสนบัสนุนช่วยเหลือในการดูแลแบบ
ประคบัประคองในผูป่้วยท่ีไม่ใช่มะเร็งและมีการจ ากดัของ
ชีวิตดว้ยโรคเร้ือรัง 

      

5 บุคลากรทีมสุขภาพในท่ีท างานของฉนัมีการช่วยเหลือดูแล
ผูป่้วยแบบประคบัประคองต่อผูป่้วยซ่ึงไม่ไดเ้ป็นมะเร็งท่ีมี
ภาวะจ ากดัของชีวิตและเจ็บป่วยดว้ยโรคเร้ือรัง 

      

6 สภาพแวดลอ้มท่ีฉนัท างานเอ้ืออ านวยต่อการดูแลผูป่้วยและ
ครอบครัวแบบประคบัประคอง 

      

7 หน่วยงานของฉนัมีบุคคลท่ีเพียงพอในการดูแลผูป่้วยและ
ครอบครัวแบบประคบัประคอง 

      

8 ในหน่วยงานของฉนั ครอบครัวและผูใ้กลชิ้ดผูป่้วยมีส่วน
ร่วมในการตดัสินใจในการดูแลผูป่้วย 

      

9 ประสบการณ์การดูแลผูป่้วยแบบประคบัประคองจนถึง
เสียชีวิตเป็นเหมือนรางวลัในการท างานของฉนั 

      

10 การดูแลผูป่้วยท่ีก าลงัจะเสียชีวิตในหน่วยงานของฉนัถือว่า
การขจดัความเจ็บปวดเป็นเร่ืองส าคญั 

      

11 ในหน่วยงานของฉนัมกัมีผูป่้วยเสียชีวิตเสมอ       

12 การดูแลแบบประคบัประคองเป็นเร่ืองท่ีจ าเป็นในระบบ
การศึกษาดา้นสุขภาพ 
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ล าดับ ข้อค าถาม ระดับความคดิเห็น 

ผ ู้ว
จิัย

 เห็น
ด้วย
ทีสุ่ด 

เห็น
ด้วย 

ไม่แน่ใจ ไม่
เห็น
ด้วย 

ไม่
เห็น
ด้วย
ทีสุ่ด 

13 เม่ือผูป่้วยเสียชีวิตในหน่วยงานของฉนั ฉนัใหเ้วลากบั
ครอบครัวของผูป่้วยอยา่งเพียงพอ 

      

14 หน่วยงานของฉนั มีนโยบายหรือแนวปฏิบตัิเพื่อสนบัสนุน
การดูแลแบบประคบัประคอง 

      

15 ในท่ีท างานของฉนั ผูป่้วยและครอบครัวจะไดรั้บขอ้มูลการ
ดูแลแบบประคบัประคองเป็นทางเลือกเม่ือผูป่้วยไดรั้บการ
วินิจฉยัท่ีมีแนวโนม้ผลลพัธ์ที่ไม่ดี 

      

16 ในท่ีท างานของฉนั ทีมการดูแลสามารถเสนอ ทางเลือก 
ค่านิยม และความเช่ือในการดูแลผูป่้วยแบบ
ประคบัประคองแก่ผูป่้วยได ้  

      

17 การดูแลผูป่้วยท่ีก าลงัจะเสียชีวิตเป็นส่ิงท่ีเจ็บปวดส าหรับ
ฉนั 

      

18 ฉนัมีความรู้ในการส่ือสารกบัผูป่้วยและครอบครัวเก่ียวกบั
การเสียชีวิตของผูป่้วย 

      

19 สมาชิกทีมสุขภาพในท่ีท างานของฉนัเห็นดว้ยและ
สนบัสนุนฉนัในการดูแลผูป่้วยแบบประคบัประคอง 

      

20 บุคลากรในท่ีท างานของฉนัรู้สึกมัน่ใจในการใชเ้ทคโนโลยี
เพื่อช่วยชีวิตผูป่้วย 

      

21 ในหน่วยงานของฉนั การยดือายผุูป่้วยใหย้าวท่ีสุดเป็นส่ิงท่ี
ถูกตอ้งในการดูแลแบบประคบัประคอง 

      

22 ทศันคติของฉนัเก่ียวกบัความตายท่ีผลต่อความรู้สึกยนิดีท่ี
จะดูแลผูป่้วยแบบประคบัประคอง 

      

23 หลกัการดูแลแบบประคบัประคองขดัแยง้ต่อค่านิยม ของ
หลกัการรักษาของแพทย ์

      

24 ในท่ีท างานของฉนั มีบริการใหค้  าปรึกษาตามตอ้งการเม่ือมี
ผูป่้วยเสียชีวิต 

      

25 ในสังคมเช่ือว่าผูป่้วยไม่ควรเสียชีวิตไม่ว่าจะกรณีใดก็ตาม       

26 ในส่ิงแวดลอ้ม การดูแลสุขภาพ การดูแลเพือ่การหายมี
ความส าคญัมากกวา่การดูแลแบบประคบัประคอง 

      

27 การดูแลแบบประคบัประคองควรเป็นการดูแลร่วมกนัโดย
ทีมสหสาขาวิชาชีพ 
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ล าดับ ข้อค าถาม ระดับความคดิเห็น 

ผ ู้ว
จิัย

 เห็น
ด้วย
ทีสุ่ด 

เห็น
ด้วย 

ไม่แน่ใจ ไม่
เห็น
ด้วย 

ไม่
เห็น
ด้วย
ทีสุ่ด 

28 ในฐานะท่ีเป็นสมาชิกในทีมการดูแลดา้นสุขภาพ ฉนัรับรู้
บทบาทหนา้ท่ีท่ีแทจ้ริงของฉนัในการใหก้ารดูแลแบบ
ประคบัประคอง 

      

29 ควรเสนอทางเลือกการดูแลแบบประคบัประคองในกรณี
ผูป่้วยมีปัญหาเศรษฐกิจ 

      

30 ฉนัตระหนกัในประเด็นจริยธรรมในการดูแลผูป่้วยและ
ญาติแบบประคบัประคอง 

      

 

 

ตอนที ่ 4 แบบสอบถามบุคลากรด้านสุขภาพเกีย่วกบัการรับรู้ในด้านการตดัสินใจในการแนะน าผู้ป่วยและญาตใินการดูแล
ผู้ป่วยแบบประคบัประคอง    จ านวน 10 ข้อ  
ค าช้ีแจง  กรุณาท าเคร่ืองหมาย “” ลงในช่องว่างหลงัข้อค าถามที่ตรงกบัความคดิเห็นของท่านตามความเป็นจริงทีสุ่ด
เพยีงข้อเดียว 
 

ล าดับ ข้อค าถาม ระดับความคดิเห็น 

ผ ู้ว
จิัย

 เห็น
ด้วย
ทีสุ่ด 

เห็น
ด้วย 

ไม่แน่ใจ ไม่
เห็น
ด้วย 

ไม่
เห็น
ด้วย
ทีสุ่ด 

1 เป้าหมายของการตดัสินใจเลือกแนวทางการดูแลรักษาท่ี
เหมาะสมในการดูแลแบบประคบัประคองคือการ
ตอบสนองความปรารถนาและความตอ้งการท่ีจ าเป็นของ
ผูป่้วยใหเ้หมาะสม 

      

2 ฉนัยอมรับการตดัสินใจของครอบครัวผูป่้วยในกรณีท่ี
ผูป่้วยไม่อยูใ่นสถานการณ์ท่ีตดัสินใจไดด้ว้ยตนเอง 

      

3 ฉนัเคารพในความเช่ือ คุณคา่ และแบบแผนชีวิตของผูป่้วย
แมว้่ามนัจะแตกต่างจากความเช่ือ คุณค่าและแบบแผน
ชีวิตของฉนั 

      

4 การบอกความจริงเก่ียวกบัสภาวะการเจ็บป่วยแบบค่อย
เป็นค่อยไป  ทางเลือก แผนการรักษา และความคาดหวงั
ในอนาคต เป็นส่ิงส าคญัส าหรับผูป่้วยและครอบครัวใน
การตดัสินใจการรักษา 
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ล าดับ ข้อค าถาม ระดับความคดิเห็น 

ผ ู้ว
จิัย

 เห็น
ด้วย
ทีสุ่ด 

เห็น
ด้วย 

ไม่แน่ใจ ไม่
เห็น
ด้วย 

ไม่
เห็น
ด้วย
ทีสุ่ด 

5 เม่ือผูป่้วยและครอบครัวประสบปัญหาเก่ียวกบัภาระ
ค่าใชจ่้าย พวกเขาก็ยงัคงมีสามารถเลือกและตดัสินใจใน
การรักษาของพวกเขาเองไดอ้ยา่งเตม็ท่ี 

      

6 การดูแลแบบประคบัประคองควรเป็นทางเลือกหน่ึงท่ีใช้
ในการดูแลผูป่้วยท่ีมีภาวะหวัใจวายบ่อยคร้ัง 

      

7 เม่ือผูป่้วยไดรั้บการวินิจฉยัว่าเป็นโรคที่รักษาไม่หาย เขา
ควรจะไดรั้บขอ้มูลเก่ียวกบัทางเลือกในการรักษา ทั้งการ
รักษาเพื่อเป็นการยดืชีวิตและการรักษาท่ีไม่เป็นการยดื
ชีวิต 

      

8 การดูแลแบบประคบัประคองเป็นส่ิงจ าเป็น ทั้งใน
จุดประสงคข์องการรักษาเพื่อยดืชีวิต และการรักษาท่ีไม่
เป็นการยดืชีวิต 

      

9 การเจรจาซ ้าเพ่ือหาจุดมุ่งหมายของการรักษา ควรกระท า
เม่ือภาวะความเจ็บป่วยของผูป่้วยมีการเปล่ียนแปลงอยา่ง
มีนยัส าคญั 

      

10 การตั้งจุดมุ่งหมายในการดูแลควรกระท าร่วมกนัระหว่าง
ผูป่้วยและครอบครัวรวมทั้งทีมสุขภาพ 
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ตอนที ่5 แบบสอบถามบุคลากรด้านสุขภาพเกีย่วกบัการให้การดูแลผู้ป่วยแบบประคบัประคอง    จ านวน 45 ข้อ  
ค าช้ีแจง  กรุณาท าเคร่ืองหมาย “” ลงในช่องว่างหลงัข้อค าถามที่ตรงกบัความคดิเห็นของท่านตามความเป็นจริงทีสุ่ด
เพยีงข้อเดียว 
กรุณาเลือก: “ไม่เคย” เม่ือท่านไม่เคยกระท าตามขอ้ความดงักล่าว 

“นานๆคร้ัง” เม่ือขอ้ความดงักล่าว ท่านไดก้ระท าตามต ่ากว่า 2 คร้ังต่อสัปดาห์ 

 “บางคร้ัง” เม่ือขอ้ความดงักล่าว ท่านไดก้ระท าตาม 2-4  คร้ังต่อสัปดาห์ 
 “บ่อยคร้ัง” เม่ือขอ้ความดงักล่าว ท่านไดก้ระท าตาม 5-7คร้ังต่อสัปดาห์ 
 “สม า่เสมอ” เม่ือขอ้ความดงักล่าว ท่านไดก้ระท าตามมากกว่า 7 คร้ังต่อสัปดาห์ 

ล าดับ ข้อค าถาม ระดับความคดิเห็น 

ผ ู้ว
จิัย

 

สม ่าเสมอ บ่อยคร้ัง บางคร้ัง นานๆ
คร้ัง 

ไม่
เคย 

1 เม่ือผูป่้วยตอ้งการกลบัไปเสียชีวิตท่ีบา้น ท่านได้
ร่วมมือกบัครอบครัวในการเตรียมความพร้อมแก่
ผูป่้วยดา้นร่างกาย จิตใจ และจิตวิญญาณก่อนที่จะ
ยา้ยผูป่้วยกลบับา้น 

      

2 ท่านจดัส่ิงแวดลอ้มในหอ้งผูป่้วยใหเ้หมาะสมกบั
การดูแลแบบประคบัประคอง 

      

3 ท่านใหก้ารดูแลเพื่อความสุขสบายของผูป่้วย       

4 ท่านยอมใหผู้ป่้วยไดก้ระท ากิจกรรมบางกิจกรรมท่ี
คาดว่าผูป่้วยจะกระท าดว้ยตนเองไดส้ าเร็จ 

      

5 ท่านช่ืนชมผูป่้วยเม่ือผูป่้วยสามารถท ากิจกรรมได้
ดว้ยตนเอง 

      

6 ท่านแนะน าใหค้รอบครัวมาเยีย่มผูป่้วยอยา่ง
สม ่าเสมอ 

      

7 ท่านส่งเสริมใหค้รอบครัวมีส่วนร่วมในการดูแล
ผูป่้วย 

      

8 ท่านเปิดโอกาสใหค้รอบครัวของผูป่้วยแสดงออก
ถึงความวิตกกงัวลหรือความกลวั 

      

9 ท่านเปิดโอกาสใหผู้ป่้วยไดมี้ส่วนร่วมในการท า
กิจกรรมทางจิตวิญญาณหรือศาสนาตามความเช่ือ
ของเขา 

      

10 ท่านแนะน าตนเองก่อนใหก้ารดูแลผูป่้วย       
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ล าดับ ข้อค าถาม ระดับความคดิเห็น 

ผ ู้ว
จิัย

 

สม ่าเสมอ บ่อยคร้ัง บางคร้ัง นานๆ
คร้ัง 

ไม่
เคย 

11 ท่านเปิดโอกาสใหค้รอบครัวและคนส าคญัของ
ผูป่้วยอยูก่บัผูป่้วยท่ีก าลงัจะเสียชีวิตโดยท่าน
สนบัสนุนอยูใ่กล้ๆ  

      

12 ท่านส่งเสริมใหผู้ป่้วยไดส้ ารวจถึงคุณค่าความส าเร็จ
ในอดีต หรือ ประสบการณ์ท่ีน่าประทบัใจในชีวิต
ของเขา 

      

13 ท่านสามารถใหค้วามหมายถึงขอ้ดีของผูป่้วยและ
ส่ิงแวดลอ้มของเขาได ้

      

14 ท่านเปิดการสนทนากบัผูป่้วยถึงจุดหมายของชีวิต
และชีวิตหลงัความตาย 

      

15 ท่านแจง้ผูป่้วยรับรู้ก่อนการปฏิบตัิการการดูแล       

16 ท่านไม่เร่งรีบในการปฏิบตัิการการดูแล       

17 ท่านรับฟังผูป่้วยดว้ยความยนิดีและตั้งใจ       

18 ท่านปฏิบตัิต่อผูป่้วยดว้ยท่าทีท่ีเป็นมิตร       

19 ท่านรับฟังหรือพูดคุยกบัผูป่้วยเก่ียวกบัความเช่ือ
ของเขาแมว้่าจะขดัแยง้กบัความเช่ือของท่าน 

      

20 ท่านดูแลผูป่้วยดว้ยการสนทนาและสัมผสั       

21 ท่านใหค้  าสัญญากบัผูป่้วยในส่ิงท่ีท่านสามารถจะ
กระท าได ้

      

22 ท่านอยูใ่นท่าทีสงบแมว้่าผูป่้วยจะแสดงอาการท่ีไม่
พึงประสงคอ์อกมา 

      

23 ท่านเปิดโอกาสใหผู้ป่้วยไดแ้สดงความรู้สึกทั้ง
ทางบวกและทางลบ 

 

      

24 ท่านไม่กล่าวโทษผูป่้วยเม่ือผูป่้วยแสดงความส านึก
ผดิในอดีตท่ีผา่นมา 
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ล าดับ ข้อค าถาม ระดับความคดิเห็น 

ผ ู้ว
จิัย

 

สม ่าเสมอ บ่อยคร้ัง บางคร้ัง นานๆ
คร้ัง 

ไม่
เคย 

25 ท่านแนะน าใหผู้ป่้วยยกโทษใหต้นเองส าหรับความ
ผดิพลาดในอดีต 

      

26 ท่านช่วยใหผู้ป่้วยสามารถเขา้ใจความรู้สึกของ
ตนเองโดยใชเ้ทคนิคการสะทอ้นความรู้สึกของ
ผูป่้วย 

      

27 ท่านดูแลผูป่้วยดว้ยความมัน่ใจ       

28 ท่านสังเกตอาการความผดิปกติทางร่างกายของ
ผูป่้วยอยา่งใกลชิ้ด 

      

29 ท่านสามารถสังเกตความโศกเศร้าและความวิตก
กงัวลของผูป่้วยทางสีหนา้และแววตาได ้

      

30 ท่านจดัตารางการดูแลผูป่้วยใหย้ดืหยุน่ตามความ
ตอ้งการท่ีจ าเป็นของผูป่้วย 

      

31 ท่านขอค าปรึกษาจากผูเ้ช่ียวชาญเพื่อจดัการกบั
ภาวะแทรกซอ้นของผูป่้วย 

      

32 ท่านดูแลผูป่้วยดว้ยความนุ่มนวล       

33 ท่านเปิดโอกาสใหผู้ป่้วยไดแ้สดงความรู้สึกเก่ียวกบั
การรักษา 

      

34 ท่านอยูก่บัผูป่้วยเม่ือผูป่้วยรู้สึกทุกขท์รมาน       

35 ท่านดูแลผูป่้วยโดยปราศจากความรู้สึกรังเกียจ       

36 ท่านช่วยใหผู้ป่้วยประสบความส าเร็จในส่ิงส าคญั
ของเขา ในช่วงเวลาท่ีผูป่้วยยงัมีชีวิตอยู่ 

      

37 ท่านช่วยใหผู้ป่้วยมีปฏิสัมพนัธ์กบัผูป่้วยอ่ืนๆท่ี
ประสบปัญหาแบบเดียวกนั 

      

38 ท่านเปิดโอกาสใหผู้ป่้วยไดก้ระท าในส่ิงท่ีผูป่้วยพึง
พอใจ 

      

39 ท่านสนใจท่ีจะคน้หาส่ิงท่ีเป็นความเช่ือหรือ
ความหวงัของผูป่้วย 

      



 

 

31 

ล าดับ ข้อค าถาม ระดับความคดิเห็น 

ผ ู้ว
จิัย

 

สม ่าเสมอ บ่อยคร้ัง บางคร้ัง นานๆ
คร้ัง 

ไม่
เคย 

40 ท่านใหสิ้ทธิผูป่้วยในการเลือกการรักษาตามความ
เช่ือของเขา 

      

41 ท่านสามารถรับรู้ความรู้สึกของผูป่้วยขณะดูแล
ผูป่้วยได ้

      

42 ท่านสร้างสัมพนัธภาพและความรู้สึกท่ีดีระหว่าง
ผูป่้วยและทีมสหสาขาวชิาชีพ 

      

43 ท่านตอบสนองความตอ้งการท่ีจ าเป็นของผูป่้วย
ในทนัที 

      

44 ท่านใหค้วามหวงัท่ีเป็นไปไดแ้ก่ผูป่้วยเสมอ       

45 ท่านพูดคุยกบัผูป่้วยเก่ียวกบัความรู้สึกของเขา
โดยตรง 

      

 

 

 

*ขอขอบพระคุณอย่างสูงในความกรุณาตอบแบบสอบถาม* 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

32 

Appendix C- The name list of thesis experts 

 

 

Name of experts Work and Expertise 

Dr. Panta Apiruknapanond, Ph.D. 

 

- Lecturer of Master degree of 

Nursing Science and Bachelor 

degree in Nursing, Saint Louis 

College. 

- Had Palliative and End-of-Life 

Training course, St. Christopher-

QELCA program, Cicely 

Saunders Institute, London, UK, 

2016. 

- Volunteer for promoting 

palliative and end of life care for 

nurses, Thai Nurses’ palliative 

and EOL Club.2014-2016 

 

Asst. Prof. Capt. Dr. Wasinee Wisesrith, 

Ph.D. 

 

- Lecturer of Faculty of Nursing, 

Chulalongkorn University, 

Thailand. 

- Written some articles about 

palliative care in Thailand. 

 

Pol. Col. Nantiya Sujirattanavimol, M.D. - Anesthetist of Police General 

Hospital, Thailand 

- Counselor of palliative care 

program in Police General 

Hospital, Thailand  
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