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Objective: Evaluating a solution-oriented clinical supervision to improve the quality of care. Design: We
performed a randomized, longitudinal controlled trial. A total of 32 health districts were involved in the study.
For the evaluation of the intervention, the following dimensions were collected as indicators of the quality of
supervision: Quality of life (FACT-G, SF12, POS), psychological stress, depression, burn-out (HADS, BDI-II,
VAS scales, HPS), sense of coherence (SOC-13), satisfaction with care, communication and support from the
patients and relatives (VAS scales) and working conditions (COPSOQ) from the nursing staff and family doctors.
Results: Of the 85 subscales, the SOC Nursing Sum Score (p=0.017), the SF-12 Nursing Sum Scale (p=0.036),
and the COPSOQ Scales of General Practitioners showed significant differences in developmental opportunities
(p=0.020), leadership (p=0.003), social support (p=0.001) and community spirit (p=0.024). At the second point
time of the study, significant differences were found in the subscales of the Palliative Care Outcome Scale (POS)
and the subscale of the test instrument Functional Assessment of Cancer Therapy - General (FACT-G)
FUNCTIONAL WELL-BEING of the patients. The satisfaction values of nurses and general practitioners with
the supervision showed an extremely positive assessment of both nurses and general practitioners regarding
supervision. Conclusions: Supervision affects positively the process of palliative home care. It seems important
to adjust the number of supervision meetings according to the needs of the individual team in order to achieve an
optimized team performance.
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Introduction

Palliative Care is an approach to improve the quality
of life of both, patients suffering from a serious terminal
illness and their families. Consideration of physical,
psychosocial and spiritual domains and optimal
symptom control are crucial in palliative care.

Still little is known regarding healthcare for
cancer patients treated mainly at home during the
time before they die. In France, home management
during the last month of life is even uncommon and
when it is occurs, in one out of two cases patients
pass away in a hospital setting (Tuppin, 2019). Even
though patients had everything they needed in the
hospice, their main thoughts were always focused on
human relationships (Monaco, 2019). Therefore,
also the palliative care unit members are part of those
experienced human relationships.

It is known that there are multiple challenges
working in intensive care units. Especially emotional
demands are high for patients, family caregivers and
health professionals, such as nurses and general
practitioners. Palliative care units work often long
hours without supervision in ill-designed wards.

This emotional stress has the potential to impair
the wellbeing and quality of life also of both, family
caregivers and health professionals, thereby affect
patient care. These challenges may result in high
levels of occupational stress, burnout, compassion
fatigue, and posttraumatic stress disorder or
secondary traumatic stress, which further contributes
to attrition rates. In other studies, also a statistically
of job
satisfaction and the level of burnout and between the

significant correlation between level
level of stress and the emotional exhaustion and
depersonalization domains could be
(McDermid, 2019, Saravanabavan, 2019).

General practitioners and nurses in collaboration

found

with family caregivers and specialists are the
supporting pillars for palliative home care in rural
areas like South Tyrol. Palliative care in general and
particularly in palliative home care requires a high
degree of commitment from all involved people and
a good communication network. The results of a
pilot study showed that palliative specialist home
staff rated quality of communication within the
team, which plays a crucial role in palliative care,
as “rather moderate” (Engl, 2013). This trial

addresses the need for intervention in the fields of
team communication and cooperation, dialogue
with patients and family, patient centred care and
the handling of emotional stress of nurses and
general practitioners.

In this
supervision was evaluated in terms of implications

study a solution-oriented clinical
on quality of care, improvement of communication
techniques, interpersonal skills, better collaboration
of health professionals (networking) and better

cooperation with patients and family caregivers.

Material and Methods

The study was approved by the ethical committee
(Ethics committee of Bolzano; 21/05/2014; ref.
30/2014). Informed written consent was obtained
from all patients. We performed a randomized,
longitudinal study. As a study design for evaluating
the effects of the intervention (supervision), the
psychological test instruments listed below were
surveyed at three points in time in a longitudinal
section.

The case number analysis was based on the
central hypothesis that more favourable changes in
the dimensions quality of life as primary endpoint
and symptom control, depression and satisfaction
(support and communication), and collaboration as
secondary endpoints in the intervention group are
expected compared to the control group.

The study population was therefore divided
randomly into two groups, a control group (without
interventions) and an intervention group (topic-
centred supervision). A total of 32 health districts
were involved in the study. The health districts were
randomly assigned to 16 each group. Half of the
health districts were randomly assigned to the
intervention group and half to the control group, and
the doctors' practices were assigned according to the
unit to which they belonged. All practices of general
practitioners in private practice were taken into
account in the study.

The inclusion criterion was the entire province of
South Tyrol, the voluntary consent to participate in
the study on the part of the patient, doctors, nursing
staff and relatives.

After a random division of health care into
intervention and control groups, patient recruitment
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was then carried out consecutively. A total of 41
doctors' surgeries took part.

A total of 41 palliative patients in the control
group (M=72.8; SD=12.2 years; 55.8% male, 44.2%
female) and 43 in the intervention group (M=76.3;
SD 10.5 years; 51.2% male; 48.8% female) were
accompanied.

A total of 43 nurses were enrolled in the
intervention group and 40 in the control group. The
percentage of women was 97.7% in the intervention
group and 97.5% in the control group. The mean age
was 47.4 (SD=8.2) years in the control group and
46.9 (SD=6.3) years in the intervention group
(p>0.050). Among the general practitioners, a total
of 41 general practitioners in the intervention group
(63.4% men; 36.6% women) and 40 doctors in the
control group (80% men; 20% women) were
participating in the study. The mean age of the
physicians in the intervention group was 55.2
(SD=7.9) years and that of the control group 59.3
(SD=6.6) years (p>0.050).

Supervision issues

Supervision is methodologically based on a
systemic solution-oriented approach, but also
includes a topic-centred approach. The supervision
method used in the study was a “topic-centred team
and case supervision” with included training
elements. This special “topic-centred supervision” is
a counselling and support procedure in which, in
addition to the classical questions of supervision, the
main topics of care for palliative patients and their
relatives are also taught and counselling is provided
in relation to the concrete case study.

In its orientation, this supervision is also based on
the systemic self-model (Garber, 2010). Working
with the systemic self-model has proven to be an
efficient aid to reflection on one’s own professional
and private dynamics (narratives), especially in
short-term supervision and coaching, which changes
one’s perspective (Garber, 2009). The topics of
supervision are viewed and worked on from a
systemically oriented narrative perspective. Since
supervision, in addition to the case supervision
character, is also a supervision centred on specific
topics, an extended approach also incorporates

methodological approaches from Ruth Cohn’s

Theme-Centred Interaction
(Langmaack, 1994).

The supervisors had to pay attention to the

(TCI)

following criteria:

- The supervisors should have the appropriate
qualifications to  guarantee a  consistent
methodological approach and to meet the questions
of the the

supervision team consisted of a female physician and

and objectives study. Therefore,
a male supervisor

- Targeted selection of the supervisors according
to the criteria — male/female, interdisciplinary
between the fields of medicine (with a special
specialisation in palliative care), psychology
(clinical - health and psychosocial area)

- Good balance between the frequency of
supervision units

- Selection of a suitable method of short-term
supervision, with elements of specific training in the
field.

The following topics were covered:

- Topics proposed by the supervisors

- Personal conversation styles with patients and
nursing staff as well as in the network partners of the
supervisors

- Specific methods of conducting conversations
(doctor - nurse - patient - conversations;
conversations with relatives, network conversations,
forms of networking and case planning

- Healthy professional relationship regulation
between doctor/nurse - patient, in the professional
team and in the sanitary and psychosocial network.

- Dealing with topics such as grief, death,
emotionally stressful professional situations and
other topics that affect this field.

- Relief from negative feelings, which arise from
the care

- Awareness of patient-centred care

- Team effort

It was important to find a good balance of
frequency regarding the number of supervision
meetings. Increased supervision session could result
in increased stress, therefore result in a negative
effect of the dependent variable. Few supervision
meetings would result in the desired positive effect
on the dependent variables. There were two three-

hour supervision appointments per patient. A further

37



38

Psychological Counseling and Psychotherapy, Issue 14, 2020

appointment took place post mortem. In addition, the
intervention group was asked for other important and
relevant data on the organisation, training needs and
priority issues of palliative care. In cases where the
palliative patients had died between the two
supervision appointments, the team of specialists
decided to carry out these visits anyway.

the
supervision we applied a questionnaire that focused

Regarding personnel  judgement on
on the performed supervision which consisted of 32
The

satisfaction with

items and four superordinate questions.

questions cover the overall
supervision, the fulfilment of expectations of
supervision and the assessment of the professional
and social competence of the supervisor. The

questions were to be answered on a 100-step visual

analogue scale, whereby the value O represents the
degree of “not at all satisfied” and the value 100 the
degree of “completely satisfied”.

However, it should be noted that only the
professional

groups of nurses

practitioners received supervision.

and general

For the evaluation of the intervention, the
following dimensions were collected as indicators of
the quality of supervision: Quality of life (FACT-G,
SF12, POS), psychological stress, depression, burn-
out (HADS, BDI-II, VAS scales, HPS), sense of
(SOC-13),
communication and support from the patients and

coherence satisfaction with care,
relatives (VAS scales) and working conditions
(COPSOQ) from the nursing staff and family doctors

(Fig. 1).

RECRUITMENT

Patients in domestic care and caring relatives, nursing staff and family doctors

Consecutively and in cooperation with the
oncology departments of hospitals and the
services for basic medicine

/ controlled - randomized \

Control group
n>53
patients, relatives,
Nursing staff, fhmily doctors

Intervention group

n>53
patients, relatives,
Nursing staff] family doctors

Pre - Evaluation
at beginning !

INTERVENTION:
Topic Centric Supervision
for nursing staff and family
doctorssolution-oriented systemic
approach
Evaluation during the intervention
NO INTERVENTION — after 2 I%lonts 12 Package of measures for
improvement in the following areas:
- Communication
- Conducting a conversation
- Relationship quality
in special palliative-domestic
contexts
| Post = Evaluation I
after 6 monts!?
post—monem3 5 - 6 supervision meetings at intervals
of 4 weeks
(6 months in total)
! Questionnaires: 2internal and external evaluation ?Questionnaires: S;:t:(z;mt' Family doctor + reference
p,atie_ms: FACT-G, POS, SOC—lS,\’AS*, HADS of superw.'ision in the relalives:VA‘S"»< (- 4 participants per supervision)
relatives: SF-12, POS, SOC-13, VAS*, BDI-II, HPS intervention group nurses: VAS*

nurses: SF-12, POS, SOC-13, VAS*, COPSOQ,
Family doctors: SF-12, POS, SOC-13, VAS*, COPSOQ

Family doctors: VAS*

*VAS =Visual analogue scale to the ranges: satisfaction, communication and support

Figure 1. Study design

Health-related quality of life, with a focus on
psychosocial aspects, was chosen as the primary
endpoint (FACT-G, SF12, POS) as an indicator of
the quality of care and evaluation of supervision.

The dimensions psychological stress, depression,
burn-out (HADS, BDI-II, VAS scales, HPS,
COPSOQ), coherence  (SOC-13),
satisfaction with care, communication and support

sense  of

from patients and caring relatives (VAS scales) and
working conditions (COPSOQ) from nurses and GPs
are used as secondary endpoints.

In addition, protocols, observations and findings
of participants and supervisors were taken into
account. Finally, a survey was conducted after the
death of the patients (“post mortem™”) on the
satisfaction dimensions of the care provided by
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relatives and the evaluation of nurses and family
doctors.

For the calculation of the optimal visual sample
size, an average effect strength (Cohen’s d = 0.5) is
assumed due to the lack of availability of
comparative data from the technical literature. In
addition, an alpha error of 0.05 and a beta error of 0.2
as well as a test strength of 80 % are used as
calculation basis. An optimal sample size of 50
subjects per group was calculated (taking into
account the alpha and beta error probability as well
as the test strength). Furthermore, a margin for a
possible deviation of the data from the normal
distribution of 5 percent should be added to the
optimal sample size. Thus, the optimal sample size is
53 subjects per group.

The Functional Assessment of Cancer Therapy —
General (FACT-G) was developed to measure QoL
(Quality of Life) in cancer patients receiving therapy.
While the FACT-G is widely used across diverse
cancer patient populations, it was not initially
developed to monitor QoL of patients over a longer
follow-up period or for patients in remission or on
observation. It was initially validated using classical
test theory (CTT) methodology in a heterogeneous
sample of 545 patients with cancer, 8% of whom had
either leukemic cancer or a lymphoma. The FACT-G
subscales and total score demonstrated good internal
consistency reliability, convergent validity and
known-groups validity (Cella, 1993, Yost, 2013).

The SOC (Sense of coherence) was originally
defined by Antonovsky. Therefore, the SOC concept
is composed of three
(a) Comprehensibility, (b)
(c) Meaningfulness, which are related to each other.

important components

Manageability —and
These three components are within the person’s Sense
of Coherence. The original version consists of 29
(SOC-29), while the abbreviated version consists of
13 items (SOC-13). The systematic review showed
that, the SOC questionnaires is used in more than 48
countries in total. Both instruments were validated
many times in many different population groups, from
general population to various groups of patients. The
studies evaluated the reliability, mostly in terms of
internal consistency, as well as various aspects of
validity, e.g. face, criterion, and construct validity and
can be regarded as very good (Stern, 2019).

Several instruments have been developed to
assess psychosocial workload. The COPSOQ
(Copenhagen Psychosocial Questionnaire)
instrument covers a broad range of domains
including Demands at Work, Work Organization
and Job Contents, Interpersonal Relations and
Leadership, Work—Individual Interface, Social
Capital, Offensive Behaviors, Health and Well-
being. Previous versions of the COPSOQ were
developed through factor analyses of a large range
of items, and reliability of resulting scales was
subsequently tested (Burr, 2019). The slightly
stronger  association  between  psychosocial
workload as assessed by COPSOQ and burnout
might be explained by its broader approach
(Nuebling, 2013).

QOL was measured using the SF-12° Health
Survey (version 2.0), a validated shortened version
of SF-36. The physical and mental component scores
which range from 0 to 100. With the population
means at 50, higher scores indicate better physical
and mental QOL, respectively (Ware, 1998).

The palliative outcome scale (POS) emerged as
an important tool for measuring outcomes to assess
the quality of life of patients and families, of the
quality of care provided and the service organization
(Rugno, 2016). The international scientific literature
on the application of POS proved to be relevant to
the advancement and consolidation of the field of
knowledge related to palliative care. The POS is a
multi-dimensional assessment scale of QoL widely
used, both in teaching and research as well as in
clinical practice, applied in people suffering life-
threatening chronic diseases in Palliative Care (PC)
(Rugno, 2016, Wentlandt, 2012).

The Hospital Anxiety and Depression Scale
(HADS) is a brief and widely used instrument to
measure psychological distress in cancer patients and
it is available in French, German, Dutch, Italian,
Spanish, Chinese, and Arabic.

It has been shown that the HADS gives clinically
meaningful results as a psychological screening tool,
in clinical group comparisons and in studies with
several aspects of disease and quality of life. It is
sensitive to change both during the course of disease
and in response to medical and psychological
interventions (Herrmann 1997, Montazeri, 2003).
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The choice for both subscales (HADS-D / A) were
defined by >8 to be appropriate.

The BDI-II modified the BDI to address concerns
with early versions of the scale and to better reflect
DSM-IV/V  diagnostic
disorders. The BDI-II is internally consistent. The

criteria for depressive
BDI-II scores showed good internal consistency with
a Cronbach’s coefficient alpha of 0.89, and the score
interpretations had good convergent validity
(r=0.74) and discriminant validity (r = —0.42). A
three-factor solution of cognitive, affective, and
somatic symptoms emerged using a principal
components analysis  with
(Hobkirk, 2015; Beck, 1996).
Traditionally, the visual analogue scale (VAS)

oblique rotation

has been proposed to overcome the limitations of
ordinal measures from Likert-type scales. A VAS
(visual analogue scale) is typically presented as a
horizontal line, anchored with two verbal descriptors
at the extremes where respondents indicate their
perceived status by placing a mark along the
horizontal line at the most appropriate point.

VASs are easy to understand, administer, and
score, especially when the VAS is implemented with
a computer or a lineal (Sung, 2018).

The Hausliche-Pflege-Skala (HPS) was applied
to obtain a quick overview of the stress situation of
caregiving relatives. The questionnaire is completed
by the carers themselves who care for someone with
chronic assistance or care needs at home. The result
provides initial indications of suitable relief
measures. In addition, the HPS is suitable for cross-
sectional and follow-up examinations to record the
subjective total burden of home caregivers. The
retest reliability (measurement repetition after 14
days) is r = .94. The internal consistency of the
overall scale is o = .91 (Cronbach’s Alpha). The
split-half ~ reliability (Pearson

r=.82 (GréBel, 2011.

correlation) s

Results

Table 1 shows the baseline data sets regarding the
applied questionnaires that were mostly well
comparable. Of the 85 subscales, only the SOC
Nursing Sum Score (p=0.017), the SF-12 Nursing
Sum Scale (p=0.036), and the COPSOQ Scales of
General Practitioners showed significant differences
opportunities  (p=0.020),
leadership (p=0.003), social support (p=0.001) and

in  developmental

community spirit (p=0.024).

Table 1. Comparison of the test results with at least a low effect strength (Cohen’s d > 0.5) at baseline

Study groups
Intervention group Control group
N M Sd N M Sd Cohen’sd | p-value!
SOC Total score nurse t? | 16 81.5 23.5 24 65.9 19.3 0.73 0.017*
SF-12 PSYCHICAL SUM
SCALA (Standard: US standard | 15 53.5 59 21 47.5 9.2 0.79 0.036*
1990) Nurses t1 3
Relationship between work and
private life (work-privacy
13 59.6 16.1 23 459 | 285 0.61 0.226
conflict) COPSOQ (lower=pos.)
General practitioners t1 *
Decision scope COPSOQ
(high=pos.) General | 13 58.0 19.6 23 69.8 17.7 0.63 0.093
practitioners tl *
Development opportunities
COPSOQ (high=pos.) General | 13 76.4 8.9 23 86.1 13.7 0.86 0.020*
practitioners t1 *
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Study groups
Intervention group Control group
N M Sd N M Sd Cohen’sd | p-value'!
Commitment to the workplace
COPSOQ (high=pos.) General | 13 73.2 9.7 23 64.3 17.5 0.66 0.055
practitioners tl *
social support COPSOQ
(high=pos.) General | 9 11.1 38.2 21 60.8 | 28.9 1.48 0.001*
practitioners tl *
Feedback COPSOQ
(high=pos.) General | 9 11.1 41.7 21 33.9 29.1 0.64 0.104
practitioners t1 *
social relations COPSOQ
(high=pos.) General | 8 21.9 52.5 21 58.3 24.5 0.95 0.114
practitioners t1 *
Community spirit COPSOQ
(high=pos.) General | 8 26.0 55.5 21 73.8 | 26.5 1.16 0.024*
practitioners tl *
TOTAL SCALE SOCIAL
RELATIONS AND
MANAGEMENT (high=pos.) 4 13.0 23.7 10 44.0 10.2 1.82 0.106
General practitioners t1 *
General health COPSOQ
(high=pos.) General | 13 78.5 8.0 22 85.0 13.0 0.62 0.085
practitioners t1 *
Burnout COPSOQ (fow=pos) | 31 314 | 180 | 23 | 221 | 159 0.55 0.115
General practitioners t1 *

! p-value (2 sided) * < 0.050; ** < 0.001
2 Sense of Coherence — 13 items: MIN = 13 MAX =91

3 SF-12 Sum scales (Peculiarity 0 — 100); high values = high characteristic value. expected value = 50; SD =

10.4

COPSOQ scales; range 0 (=lowest characteristic value) to 100 (=highest characteristic value)

While the SOC Nursing Sum Score and the SF-12
Mental Sum Scale show significantly more
favourable regarding the initial values in the
intervention group, less favourable values were
found in the COPSOQ subscales Developmental
Opportunities, Social Support and Community
Feeling.

However, at the second point time of the study,
significant differences were found in the subscales of
the Palliative Care Outcome Scale (POS) and the
subscale of the test instrument Functional
Assessment of Cancer Therapy — General (FACT-G)
FUNCTIONAL WELL-BEING of the patients,
whereby the patients, relatives and nurses of the

intervention group achieved less favourable values in
the POS subscales than those of the control group
(Table 2). In particular significant differences
between the two study groups could be determined
within the POS sum score wherein the control group
showed the more favourable values for relatives
(p=0.009) and nurses (p=0.019). The FACT-G
FUNCTIONAL WELL-BEING score showed the
more favourable values for the control group
(p=0.024).

In Table 3 we compared the results of the post-
mortem questionnaire for nurses between the study
groups. No spastically significant differences were
found. Differences regarding the mean values
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showed the more favourable scores within the
intervention group for “how often did your patient
spend time with family or friends” (Md=4 vs. 5;
p=0.059), “how often did your patient spend time
alone” (Md=2 vs. 1; p=0.109) and for “how would
you assess the overall quality of care in the last days
of your patient's life?” (Md=8 vs 6.5; p=0.614).
Table 4 shows the satisfaction values of nurses
and general practitioners with the supervision they
received. In addition to the four superordinate

questions, those 10 of a total of 32 items were
selected for which the most favourable values could
be determined and sorted in descending order with
regard to the achieved /mean value. Remarkable here
are the overall extremely positive assessments of
both nurses and general practitioners regarding
whereby  the
professional group achieved the more favourable

supervision, first-mentioned

values.

Table 2. Comparison of the test results with at least a low effect strength (Cohen’s d > 0.5) at the second test time

Study groups
Intervention group | Control group

Nl M Sd| N| M| Sd| Cohen’sd| p-Wert!

POS Patient Sumscore 18 | 10.6 57119 75| 3.9 0.66 0.063
137

POS Sumscore relatives 19 | 15.9 57| 181121 5.2 0.87 0.009
t3°

POS Sumscore nurses 17 | 13.6 6.6 19| 89| 5.6 0.77 0.019
137

SOC Sumscore Patients 13 ] 58.5 186 | 17| 714 29.1 0.54 0.150
137

FACT-G 151 10.6 39| 18| 144 | 53 0.82 0.024
FUNCTIONAL WELL-
BEING Patients t3°

! p-value (2 sided) * < 0.050; ** < 0.001

2 Questionnaire for assessing palliative care (POS); cumulative score: range 0 (=highest satisfaction) to 40

(=lowest satisfaction)

? Questionnaire for assessing palliative care (POS); cumulative score: range 0 (=highest satisfaction) to 44

(=lowest satisfaction)

* Sense of Coherence — 13 items: MIN = 13 MAX =91

> Functional Assessment of Cancer Therapy - General (FACT-G) (proficiency 0 - 28); high values = high

attribute proficiency

Table 3. Comparison of the Post-Mortem Questionnaire of the Nurses

Study groups
Intervention group Control group
nurses | N | Md | Qs | Qs | N | Md | Q.25 | Q.75 | p-Wert!

How often did it seem that your patient had | 15 | 4.0 | 3.0 | 4.0 | 13| 4.0 | 3.0 | 4.0 | 0.254
his pain under control? *

How often did it seem that your patient had | 15 | 3.0 | 2.0 | 4.0 | 12| 3.5 | 2.0 | 4.0 | 0.792
control over what was going on around
him/her? *

How often was your patient able toeat | 15| 3.0 | 1.0 | 40 |11 | 3.0 | 0.0 | 4.0 | 0919
independently? *
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Study groups
Intervention group Control group
nurses | N | Md | Qs | Qo5 | N | Md | Q.5 | Q.75 | p-Wert!
How often did your patient seem to breathe | 15| 3.0 | 3.0 | 40 |12 | 40 | 2.0 | 4.0 | 0.427
calmly? ?
How often did your patient seem to havea | 15| 3.0 | 2.0 | 4.0 | 11| 3.0 | 2.0 | 4.0 | 0.838
satisfied feeling in the last days of his life? *
How often did your patient seem fearlessin | 14 | 40 | 2.0 | 50 |11 | 4.0 | 2.0 | 4.0 | 0.647
the last days of his life? ?
If there were happy moments in the lastdays | 14| 2.0 | 2.0 | 40 [ 12| 2.0 | 1.0 | 3.0 | 0.374
of your patient’s life (e.g. when your patient
smiled, when you laughed together,
remembered beautiful experiences)? *
How often did your patient seem to be ableto | 15 | 40 | 3.0 | 40 | 12| 4.0 | 3.0 | 40 | 0.719
maintain their own dignity and self-esteem? *
How often did your patient spend time with | 15 | 4.0 | 2.0 | 5.0 | 12| 5.0 | 5.0 | 5.0 | 0.059
family or friends? *
How often did your patient spend time alone? | 15| 2.0 | 1.0 | 3.0 |11 | 1.0 | 0.0 | 2.0 | 0.109
2
How would you assess the overall quality of | 15| 8.0 | 5.0 | 9.0 | 12| 6.5 | 55 | 85 | 0.614
life in the last days of your patient’s life?
(nurse) ’
How would you assess the overall quality of | 15| 8.0 | 8.0 | 9.0 |12 9.0 | 6.5 | 10.0 | 0.373
care in the last days of your patient’s life?
(nurse) ’
Please evaluate the quality of care your | 15| 9.0 | 8.0 | 10.0 | 12| 9.0 | 8.0 | 10.0 | 0.981
patient has received from all doctors and
other caregivers during the last days of his or
her life. (nurses) *
Please evaluate the quality of care your | 15| 8.0 | 8.0 | 9.0 | 12| 9.0 | 7.5 | 10.0 | 0.755
relative has received from his or her doctor
during the last days of his or her life) *
! p-value (2 sided) * < 0.050; ** < 0.001
2 characteristics: 0=never. 1=rare. 2=sometimes. 3=frequently. 4=mostly. 5=always
3 range 0 to 10 (O=very bad vs. 10=very good)
4 range 0 to 10 (O=worst possible care vs. 10=best possible care)
Table 4. Satisfaction with supervision broken down by occupational groups
Nurses N M Sd Md 0.:5 Q.75
How satisfied were you overall with the supervision you | 26 83.7 183 | 95.0 | 75.0 | 100.0
received? *
Could your expectations be met overall? | 26 80.2 16.3 85.0 | 75.0 | 95.0
How do you assess the professional competence of the | 26 87.7 11.8 | 92.5 85.0 | 95.0
supervisor? *
How do you assess the social competence of the | 26 87.7 11.8 | 925 | 85.0 | 95.0
supervisor? *
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Questions about personal attitude towards supervision: | 26 2.8 0.4 3.0 3.0 3.0
I would recommend participation in supervision
b

Questions on personal attitude towards supervision: [ | 26 2.8 0.4 3.0 3.0 3.0
consider theme-centred supervision to be effective and
usefil ®

Questions about my personal attitude towards | 26 2.7 0.5 3.0 2.0 3.0
supervision: By participating in the supervision I was
able to make positive experiences’

Actual perceived improvements: Personal attitude to | 26 2.7 0.5 3.0 2.0 3.0
care’

Questions about personal attitude towards supervision.: | 26 2.7 0.5 3.0 2.0 3.0
I would continue to participate in supervision talks in
the future®

General practitioners/physiscians N M Sd Md | 0.25 | O0.75

How satisfied were you overall with the supervision you | 23 78.5 158 | 75.0 | 75.0 | 95.0
received?”

Were your expectations met overall? “ | 23 72.6 176 | 75.0 | 65.0 | 85.0

How do you assess the professional competence of the | 23 82.6 17.8 | 85.0 | 85.0 | 95.0
supervisor?®

How do you assess the social competence of the | 23 81.7 179 | 85.0 | 75.0 | 95.0
supervisor?®

Expectations of improvements: Communication within | 23 3.8 6.4 3.0 2.0 3.0
the team®

Questions about personal attitude towards supervision: | 23 3.8 6.4 3.0 2.0 3.0
I would recommend participation in supervision®

Expectations of improvements: Communication with | 23 2.5 0.6 3.0 2.0 3.0
patients and caring relatives®

Expectations of improvements: Cooperation with 23 2.5 0.6 3.0 2.0 3.0
patients and caring relatives®

Questions about personal attitude towards supervision: 23 2.5 0.6 3.0 2.0 3.0
I would continue to participate in supervision talks in
the future®

2 Range 0 to 100 (0=not at all satisfied vs. 100=fully satisfied)
b Range 0 to 4 (O=totally incorrect, 1=always incorrect, 2=always correct, 3=totally correct)
Discussion problem associated with life-threatening illness,

The WHO considers access to palliative care as a
human right. In 2014, the WHO recommended that
palliative care should be integrated into primary
health care. To achieve this, several countries,
including Italy, have successfully developed
strategies for end-of-life care at national level,
including a focus on primary care.

Palliative Care is an approach that improves the

quality of life of patients and their families facing the

through the prevention and relief of suffering by means
of early identification and impeccable assessment and
treatment of pain and other problems, physical,
psychosocial and spiritual (World Health Organization,
2019). If palliative care and end-of-life care is provided
at local level through primary care services, a larger
number of people can benefit (Tatum, 2020). The basis
of the concept for nationwide palliative care is
represented at local level by State Law 38 since 2010.
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The national south Tyrolean/Italian strategy for
palliative care follows the WHO recommendations.
These should lead to an improved quality of life
(primary endpoint) and care satisfaction on the part of
patients and relatives. They should also increase the
stress and the quality of life of the caregivers.

The pilot study carried out in the run-up to the
study already showed that relatives of carers are
often uncertain as to who they should contact and
with whom be able to turn topics and questions
around (Engl, 2013). Therefore, the objectives of the
following study were to evaluate the quality of
palliative care in South Tyrol (comparison between
inpatient and outpatient/domestic services). The
sample consisted of patients in palliative care, one
family member providing care (central reference
person), one nurse (central reference person) and the
family doctor. Especially the offered topic-centred
supervision should lead to improvements in various
areas as

- communication and conversation

- dealing with stressful situations

- contact and relationship skills

- self-concepts and stress management methods

Two groups were formed: an intervention group
(with supervision) and a control group. These two
groups were assigned to individual districts. The case
number analysis was based on the central hypothesis
that more favourable values of change in the
dimensions quality of life and depression are
expected in the intervention group compared to the
control group.

A first aim was to find a good balance regarding
the number of supervision meetings. Too frequent
supervision appointments could increase stress (and
thus have a negative effect on the dependent
variables), too few supervision appointments would
not have the desired positive effect on the dependent
variables. Assuming that the intervention group is
supervised 6-10
appointments should initially be scheduled 3-2 hours

for months,  supervision
per week for 3-2 hours each. In the concrete
implementation, however, these intervals between
the two supervision appointments were shifted back
by due to the coordination of the appointments of the
professionals involved and the respective concrete

situation of the survey appointments.

that 2
appointments were made during the patient treatment

Practically it resulted supervision
and one post mortem for each palliative group. In
addition, the intervention group was asked to provide
further data on the

organisation, training needs and priority issues of

important and relevant
palliative care. In cases where palliative patients had
died between the two supervision appointments, the
team of experts decided to carry out the evaluation in
some cases.

At the beginning of the study, the intervention
group and the control group were well comparable in
the vast majority of the study areas. The intervention
group showed the slightly higher scores in the “SOC
total score” for nurses, as well as in the “physical
sum” scale in SF-12. The slightly more advantageous
effect of the “SOC total score” is, however,
sufficiently compensated by the statistical standard
error, as in the SF-12 (Huo, 2018). The statistical
standard error of the SF-12 is also known to be
greater than that of the SF-36. Among physicians, the
intervention group showed the slightly lower scores
in the area of “Development opportunities
COPSOQ” and “Community spirit COPSOQ”. Here
too, the slightly more favourable score is ultimately
sufficiently compensated by the statistical standard
error. Therefore, the only area of particular interest
among general practitioners was ‘“social support
COPSOQ”, in which the control group showed
statistically highly significant better values. With an
error probability of 5% per scale, this effect is due to
the the
probabilities. This is particularly underlined by the
fact that the “TOTAL SCALE SOCIAL
RELATIONS AND MANAGEMENT” score of the
two groups was inconspicuous. Taken together, the

accumulation  of respective  error

two groups were therefore sufficiently comparable at
the starting point of the study.

The palliative outcome scale (POS) is an
important tool for measuring outcomes to assess the
quality of life of patients and families, of the quality
of care provided and the service organization. At the
second test time, the “POS Sum score relatives”
with  the
statistically significantly higher scores

showed, in accordance literature,
in the
intervention group among relatives. In particular, the

“POS Sum score nurses” in this study also showed
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the higher scores in the intervention group. The
analysis of the selected scientific literature has
shown that the POS is a powerful QoL assessment
tool for palliative care. Its application in clinical
practice also in this study could impact positively on
improving the QoL of patients and families,
improving quality of care, in the development and
validation of other reliable instruments, in the
organization of palliative care services and in the
training of health professionals involved, in the early
referral to palliative care (of both cancer and non-
cancer patients) and in the improvement of the
communication / integration of the patient-
family/caregiver-professional triad (Rugno, 2016).
We agree also with Capella Rugno & De Carlo that
the use of the POS as an evaluation tool, expands the
understanding of health professionals about the
importance of using outcome measures in evidence-
based healthcare.

Several gaps remain regarding palliative care.
The “FACT-G FUNCTIONAL WELL-Being
Patients” score showed a rather unexpected better
result for the control group. Kavalieratos et al. came
to similar results. In their meta-analysis they could
show that palliative care interventions were
associated with improvements in patient QOL and
symptom burden. Findings for caregiver outcomes
were inconsistent. However, many associations were
no longer significant when limited to trials at low risk
of bias, and there was no significant association
between palliative care and survival
(Kavalieratos, 2016). However, in line with the
results of this meta-analysis, we also believe that this
circumstance should be further considered. In the
review of Kavalieratos et al. the authors could not
discern the association between specific palliative
care processes and outcomes. Future research should
aim to identify the efficacious component(s) of
palliative care. Among subgroups for which the
efficacy of palliative care has been established (e.g.,
oncology), future trials should consider active
controls to investigate the comparative effectiveness
of different palliative care strategies. Finally, trials
are needed to establish optimal models of palliative
care delivery that help caregivers in addition to
patients. These less favourable results of the patients

and relatives could thus reflect the state of health of

the patients of this study group but could also be
interpreted as an indirect effect of supervision on the
medical and nursing activities.

Outpatient clinics provide an ideal setting within
which to build trusting relationships with patients
and their families, optimize symptom control issues
in a timely manner and explore palliative care in a
structured, longitudinal fashion in tandem with
changes in the patients’ cancer treatment plan.
efforts to
standardize primary palliative care competencies.

Several groups have undertaken
The post mortem analysis did not show any
statistically significant results in the relationship of
nurses to their patients. This was an expected result
from a professional point of view and is in
accordance with the accepted literature. In this
respect, it can be assumed that the perception of the
quality of care from a professional point of view was
identical in both study groups. Moving forward,
more research is needed to determine how different
health systems can best personalize palliative care to
provide the right level of intervention, for the right
patient, in the right setting, at the right time
(Hui, 2018).

Supervision itself was rated completely positively
by the teams (Table 4). Both the nurses and the
physicians showed extremely high approval rates.
GP’s even showed higher approval ratings for
“Expectations of improvements: Communication
within the team” and “Questions about personal
attitude This

considerable benefit in medical activity when

towards supervision”. shows a
supervision is offered. There seems to be a
considerable need for team cooperation. This area
was rated as more important than improving
communication with clients, although this area also
received a very high level of approval. Periodic
supervision serves a more selective care organisation
in the sense of a better understanding of roles,
distribution of tasks, better handling of stressful
situations, prevention of burnout, and would at the
same time promise multiplier effects on the quality
of care and quality of life of patients and relatives. A
structured team supervision with appropriately
trained supervisors would certainly improve the
quality of life of the participating professionals and
patients in the long term.
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Regarding the supervision efforts, we conclude
that the fact that the effects could only be marginally
reflected in the psychometric questionnaires are
probably related to a too low level of supervision. In
the actual implementation, however, these intervals
between the two supervision appointments were
shifted backwards due to the coordination of the
appointments of the participating professionals and
the respective concrete situation of the survey
In this respect,
supervision should be determined in advance. Too

appointments. the extent of
many appointments have a stress-increasing or
negative effect. Too few appointments have no
effect. Also, willingness, need and attitude towards
super revision should be assessed at the beginning.
In addition, the supervision took place in two
appointments and was too selective, so that statistical
effects could not be determined.

From the data collected it can be concluded that a
sustainable impact of supervision can usually only
develop after at least 3 or more supervision meetings.
A cautious introduction requires a lot of time; a direct
introduction can lead to insecurity or stress.
Predominant working modalities and approaches can
vary, which is not to be considered a failure. It seems
important to adjust the number of supervision
meetings according to the needs of the individual
team in order to achieve an optimized team
performance.

In particular, the difference between nurses and
doctors in supervision can be explained by the fact
that nurses have more contact and experience with
supervision. In order to promote a culture of
cooperation between all those working in the
palliative care sector, structured case discussions and
further training with all professional participants
should be offered, for example, also in areas that go
beyond the catchment area for the continuous
development and adjustment of support measures.
These could also help to counteract the gaps in the
interaction and coordination of services and
professionals that still exist according to the study.
These gaps in the areas of coordination and
communication flow were the central theme of most
of the supervision meetings.

The results of the study suggest the need for the
installation of an expert panel, composed of

representatives of professionals, specialist services,
representatives of the hospital departments involved,
and those responsible for the organisation of health
care in the country. The aim should be to reflect on
the organisation of palliative care and to adapt it to
the current and continuously changing needs of the
patients, relatives and professionals concerned, with
particular ~ emphasis on  networking  and
communication. This is in agreement with the
findings of Chang (2018). Chand underlines that
support provided by supervisors and peers has a
positive impact on the nursing personnel when
nurses are providing hospice care for the terminally
ill. Furthermore, Chang points out that sufficient
support from colleagues can be an important source
of comfort for clinical nursing personnel to manage
their preparation for and overall strategies to cope
with the death of patients.

Due to the still prevailing opinion that palliative
care is associated with the immediate end of life, the
palliative diagnosis of patients by professionals
usually begins very late. This led to a high number of
deaths during the course of the study, which also
delayed the time course and completion of the study.
Accordingly, this inevitably leads to difficulties in
the

medical services

coordinating individual professionals and
in networking them and in
concerting the individual support and care services.
This

discussed in the individual supervision meetings. An

circumstance was often mentioned and
early palliative diagnosis would enable palliative
teams, professional staff, in-patients and home care
providers to better coordinate and plan home care
and support. At the same time, relatives and
caregivers, as well as the patient himself or herself,
would be better prepared for this new phase of life or
illness. A lot of awareness-raising work and training
and guidance is still needed here, both in society and
in health and social institutions.

According to the World Health Organization
(WHO), patients with advanced cancer and other
terminal diseases benefit from early identification
and proactive PC (Llobera, 2017). In summary, the
supervision meetings came to the conclusions that
to better
palliative care and has a more favourable effect on

timely diagnosis leads coordinated

the quality of life of the affected professionals,
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patients and relatives of caregivers, and on the course
of the disease.

The results showed that supervision is an
instrument that on the one hand supports and
promotes teamwork, uncovers possible blind spots of
the directly involved professionals, provides a
critically constructive meta-view on the specific case
situation and on the other hand increases the
resilience of the professionals. This is also confirmed
by studies conducted elsewhere on the effects of
supervision.
the
understanding of roles, the distribution of tasks, the

Supervision also serves to improve
handling of stress situations and the prevention of

burnout.

Limitations of the study

In particular, it should be noted that the data
acquisition was conducted over a period of 5 years.
During this time, circumstances of the different teams
may change, which could not be taken into account in
the study. In particular, the change in the composition
of teams was not taken into account. A further
limitation results from the fact that the number of
supervisions was not changed individually. It is
therefore possible that teams may have required more
supervision than it was possible to offer. Finally, it
should be noted that the number of investigation
instruments used was a little too high. However, this
was due to the fact that, at the beginning of the study,
no data on this subject was sufficiently available over
such a long period of time. On the other hand, the
study is therefore certainly a reference source for
further studies, which should deal in particular with
the optimisation of the number of team supervisions
in palliative care teams. Lastly, it should be pointed
out that the applied concept of team supervision is
only one possible among many others.
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BIIJINB I BUKJINKU CTOCOBHO HAI30PY B KOMAHJAX IMTAJITATUBHOI'O AOTJISIAY:

PE3VJBTATH 5-PTYHOTO JOCJIII)KEHHS Y MIBAEHHOMY TIPOJII (ITAJIIS)

Kaayc Cap6ep!, CanbBatope Jxaxomyuui', Karpin Tann?, Mapis Jlyiza O6excep?, Auna Iereae-Biacoixiaep?,

Anoan¢ Eurs?, Iean Titos’, Mapkyc Epra?, Maprun Page’, Kipa Cenux®, Onexcanap Kouapsin’, Haranin Bapinosa®
'Vuisepcumem [llonpon, Yeopwuna; Kageopa ncuxonozii Yuieepcumemy 3uzmynoa ®peiida, Bioens, Aecmpis

2Incmumym 3a2anvHoi Meduyuny, nposinyitinutl konedic meouunux npogecii “Knaydiana”, Bonvyano, Imanis

3Vuisepcumem ILlonpon, Yeopwuna, Ilonmasa, Hayionanvnuii nedazoziynuti ynisepcumem imeni B.I. Koponenxa, Ilonmasa, Yrpaina

“Biopo cmamucmuynux docnioxcens, Incopyx, Ascmpis

SXapxiecorutl nayionanvbnuil yrisepcumem imeni B.H. Kapasina, Xapkie, Yxpaina

Mera: OriHka KJIiHI9HOTO JOTJISAY, OPIEHTOBAHOTO Ha PE3yJbTaT, IS MOKPAICHHS SKOCTI MEIM4HOI noroMord. JuzaitH: Mu
MIPOBENH PaHA0Mi30BaHe, JOBIOTEPMiHOBE KOHTPOJIbOBAHE AOCIIKEHHS. 3arajioM y JOCIiPKeHH] Opaitk y4acTb 32 pailoHu OXOPOHHU
310poB’st. st OMiHKY BTPYYaHHS B SIKOCTI MOKAa3HMKIB SIKOCTI CIIOCTEPEXEHHsI OyiH 3i0paHi HACTYIHI IMOKAa3HUKH: SIKICTH >KUTTS
(FACT-G, SF12, POS), ncuxonoriunuii crpec, aenpecis, Buropanns (mkamun HADS, BDI-II, VAS, HPS), nouyTTs 31aropKeHocTi
(SOC-13), 3amoBosieHHA TYpOOTOIO, CIUIKYBaHHSAM Ta MIATPUMKOIO 3 OOKY MAli€HTIB Ta poaudiB (mkamun VAS) Ta ymoBaMH mparii
(COPSOQ) 3 6oky mencectep Ta cimelHux JnikapiB. Pesynpratu: 3 85 mimmkan SOC mams mencectep (p = 0,017), mkana amst
cectpuHCchkoi cnpaBu SF-12 (p = 0,036) ta mkana mikapiB 3aranpHoi mpaktuku COPSOQ mokazanm 3Ha4HI BiIMIiHHOCTI Y
MOXJIMBOCTSIX po3BUTKY (p = 0,020), minepcrso (p = 0,003), coniamsra migrpumka (p = 0,001) ta myx rpomanu (p = 0,024). Ha npyromy
eTari JOCiiKeHHs OyJIi 3Hai/IeHI CyTTEBI BiAMIHHOCTI y MiIIKaIax [IKalId pe3yabTaTiB naniatuBaoi gonomoru (POS) Ta migurkanu
TecTOBOTO iHCTpyMeHTy DyHKIIOHaATBHA OIiHKA Tepamii paky - 3arainbHe (FACT-G) manienTiB. 3HaueHHS 3aJ0BOJICHOCT MeICECTep
Ta JIiKapiB 3araJIbHOI MPAKTHKX HATJIA0M MTOKa3aId HaA3BUYAHHO TO3UTHBHI OLIIHKH SIK MEACECTED, TaK i JiKapiB 3araabHOI NPAaKTUKH
070 Harmsiay. BucHoBkM: Harisa MO3MTHBHO BIUIMBAE Ha IPOLEC MaliaTHBHOI JOMAIIHBOI JOTMOMOTH. 31a€ThCS BayKIMBHM
CKOPHUTYBaTH KiIbKICTh Hapaj 3 HATJISIIY BiAOBIIHO JI0 MOTPEO OKPEMOi KOMaH/IH, 1100 JOCSTTH ONTUMI30BaHOI poOOTH KOMaH/IH.
KurouoBi ciioBa: Harmsa 3a KOMaH/I010; TTAJIiaTUBHA JOIIOMOT'; AOTJISAL 32 KiHIIEM KUTTS;, IEPCIIEKTUBH JKaps
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