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ABSTRACT

Objective: One prerequisite for palliative home care is the relatives’ participation in the care.
The relatives’ situation in palliative home care is unique, as they support the sick person and
also have a great need for support themselves. The aim of this care development project was to
develop and implement separate structured conversations (SSC) with relatives of patients of an
advanced palliative home care team (APHCT).

Method: During the project, 61 conversations were held and 55 relatives answered a
questionnaire. The questionnaire, eight semistructured interviews with relatives, and three
focus-group discussions with nurses constitute the material for the evaluation.

Results: Relatives have difficulties separating the SSC from the APHCT’s care as a whole.
They underline that the SSC was a part of an ongoing process. They also emphasize the value of
having a conversation of their own in which the patient was absent, and in which the focus was
on the relative’s situation. For some, the conversation took place at the APHCT premises. The
advantages of that were more privacy and the opportunity to walk around the inpatient
palliative care units. The main problem during the project was conducting the SSC soon after
the patient was enrolled with the APHCT.

Significance of results: Routinely offering one separate structured conversation with relatives
with the intention of answering questions, talking about their willingness to provide care in the
home, and mapping out their situation and social network, is a way to support both the relatives
and the patients. The common structure of the conversations facilitated the assessment of the
relatives’ situation but did not hinder individualization according to the relatives’ needs. The
assumption is that all relatives should be offered a conversation.
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INTRODUCTION

One prerequisite for palliative home care is the rela-
tives’ participation in the care. Earlier research
studies have shown that relatives of patients with
cancer often have more emotional problems than
the patient, and that this condition been especially
notable in the palliative phase (Harrison et al.,
1995; Axelsson & Sjödén, 1998; Baider et al., 1998;

Northouse et al., 1998). The study by Eriksson
et al. (2006) reveals that relatives have the least op-
portunity to talk with staff about everyday problems
and their own situation. The relatives’ situation in
palliative home care is unique, as they both support
the patient and also have a great need for support
themselves. Relatives may express a great deal of am-
bivalence concerning interventions intended to sup-
port them because they see the caring as their
responsibility and an obligation (Harding & Higgin-
son, 2001). Patients, on the other hand, may feel guilt
about the worry and sadness their condition
has caused for their relatives (Wilson et al., 2005).
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A study by McPherson et al. (2007) showed that
patients tried to suppress their needs in an attempt
to decrease their relatives’ burden.

Many studies have shown the need for better and
more explicit support for relatives, but few good in-
tervention studies have been done (Harding & Hig-
ginson, 2003). Harding and Higginson (2001)
recommend short-term interventions based on pro-
vision of information or on education, with the aim
of facilitating the caregiver role. The conclusion in
Andershed’s (2006) comprehensive literature review
was that the staff has a great responsibility to help
enable the relatives to “care in the light.” Family
members justify their informational needs in Frie-
drichsen’s (2003) study by emphasizing that they
needed to understand and confirm what would hap-
pen when the disease progressed, in order to be
mentally prepared for the future, to organize their
daily lives, and to be a source of information to
others, and that receiving information was a natu-
ral right. They also pointed out the need to
converse with the staff sometimes without the
patient present.

Medalie (1997) points out that the caregiving re-
sponsibility within the family is often delegated
mainly to one person, often the spouse. This person
can be supported by early involvement in the
patient’s care, and by mapping out the family’s net-
work. It is also important to discuss the spouse’s will-
ingness to participate in the care. A way to ascertain
this is to find out early on what relatives know about
the patient’s disease and how involved they want to
be in the patient’s care, and to discuss the relatives’
own need for support. Even Scott (2001) rec-
ommended such a conversation early in the care pro-
cess and indicated that nurses are well suited for the
task. Relatives have a great need for support from the
palliative home care team. One way to provide this is
through individual conversations between nurses
and the relatives, concentrating on the relatives’
own needs, questions, and social network, and on
their view of caregiving at home.

The aim of this care development project was to de-
velop and implement separate structured conversa-
tions with relatives of patients enrolled in advanced
palliative home care.

The Care Development Project

The project is based on an action research model and
has four parts:

1. A course in conversation methods for nurses.

2. An offer of one separate structured conversation
(SSC), to the closest relative(s) to patients cared
for by the advanced palliative home care team

(APHCT). The conversation is conducted with-
out the patient present and focuses on the rela-
tives’ present situation, need, social network,
and questions.

3. The social worker in the APHCT supervises the
nurses in the art of conversation.

4. The SSC with the relatives is continually evalu-
ated and improved over the course of the project
with the intention of implementing it in ordin-
ary care at the project’s end.

METHOD

Relatives of patients cared for by the APHCT in Up-
psala were invited to participate in the project. The
staff identified relative(s) who were the most signifi-
cant to the patient and were involved in the patient’s
care. The relatives were given oral and written infor-
mation about the project and an offer of an SSC with
a nurse. It was intended that the SSC would be
undertaken within the first 2 weeks after enrollment
with the APHCT. The conversation was semistruc-
tured and aided by a conversation guide, and during
the conversation the relative was encouraged to
sketch a genogram.

After about 1 week, all relatives who participated
in an SSC received a questionnaire with 13 questions
about the conversations. The questionnaire consisted
of a modified version of the “SAUC questionnaire”
(Svensk Sjuksköterskeförening SSF, 2009); two ques-
tions were excluded because these questions refer to
a more therapeutic meeting and, therefore, a more
prolonged contacts. One question; “Do you think the
conversation with the nurse was important for
you?” was answered on a three point scale (no, not
much; somewhat important; very important). Ten
questions were about different aspects of the SSC
and were answered on a seven point scale (0 ¼ “not
at all” to 7 ¼ “to a great degree”). The questionnaire
also included two open-ended questions to which
the relatives were free to comment on the meeting
with the nurse.

The questionnaire was complemented by semi-
structured interviews according to the “general inter-
view guide approach” (Patton, 1990). Ten relatives
were sent letters inviting them to the interviews,
and eight accepted (gave informed consent). The in-
terviews lasted between 30 minutes and 1 hour, 30
minutes, were performed by the author (who is not
involved in the patients’ care), and were audiotaped
and then transcribed verbatim. Nurses from the
APHCT participated in three focus group discussions
led by nurses not involved in the APHCT or in the
evaluation of the relatives’ perspectives.
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As this was a care development project, it was
not reviewed by a local ethics committee, but all
parts were performed in accordance with the prin-
ciples set out by the Swedish central ethical review
board.

Data Analysis

The open-ended questions on the SAUC question-
naire and the answers from the relatives’ interviews
were analyzed using systematic text condensation in-
spired from Giorgi and modified by Malterud (1998).
This method comprised four main steps: (1) reading
the transcripts to obtain an overview of the data, (2)
identifying text units relevant to the aim and encod-
ing them with codes derived from the data, (3) inter-
preting similarly coded text units for a common
meaning, and (4) summarizing the content within
the coded groups into descriptions of the partici-
pants’ views and experiences. A large amount of the
material from the interviews consisted of “death ma-
terial” (Malterud, 1998), in the sense that it was not
about the specific conversation but about a more gen-
eral experience of the care delivered by the APHTC.
Therefore, it did not seem meaningful to examine
the whole material line by line in order to identify
meaning units.

The focus group discussions were audiotaped,
transcribed, and then analyzed and encoded for
main codes, and then the transcripts were searched
for similarities and differences among the relatives’
statements. The analysis of the nurses’ statements
were primarily used as a validation tool for the rela-
tives’ results, but the nurses’ opinions about the con-
versations were also important to grasping the whole
picture.

RESULTS

Quantitative Data

During the project, 61 conversations were held and
55 relatives answered the questionnaire. The partici-
pants were 37 women and 18 men between 19 and 90
(mean 64) years of age.

The relatives’ evaluation of how crucial the con-
versation was showed that 13 (24%) considered it
somewhat important and 40 (73%) considered it
very important. The relatives’ answers to the other
SAUC-questions are presented in Table 1. Gener-
ally, all issues received high mean values; for
this reason, the material was further dichotomized
into a group with values of ,7 and a group with
values of 7.

Qualitative Data

The two open-ended questions in the questionnaire
(“Is there something important that you will mention
about the conversation?” and “Do you have other
views about the conversation?”) and the eight semi-
structured interviews contribute to the results de-
scribed subsequently.

Expectations Before the Conversations

None of the interviewees had any conscious expec-
tations before the conversations, but in the inter-
views it is apparent that some had unconscious
expectations. The first quotation below illustrates
an expectation of support and the last an expectation
of information.

IP1. Then I think that when you’re about to meet a
person like that you automatically think that this
is a place for me to talk about what’s going on. I
don’t think that was a conscious expectation I
had, but once I sat there that’s how it was

IP2. No, not really (expectations), I don’t think I
had that but I felt generally that it was much much
better than I had thought, I do think that.

I. The conversation?
IP2. Yes, I think that I got more information than

I had believed I would get.

The lack of expectations may be the result of how the
information about the SSC was written. One relative
commented on this in response to the open questions.

Q18. Maybe a bit difficult to know from the infor-
mation before the conversation what it was to focus

Table 1. Relative’s evaluation of the separate struc-
tured conversations (0 ¼ not at all; 7 ¼ to a high
degree)

Questions (SAUC) m ,7 7

The nurse showed care and interest 6.57 19 35
I was taken seriously and dared to talk 6.54 16 38
I felt understood 6.57 18 36
I got support to handle the situation 6.17 25 28
I got information and answers to my

questions
6.56 17 37

My viewpoint was taken into
consideration and I could have
influence

6.38 23 30

The person I am was respected 6.48 18 36
My abilities and capabilities were

perceived
6.34 20 33

I was supported to observe my needs 6.38 21 32
I was supported to decide on my goal 6.30 22 32
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on: myself, information about the healthcare team,
information about the disease of a family member,
etc., but it got clearer during the course of the con-
versation.

Individualized Content

Many comments in the interviews and in responses
to the open questions were about the content of the
conversations. Some of the relatives thought that
the conversation was, above all, about obtaining in-
formation, whereas for others the focus was on the
relatives’ situation. It was obvious that the conver-
sations were very dissimilar, despite the common
structure (conversation guide). One explanation for
this is that the conversations occurred at different
times in relation to enrollment with the APHCT;
another is that some patients had longer and more
complex histories of illness than others. When a
patient had been enrolled for a longer period before
the conversation occurred there was less need for in-
formation about the APHCT. An additional expla-
nation is that the nurses adjusted the conversation
to the relatives’ different needs (this can be seen
in the presentation of the focus group discussions).
The following quotations illustrate the situation in
which relatives had a dammed-up need to talk
about themselves with health professionals. When
given the opportunity to do so, it was like “opening
the floodgates.”

IP 7. It’s also a bit like you go and hold onto things
and then a situation arises when you. . . . then it’s a
bit like the floodgates opening and it just starts to
pour out.

IP1. Then I think it’s a bit difficult with such a
task or a form when you meet people like me who
are somehow in crisis or have been in a disease
situation for so long that it almost boils over
when you get to talk about what has been good
and what has been bad.

Several relatives emphasized that they did not need
to talk about themselves with health professionals
because they had all the support they needed in their
social network. In those cases the conversations fo-
cused on covering information gaps.

IP4. I said I did not need any support then, that I
had people around me who helped me with the
needs I had . . . . I received really good information
about the healthcare team and where I should
turn for help; I received information on the rules
that applied to family support (monetary support
for family, author’s comment) and things like
that, things I didn’t know about before.

However, for one relative, the information was vital.
This was the wife of a patient with a very fast disease
progression, and the SSC occurred only a few days
after enrollment with the APHCT. Her information
needs were huge, because she did not know much
about the APCHT and the kind of palliative care
the town could offer.

IP2. Yes, we both talked about health care here at
home but also alternatives, that some kind of hos-
pice was available as an option. And we hadn’t
heard about that at the hospital at all . . . It was
really that the care system was more extensive
than what I had understood even in terms of nutri-
tional drinks and that kind of thing. We didn’t
really understand that either; this kind of help
that we could get was much broader than we could
initially imagine.

There was also diversity in what the relatives ap-
preciated most from the conversation. Some empha-
sized the information as the most important part
(see previous quotation). Others indicated that they
most appreciated having the opportunity to talk
about themselves and their situation (see following
quotations). For most it was their first opportunity
to speak with health professionals when the focus
was on them and not on the patient’s disease.

IP6. Yes, it’s like getting to talk about yourself be-
cause you tend to forget yourself a lot. Everyone
wonders about how nn is doing, how he feels, while
you feel a bit neglected, so that was what I thought
I got out of it. I got to sit there and cry for a while
and in purely practical terms, the idea of money
for the family, if I were to say one thing that you
can really put your finger on, that was it, and
then it was that someone listened to me.

The only negative comment about the SSC was from
the relative who is quoted following. He would have
preferred to talk with a person not involved in his
wife’s care.

Q26. It doesn’t feel good to talk to someone and
open up about yourself to someone who also takes
care of my wife. The conference should have been
with someone who doesn’t belong to the team
that comes to us.

The Importance of a Separate Conversation in
Private

Relatives could choose to have the conversation ei-
ther on-site at the APHCT or in their own home. If
they chose their own home the reason was mostly
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that they did not want to leave the patient. Several
who chose to meet at the APHCT mentioned advan-
tages of doing so. Two of these advantages, that the
relatives felt more free and easy, and the opportunity
to see the APHCT premises and the wards where the
palliative institutional care is performed, are illumi-
nated here.

IP6. Yes well, I feel I can’t really say just anything,
I may not want to sit in front of nn and talk about
everything . . . . That’s why I wanted to come here
and talk with you, too, instead, of you coming
home to us . . . not that there are any secrets, but
more that it feels easier to talk.

IP1. I think that what perhaps was the main em-
phasis was that I came to these premises, that you
see a face, that you get a chance to place these
people who come to us. Just that was important. . ..
Yeah, and it was good the way that the meeting be-
came like more real.

The Point in Time for the Conversation

One problem that came up in the project concerned
offering the conversation at an optimal moment for
the relatives. The thought was to have the conversa-
tion soon after the patient’s enrollment with the
APHCT, preferably within the first 2 weeks. This
turned out to be difficult mostly because of the lim-
ited time of the nurses but also because some rela-
tives had difficulty finding time to meet. The
following quotations illustrate opinions about con-
versations that came late because of the nurses’
work situation (holidays).

Q90. A conversation like this would have been even
better if it had come just when the team started to
come out to mama; now it came about one week be-
fore she died. But better late than never.

Q72. The conversation was late because of sum-
mer and the holidays, but the need did not arise
until now!

In another example in which the conversation came
at an inappropriate time, the relatives did not under-
stand how serious the disease was. Under such cir-
cumstances it is difficult to bring up some issues. In
the following quotation, the physician, too, was skep-
tical of the judgment that the patient was in a late
palliative care phase.

IP1. At the same time, this was at a phase when nn
was feeling pretty good again. Somehow we weren’t
at a stage where we had much of the healthcare
team or were on the way in to hospice. It wasn’t rel-
evant then; it felt more like they had made a mis-

take. The doctor even said that he is getting so
much better from this little treatment, so he won-
dered if he had been wrong in thinking that the
whole thing would “go to hell” . . . . Just when I
met this girl, who otherwise was a really nice and
pleasant person to talk to, I don’t think I really rea-
lized how serious it was.

These quotations illustrate the problem of finding the
appropriate time for the conversations, but also that
it is better to have an SSC even if it comes later than
the ideal time.

The SSC is Only One Part of the Total Care

During the interviews, it was difficult to induce the
relatives to talk only about the SSC; they often com-
mented on the total care that the APHCT provided.
This is understandable, because it is hard to remem-
ber exactly what was discussed in a specific conversa-
tion, and it was apparent that the conversation was
an ongoing process. The following quotation illus-
trates that the SSC was only a part of the total care.

IP6. No, this is of course an ongoing process and
personally, as time goes on you wind up in different
phases. Also I think it’s different now compared
with what it was like when nn was admitted,
both for me and for him, that actually it’s imposs-
ible to get any answer in this kind of conference,
but the more you know that there are people you
can talk to. . . no, we didn’t bring that up, but it
was just that I wondered how it works (to die;
author’s comment) and the nurse asked if I knew
what nn wanted and then it was fine with that
and I feel that just because the conference was
over, it’s an ongoing process and we’re in contact
and I know I can call the healthcare team at any
time and talk to them, so that it doesn’t feel like
there was any huge need.

Relatives’ Suggestions for the SSC

Only a few suggestions for improvements came up
during the interviews or in the comments to the
open questions. One suggestion was that all relatives
should be invited to an SSC.

Q24. It’s probably much more important than we
think that ALL family members (husband or
wife) are invited to a private conference when we
get a serious diagnosis, like cancer. We aren’t as
strong as we think we are. An early conference
could help us a lot.

They also emphasized that it is important to “normal-
ize” the conversation to present it as a matter of
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routine, not as a meeting that is set up for any par-
ticular reason.

IP7. Some things were extremely important, just
that it was a private conference and that it was
caused by nothing more special than that nn was
admitted; that was enough, it was good, it had a va-
lue in itself. . . that it’s nothing, it’s apropos of this
admission, it’s nothing else in particular.

Some relatives emphasized that all relatives should
be invited to the conversation, not only the person
the patient chooses, as not only one person is respon-
sible for the care, and also to give the relatives the op-
portunity to support each other.

Q4. You must call in the family for a conference. Ev-
eryone, regardless of whether the patient thinks
otherwise, or chooses just one, because then every-
one can understand their role better and not bur-
den just a few people.

IP1. Yes, because you can support each other. We
had one of those conferences at the hospice, which
we would have had when we came in, but that
wasn’t until the last day, but then, we were all
there. It felt like you could encourage each other.
The sons may say that they don’t need to talk to
anyone and then I tell them I think they probably
do. Why don’t you accept it anyway? You talk about
how things are. So it might be good.

The other suggestions were that the conversation
should come earlier (see section The Point in Time
for the Conversation) and that there was a need for
more than one SSC.

The Nurses’ Experiences and Views on the SSC

The nurses who participated in the focus group dis-
cussions were wholly positive about the form of the
conversation. Most of them had a great deal of experi-
ence working in the APHCT, and were accustomed to
talking to relatives; however, the structure with a
conversation guide was new. But this was easy to ad-
just to, as illustrated in the following quotation. Some
nurses stressed that the genogram was a useful tool
for getting a picture of the social network.

N1. I think it’s only positive. We have a tradition or
habit of talking with relatives and including them
in the big picture, so it wasn’t anything unusual or
different. It’s just another script . . . . What stands
out for me is more trying to identify the opportuni-
ties for support around them that the person had
not thought of, close resources where you can get
support and help and strength and energy.

I. Was it the genogram that gave it?

Yes it was. It was something new to me, I thought
it was fun; it was an interesting way of thinking. I
got a new tool.

The nurses also mentioned the advantages for the
care, which would be more effective when the conver-
sation gave a complete picture of the family’s social
situation, earlier than before.

N2. But I think it feels really good; you get infor-
mation that maybe you would have received later
in some other way. But you get the information ear-
lier than you would have otherwise. I think the
genogram in particular is great, to see the network
they have, and I also think for them to see it, the
backup they have.

N3. What you learn at an earlier stage is if they
are prepared to provide care all the way to the end.

This quotation points out that it is valuable for the
APHCT to be aware early of the relatives’ attitudes
to palliative home care and to the idea that the
patients die in the home, but also to be aware of rela-
tives’ other fears or worries.

Some nurses felt that they developed a special re-
lationship with the relatives they talked with, es-
pecially when the relatives had told a lot about
themselves. This relationship was thereafter some-
thing to build on, which could facilitate the care, as
the following quotation shows.

N2. I know that the relationship she and I have is a
little special, compared to other wives, the wives of
other patients. You get to know a lot that you don’t
have to pass on . . . . She was easy to talk to; it was
mostly what my ears needed.

N4. You get information that you may not pick up
so easily otherwise; it may take much longer if we
ever even pick it up. . . and it is several months
since I had that family conference, I think it was
in September, maybe, yes, I feel that I know him
better. If it’s due to the conference. . . because I ha-
ven’t been there much but I’ve talked to him on the
phone on a number of occasions. Something was
there – I don’t know what caused it, if it’s because
he’s an elderly man or if it is. . . but it feels like we
know each other really well, strangely enough, and
I’m sure we don’t, but it feels that way when we talk
on the phone.

Even in the nurses’ discussions it was apparent that
the SSC was part of the total care that the APCHT
gave. The SSC could also fit into the formalized rela-
tive support offered by the APCHT. The nurse quoted
here talks about this process.
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N5. Then the idea is that a person who has this fa-
mily conference also has follow-up with the relative
after the death . . . . but at any rate it is a way to pro-
mote the nurse coordinator, like a holistic approach
during hospitalization and after.

In accordance with the relatives’ statements, it ap-
pears that, despite the common structure of the
SSC, the conversations varied. They were greatly in-
dividualized, as they adapted to the different needs of
the relatives. The following quotation illustrates how
the nurse thought when she met a relative who really
needed to talk about her own situation. The conver-
sation took nearly one and a half hours, but she chose
not to interrupt the relative in order to talk about is-
sues from the conversation guide.

N2. What I think we take with us is this ability to
pause, which I think we have on the healthcare
team; okay now I’m sitting here with a piece of
paper with questions to be answered, but this situ-
ation leaves no room for it; now I have to take what-
ever happens. You can’t control it; I would have had
to interrupt her, and that would not have been
good.

Like the relatives, the nurses thought it would be ea-
sier to offer the SSC by referring to it as a standard
part of the APCHT’s care; doing so may also make
such a conversation more acceptable from the
patients’ point of view.

N6. If the patient also understands that this is
what the healthcare team does, there’s nothing
strange about that. Why do you want to talk about
me? The patient may become suspicious, but it’s
not about the disease and the course, but the social
situation.

DISCUSSION

In agreement with the results from the evaluation of
the support group program for relatives of patients
enrolled with the APHCT (Witkowski & Carlsson,
2004) that the group was a complement to the care
delivered by the APHCT, the SSC could not be separ-
ated from the total care. Therefore, it was difficult to
evaluate the specific conversation and separate it
from the relatives’ whole experiences of the APHCT’s
care. Both the interviews and the answers to the open
questions contain a great deal of material about the
APHCT’s overall activities. This is not a clinical pro-
blem – quite the opposite – but constitutes a problem
in the evaluation. Therefore, the important question
is, what does the SSC contribute? There is the value
to the relatives of having a conversation of their own,

when the patient is not present and the focus is on
the relatives’ situation. For some, it was valuable
that the conversation took place at the APHCT pre-
mises, the advantage being that there was more priv-
acy and an opportunity to walk around the inpatient
palliative care units.

One important issue prior to the implementation
of the SSC in ordinary care is the question of how
to inform the relatives about the SSC. Both relatives
and nurses thought that the SSC should be presented
as a part of routine care. This might play down the
conversation, both for relatives and patients, who
might otherwise be alarmed, presuming that such a
meeting must signify a problem that the healthcare
team wishes to address. Also, Hudson et al. (2009)
discussed this issue in their work with clinical guide-
lines for family meetings in palliative care. Their con-
clusion was that family meetings should be
conducted routinely on admission.

Using a conversation guide was unfamiliar to the
nurses, but it was revealed, both in the relatives’ in-
terviews and in the focus group discussions, that
the nurses freely departed from the guide as the situ-
ation required. The conversations were largely gui-
ded by the relatives’ needs, and the conversation
guide was used mainly as a memory aid. Discussing
the relatives’ social network with the help of a geno-
gram was a new way of working, and it was experi-
enced as a very good tool to use early in the care
process, as it offered a picture of the social support
system around the patient.

In the discussion about which parameters should
been evaluated in palliative care, the concept of
safety has grown more significant (Andershed,
2006; Milberg & Strang, 2007; Öhlen et al., 2007;
Funk et al., 2009). Milberg & Strang (2007) have
suggested that the security of patients and their rela-
tives might be an appropriate endpoint for evalu-
ations of palliative home care. Funk et al. (2009)
found three dimensions of security in their secondary
analysis of relatives coping in palliative home care:
(1) security via competent professionals, (2) security
via access to care, and (3) security via identity, indivi-
duality, and worth. The evaluation of the APHCT’s
first years showed that the relatives felt greater se-
curity through contact with competent staff and
good accessibility (Rollison & Carlsson, 2002). The
present study showed that all three dimensions of se-
curity existed in the care, but that what the SSC
specifically added fit in the third dimension: that
the relatives’ individual needs were recognized and
that the relatives felt that their contributions were
highly valued.

The answers on the questionnaire showed that the
relatives were very pleased with the conversation.
These answers, together with the material from the
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qualitative evaluation, indicated that the relatives
felt that they got support from a trusting relationship
with the nurse who conducted the SSC (Andershed,
2006).

The main problem in the project was the difficulty
in scheduling the SSC soon after enrollment with the
APHCT. The most serious consequence of this was
that many conversations were not held because
patients were transferred to inpatient palliative
care or they died. Another consequence was that
the focus moved from providing information about
the APHCT to covering smaller information gaps.
However, the interviews with the relatives also
showed that the timing must also correspond to the
relatives’ insights. Studies have shown that the rela-
tives’ preparedness for the death of a relative from
cancer is an important prognostic factor for the risk
of long-term bereavement morbidity (Valdimirsdóttir
et al., 2004; Hauksdóttir et al., 2010a). Being able to
identify those relatives who lack awareness is, there-
fore, an important goal for the conversations, as is de-
termining whether the family can communicate with
each other about, for example, financial issues
(Hauksdóttir et al., 2010b).

The assumption of the evaluation must be that
achieving perfect timing is not important. It is
much more important that all relatives are offered
an SSC, and that this conversation has a function
even if it comes much later than within the stipulated
first 2 weeks. Being able to offer the SSC as part of
routine care will naturally take time, but it will prob-
ably also save time, as the relatives will get better in-
formation and support than they would otherwise
(Kristjanson & White, 2002), and, moreover, the staff
will receive better information about the family situ-
ation.

Malterud (1998) is of the opinion that action re-
search is a reasonable alternative in the collection
of clinical knowledge. The action research method
was appropriate in the present care development pro-
ject, even if the changes during the project time were
minor, but the opportunity for change makes the
meetings among the project leader, nurses, and social
worker productive. One example of a question that
was raised during such a meeting was what to do
when more than one relative wanted to participate
in the SSC. We decided that this was possible and
also advantageous, and that if the nurse felt a need
for it, the social worker could participate in such con-
versations.

CONCLUSION

It was concluded that routinely offering an SSC to
relatives with the intention of answering their ques-
tions, talking about their willingness to provide care

in the home, and mapping out their situation and so-
cial network is a way to support both the relatives
and the patients. The common structure of the con-
versations facilitated the assessment of the relatives’
situation but did not hinder individualization accord-
ing to the relatives’ needs. It was concluded that all
relatives should be offered a conversation and that
the conversation has an important function, even if
it is held much later than within the stipulated first
2 weeks after enrollment.
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