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E
arly systematic assessment and management of cancer-related symp-

toms has been shown to improve patient- and system-level outcomes 

(Berry et al., 2011; Gilbert et al., 2012; Kearney et al., 2008). Oncology 

nurses, in collaboration with the interdisciplinary team, play a fun-

damental role in identifying, assessing, and managing physical and 

psychological symptoms that patients experience throughout their cancer 

journey. Nurses are also most available to care for patients and their families. 

Purpose/Objectives: To examine oncology nurses’ attitudes toward and reported use of the 

Edmonton Symptom Assessment System (ESAS) and to determine whether the length of 

work experience and presence of oncology certification are associated with their attitudes 

and reported usage.

Design: Exploratory, mixed-methods study employing a questionnaire approach.

Setting: 14 regional cancer centers (RCCs) in Ontario, Canada.

Sample: Oncology nurses who took part in a larger province-wide study that surveyed 960 

interdisciplinary providers in oncology care settings at all of Ontario’s 14 RCCs.

Methods: Oncology nurses’ attitudes and use of ESAS were measured using a 21-item 

investigator-developed questionnaire. Descriptive statistics and Kendall’s tau-b or tau-c test 

were used for data analyses. Qualitative responses were analyzed using content analysis.

Main Research Variables: Attitudes toward and self-reported use of standardized symptom 

screening and ESAS.

Findings: More than half of the participants agreed that ESAS improves symptom screen-

ing, most said they would encourage their patients to complete ESAS, and most felt that 

managing symptoms is within their scope of practice and clinical responsibilities. Quali-

tative comments provided additional information elucidating the quantitative responses. 

Statistical analyses revealed that oncology nurses who have 10 years or less of work experi-

ence were more likely to agree that the use of standardized, valid instruments to screen 

for and assess symptoms should be considered best practice, ESAS improves symptom 

screening, and ESAS enables them to better manage patients’ symptoms. No statistically 

significant difference was found between oncology-certified RNs and noncertified RNs on 

attitudes or reported use of ESAS.

Conclusions: Implementing a population-based symptom screening approach is a major 

undertaking. The current study found that oncology nurses recognize the value of standard-

ized screening, as demonstrated by their attitudes toward ESAS.

Implications for Nursing: Oncology nurses are integral to providing high-quality person-

centered care. Using standardized approaches that enable patients to self-report symptoms 

and understanding barriers and enablers to optimal use of patient-reported outcome tools 

can improve the quality of patient care.
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However, the literature shows that patients continue 

to experience unmet needs and distress throughout 

their illness trajectory, resulting in poorer quality of 

life (Barbera et al., 2012; Chang, Hwang, Feuerman, & 

Kasimis, 2000; Deshields, Potter, Olsen, Liu, & Dye, 

2011). 

Symptom burden may be underestimated because 

of the under-recognition of symptoms by nurses and 

other healthcare providers. In a prospective study of 

1,933 patient–healthcare provider dyads across 11 Eu-

ropean countries, physicians and nurses underestimat-

ed symptom intensities in about 1 in 10 patients with 

cancer and overestimated it in 1% of patients (Laug-

sand et al., 2010). Although the study found that nurse 

assessments were more in alignment with patient 

ratings than physician assessments, concerns regard-

ing oncology nurses’ acknowledgement of patients’ 

symptoms remain an identified gap in care. Another 

prospective study examined the accuracy of oncol-

ogy nurses’ recognition of supportive care needs and 

symptoms of their patients undergoing chemotherapy 

and found that nurses significantly under-recognized 

patients’ psychological symptoms, support needs, 

and general physical symptoms, such as constipation, 

insomnia, dyspnea, and pain (Nakaguchi et al., 2013). 

Other studies have found that oncologists and nurses 

may not always be accurate in identifying patients 

with significant distress (Mitchell, Hussain, Grainger, 

& Symonds, 2011; Mitchell & Kakkadasam, 2011).

To address this gap, initiatives such as patient-

reported outcome (PRO) tools have become a focus 

of routine clinical practice (Greenhalgh, 2009; Sny-

der et al., 2012). Indicating scores for outcomes on 

symptoms that matter to patients has been shown to 

be more reliable than clinician identification of symp-

toms (Lipscomb et al., 2007) or relying on patients to 

call between visits to voice particularly bothersome 

or worrisome complaints (Basch & Abernethy, 2011). 

In addition, the use of PRO tools has been found to 

help improve patient–clinician communication and 

symptom detection and management (Basch et al., 

2005; Chen, Ou, & Hollis, 2013; Cleeland et al., 2011; 

Seow, Sussman, Martelli-Reid, Pond, & Bainbridge, 

2012), leading the way toward optimal and timely 

symptom management (Basch & Abernethy, 2011). 

The Edmonton Symptom Assessment System 

(ESAS) (Bruera, Kuehn, Miller, Selmser, & Macmillan, 

1991) is a valid and reliable standardized symptom 

screening patient-reported tool that was first de-

veloped for patients receiving palliative care and is 

being used in its revised form in several large oncol-

ogy settings as part of standard clinical care (Basch 

& Abernethy, 2011; Dudgeon et al., 2012). ESAS is 

used to screen for the intensity of nine common 

symptoms experienced by patients: pain, tiredness, 

nausea, drowsiness, depression, anxiety, appetite, 

shortness of breath, and well-being (Bruera et al., 

1991; Watanabe, Nekolaichuk, & Beaumont, 2012). It 

offers nurses and other providers with a snapshot of a 

patient’s physical and psychological symptom profile, 

including severity rating (Fitch, Howell, McLeod, & 

Green, 2012). Use of ESAS as a screening tool was im-

plemented by Cancer Care Ontario in 2006 and is rec-

ommended for use in all patients with cancer visiting 

the 14 regional cancer centers (RCCs) across Ontario, 

Canada (Dudgeon et al., 2012). The tool can easily be 

accessed from the organization’s website (http://bit 

.ly/2gkh83l) alongside guidelines for use (http://bit 

.ly/2gVethB). ESAS has also been implemented across 

a number of partner hospitals in Ontario, Canada. 

Some literature has explored the perspectives of 

Ontario healthcare providers toward the use of ESAS; 

however, these studies focused on a single center 

(Bainbridge et al., 2011) or physician-only group 

(Chasen, Bhargava, Dalzell, & Pereira, 2015) within 

the Ontario cancer system. Bainbridge et al. (2011) 

saw variable adoption of the tool throughout a cancer 

center (particularly among physicians), with Chasen 

et al. (2015) reporting a more favorable attitude to-

ward regular use by medical oncologists and general 

practitioners in oncology compared to radiation on-

cologists at a different site.

A review of the literature suggests that attitudes of 

nurses toward a topic may be influenced by various 

factors, such as age, gender, education level, years 

of nursing experience, and education in the specific 

topic area (Cevik & Kav, 2013; Ford & McInerney, 2011; 

Lange, Thom, & Kline, 2008). Khader, Jarrah, and 

Alasad (2010) found that older nurses feel more com-

fortable talking about end-of-life issues than younger 

ones, and women are more open to death-related 

thoughts and feelings than men. Integration of ESAS 

into nursing school curricula and continuing educa-

tion programs, along with individual experiences, may 

enhance nurses’ positive attitudes toward caring for 

dying patients.

Objectives

Oncology nurses play an important role in symptom 

management (Canadian Association of Nurses in On-

cology, 2012; Fitch et al., 2012; Mick, 2008), and the 

study team hypothesized that nurses’ years of work 

experience and the designation of CON(C) (Certified 

in Oncology Nursing in Canada) may affect their atti-

tudes toward the use of systematic assessment tools. 

In Canada, CON(C) national certification is granted by 

the Canadian Nurses Association following comple-

tion of work in the specialty and successful results on 

the national examination. However, to date, little has 
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been done to understand the use of a standardized 

symptom assessment tool from a nursing perspective. 

This could help to address gaps in nursing practice 

and promote person-centered care for patients.

The objectives of this study were twofold: to ex-

amine attitudes toward and reported use of ESAS 

among oncology nurses and to identify whether a 

relationship exists between nurses’ attitudes toward 

ESAS and the length of their work experience or the 

presence of oncology certification.

Methods

Study Participants and Procedures

The current study analyzed responses from oncology 

nurses who took part in a larger province-wide study 

that surveyed a total of 960 interdisciplinary providers 

in oncology care settings at all of Ontario’s 14 RCCs 

where standardized systematic symptom assessment 

is routine (Pereira et al., 2016). A multipronged ap-

proach, including a provincial project plan and man-

agement and evaluation framework, was undertaken 

in 2006 to implement the Interactive Symptom Assess-

ment and Collection—including ESAS—alongside ex-

pert coaching and guidance of healthcare practitioners 

(Dudgeon et al., 2012; Pereira et al., 2014).

Potential participants currently practicing in ambu-

latory settings within one of the 14 RCCs were asked by 

the Ontario Cancer Symptom Management Collabora-

tive center-specific leads to participate in the current 

study. Participants were invited via email to complete 

an anonymous online survey; they were given four 

weeks to complete the survey. Nonresponders were 

sent as many as three reminder emails during a four-

week study period until they responded or opted out.

The surveys were completed from April to June 

2014. The study was approved by the Ottawa Health 

Science Network Research Ethics Board as the pri-

mary site, and all participants provided informed 

consent prior to completing the questionnaire.

Measures

Participant characteristics were obtained from the 

demographic data section of the questionnaire, which 

included gender, years of practice, and presence of on-

cology certification among the respondent nurses (see 

Table 1). Attitudes toward and reported usage of ESAS 

(see Tables 2 and 3) were measured using the ESAS in 

clinical care section of the overall 21-item question-

naire, with 17 closed-ended (dichotomous, Likert-type 

scale, or frequency) and 4 open-ended questions. The 

design of this survey also included an opportunity to 

gather qualitative data; participants were asked to 

provide additional comments after certain questions 

to better understand their perspectives.

With permission, the survey was modeled after those 

used in two previous Ontario-based studies (Chasen et 

al., 2015; Seow et al., 2012). It was checked for face and 

content validity by the principal investigators and then 

transferred to an electronic format (FluidSurveysTM). 

Statistical Analyses

Quantitative data were analyzed using SPSS®, ver-

sion 23.0. Descriptive statistics were used to gener-

ate frequencies and percentages for demographic 

variables and individual scale items. Kendall’s tau-b 

or tau-c test was used to explore nurses’ attitudes and 

use of ESAS in relation to their years of practice and 

presence of oncology certification. A stratified analy-

sis was performed using the same test to assess the 

presence of CON(C) national certification by length 

of work experience and to investigate whether a dif-

ference in attitudes existed.

An examination of missing data did not reveal any 

systematic or nonrandom patterns across measures. 

Pairwise deletion was used to handle missing re-

sponses. The Mahalanobis distance method was used 

to determine if multivariate outliers existed in the 

data (Hazewinkel, 2001).

Qualitative Analyses

Free-text comments were analyzed using a quali-

tative content analysis approach (Priest, Roberts, 

& Woods, 2002; Weber, 1990) with QSR® NVIVO 10. 

Free-text comments were analyzed in context of the 

companion quantitative questions and response type 

(agree or disagree) when appropriate. Strongly agree 

and agree free-text comments for each question were 

collapsed and coded together (agree), and the same 

was done for strongly disagree and disagree comments 

TABLE 1. Sample Characteristics (N = 353)

Characteristic n %

Gender

Female 347 98

Male 3 1

Unspecified 3 1

Years of practice in an oncology setting

0–5 56 16

6–10 78 22

11–15 68 19

16–20 55 16

More than 20 96 27

Type of oncology nurse

RN with CON(C) 178 50

RN without CON(C) 134 38

Nurse practitioner 27 8

Clinical nurse specialist 14 4

CON(C)—Certified in Oncology Nursing in Canada

Note. Based on information from Pereira et al., 2016.
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TABLE 2. Responses Regarding Attitudes About Symptom Management and ESAS

Survey Statement n % 95% CI

Symptom screening with standardized instruments 

should be considered best practice. (N = 351)
Strongly agree 97 28 [23, 32.3]

Agree 189 54 [48.6, 59.1]

Neutral 38 11 [7.6, 14.1]

Disagree 21 6 [3.5, 8.5]

Strongly disagree 6 2 [0.4, 3.1]

Taking a history regarding relevant symptoms is  

sufficient for symptom screening. (N = 347)

Strongly agree 34 10 [6.7, 12.9]

Agree 141 41 [35.5, 45.8]

Neutral 70 20 [16, 24.4]

Disagree 95 27 [22.7, 32.1]
Strongly disagree 7 2 [0.5, 3.5]

ESAS helps patients report their symptoms. (N = 350)

Strongly agree 79 23 [18.2, 27]

Agree 182 52 [46.8, 57.2]

Neutral 55 16 [11.9, 19.5]

Disagree 31 9 [5.9, 11.8]

Strongly disagree 3 1 [0, 1.8]

ESAS improves the efficiency of the meeting with the 

patient. (N = 348)

Strongly agree 66 19 [14.9, 23.1]

Agree 143 41 [35.9, 46.3]

Neutral 85 24 [19.9, 28.9]

Disagree 44 13 [9.2, 16.1]

Strongly disagree 10 3 [1.1, 4.6]

ESAS serves as a useful starting point to assess  

patients’ symptoms. (N = 350)

Strongly agree 108 31 [26, 35.7]

Agree 189 54 [48.8, 59.2]

Neutral 39 11 [7.9, 14.4]

Disagree 11 3 [1.3, 5]

Strongly disagree 3 1 [0, 1.8]

ESAS improves symptom screening. (N = 349)

Strongly agree 56 16 [12.2, 19.9]

Agree 174 50 [44.6, 55.1]

Neutral 79 23 [18.3, 27]

Disagree 34 10 [6.6, 12.9]

Strongly disagree 6 2 [0.4, 3.1]

ESAS is a useful aid to documenting symptoms.  

(N = 344)

Strongly agree 48 14 [10.3, 17.6]

Agree 176 51 [45.9, 56.5]

Neutral 80 23 [18.8, 27.7]

Disagree 34 10 [6.7, 13]

Strongly disagree 6 2 [0.4, 3.1]

ESAS histograms are useful for monitoring symptoms. 

(N = 344)

Strongly agree 69 20 [15.8, 24.3]

Agree 178 52 [46.5, 57]

Neutral 84 24 [19.9, 29]

Disagree 12 3 [1.6, 5.4]

Strongly disagree 1 0 [0, 0.9]

CI—confidence interval; ESAS—Edmonton Symptom Assessment System

Note. Because of rounding, percentages may not total 100.

(disagree). Analytic consen-

sus was reached through a 

process of coding review and 

discussion of main themes. 

Additional details on the qual-

itative analysis approach are 

presented in Pereira et al. 

(2016).

Results

Sample

RNs (N = 1,012) were iden-

tified across 14 RCCs in On-

tario, and 361 (36%) complet-

ed the online survey. Of the 

361 responses, 8 (2%) were 

identified as outliers (using 

a critical point of 31.264 with 

the Mahalanobis distance 

method) and excluded from 

data analysis. The current 

analyses included responses 

from a final sample of 353 on-

cology nurses, representing 

37% of the total sample in the 

larger study.

Of the 353 RNs who partici-

pated in the current study, 41 

(12%) were advanced prac-

tice nurses with master’s-

level education (clinical 

nurse specialists and nurse 

practitioners), and 178 (50%) 

were certified with CON(C). 

Ninety-six nurses (27%) had 

practiced more than 20 years 

in an oncology setting at the 

time of assessment.

Attitudes

Collaborative responsibil-

ity: A majority of nurses (n = 

318, 90%) agreed or strongly 

agreed that managing symp-

toms was within their scope 

of clinical responsibilities. Of 

those who reported agree-

ment and provided a free-text 

comment (n = 40, 11%), some 

reported that symptom man-

agement was a collaborative 

responsibility together with 

other providers, acknowledg-

ing the role of referral to other 

(Continued on the next page)
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providers when appropriate. As one nurse stated, 

“Managing some symptoms is within my scope of prac-

tice—not all of them. The team contains people who 

together we can [address the symptoms].”

Standardized tools as best practice: Many nurses (n =  

286, 81%) agreed or strongly agreed with the state-

ment: “Generally, in everyday practice, the regular use 

of standardized, valid instruments to screen for and 

assess symptoms should be considered best prac-

tice.” Of the nurses who were in agreement and also 

provided a free-text comment (n = 85, 24%), some re-

ported that standardized tools allowed for all patients 

to be assessed in a consistent manner, and others 

noted the role of tools in helping to focus the visit on 

patient needs, as the following comment illustrates: 

“[Standardized, valid instruments] allow consistency 

in approach to patient problems and help direct care 

to issues identified as most important to the patient.”

Of those who disagreed and also provided a free-

text comment (n = 17, 5%), some nurses felt that a 

standardized tool, such as ESAS, may not be suit-

able or sufficient for all populations of patients with 

cancer. One participant said, “[Standardized tools] 

should be used as a guideline. . . . Depending on dis-

ease site or treatment, a symptom may be missed in 

the standardized tool because it is not covered.”

Patients reporting symptoms with the Edmonton 

Symptom Assessment System: Of all nurses partici-

pating, 261 (74%) agreed or strongly agreed with the 

statement, “The ESAS helps 

patients report their symp-

toms.” Some participants 

commented that ESAS helps 

to ensure that symptoms are 

not missed. As one nurse 

noted, “Most patients forget 

to mention symptoms and 

feel better having the list of 

symptoms in front of them 

to ensure that all symptoms 

are reported and addressed.” 

However, of those who dis-

agreed and also provided 

free-text comments (n = 28, 

8%), some reported that cer-

tain patients may be con-

fused with aspects of the 

ESAS tool, with one nurse 

stating that many patients fill 

it out incorrectly.

The Edmonton Symptom 

Assessment System and effi-

ciency: More than half of the 

nurses (n = 209, 59%) agreed 

or strongly agreed that the 

ESAS improves the efficiency of the meeting with the 

patient. Of those in agreement, 61 participants (17%) 

also provided a free-text comment, with many report-

ing that ESAS helped to focus the assessment on what 

was important to the patient. As one nurse reported, 

“[With ESAS], we are more able to pinpoint the [pa-

tient’s] most distressing symptoms. . . . It makes the 

assessment more efficient.”

In contrast, of the participants who disagreed and 

also provided a free-text comment (n = 33, 9%), some 

reported that ESAS slowed down clinics because cli-

nicians may have to wait for the patient to fill it in or 

that patients often reported issues that may not be 

related to their cancer. One nurse stated, “[ESAS] may 

actually lengthen [the visit], as some symptoms are 

not related to the current visit.”

Symptom screening and assessment: Although 

only 230 of the nurses (65%) agreed or strongly 

agreed that ESAS improves symptom screening, 297 

(84%) agreed or strongly agreed that ESAS served as 

a useful starting point to assess patients’ symptoms, 

with 52 participants (15%) also providing a free-text 

comment. Some nurses emphasized that ESAS helped 

to open the discussion but was a starting point and 

made up only part of the assessment, as this com-

ment illustrates: “That’s just it. . . . [ESAS] is a starting 

point. It gets the [patient] thinking about how they 

are feeling and opens up the conversation for further 

assessment.”

TABLE 2. Responses Regarding Attitudes About Symptom Management and ESAS 

(Continued)

Survey Statement n % 95% CI

ESAS enables me to better manage my patients’ 

symptoms. (N = 348)

Strongly agree 42 12 [8.7, 15.5]

Agree 144 41 [36.2, 46.6]

Neutral 112 32 [27.3, 37.1]

Disagree 42 12 [8.7, 15.5]

Strongly disagree 8 2 [0.7, 3.9]

I encourage my patients to complete ESAS. (N = 350)

Strongly agree 96 27 [22.8, 32.1]

Agree 189 54 [48.8, 59.2]

Neutral 55 16 [11.9, 19.5]

Disagree 8 2 [0.7, 3.9]

Strongly disagree 2 1 [0, 1.4]

Managing symptoms is within my scope of clinical  

responsibilities. (N = 345)

Strongly agree 161 47 [41.4, 51.9]

Agree 157 46 [40.3, 50.8]

Neutral 22 6 [3.8, 9]

Disagree 4 1 [0.03, 2.3]

Strongly disagree 1 0 [0, 0.9]

CI—confidence interval; ESAS—Edmonton Symptom Assessment System

Note. Because of rounding, percentages may not total 100.
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discussion with the patient, allowing the visit to focus 

on the patient’s main concerns, as expressed in the 

following: “[ESAS] gives the patient a voice and abil-

ity to focus on the symptoms that are their concern.”

Person-centered care: When asked what they liked 

best about ESAS, many nurses reported that it served 

as a patient-driven tool, allowing the patient’s voice 

to be heard. Many felt that ESAS helped open the 

TABLE 3. Comparison of Participants’ Levels of Agreement in Relation to Years of Practice and Presence  

of Oncology Certification

Years of Experience

Presence of Oncology  

Certificationa

10 or Less 

(N = 134)

More Than 

10 (N = 219)

RNs With 

CON(C) 

(N = 178)

RNs 

Without 

CON(C)  

(N = 134)

Survey Statement n % n % p n % n % p

Attitudes toward symptom management and ESASb

Generally, in everyday practice, the regular 

use of standardized, valid instruments to 

screen for and assess symptoms should be 

considered best practice.

115 86 171 78 0.049 141 79 108 81 0.734

Taking a history regarding relevant symp-

toms is sufficient for the purposes of 

symptom screening.

70 52 105 48 0.518 89 50 74 55 0.465

ESAS helps patients report their symptoms. 105 78 156 71 0.131 128 72 96 72 0.936

ESAS improves the efficiency of the meeting 

with the patient.

85 63 124 57 0.149 96 54 83 62 0.112

ESAS serves as a useful starting point to  

assess patients’ symptoms.

118 88 179 82 0.098 145 81 113 84 0.381

ESAS improves symptom screening. 98 73 132 60 0.013 107 60 88 66 0.259

ESAS is a useful aid to document symptoms. 90 67 134 61 0.206 108 61 83 62 0.703

ESAS histograms are useful for monitoring 

symptoms.

98 73 149 68 0.324 126 71 88 66 0.287

ESAS enables me to better manage my  

patients’ symptoms.

81 60 105 48 0.014 81 46 75 56 0.05

I encourage my patients to complete ESAS. 109 81 176 80 0.665 137 77 114 85 0.057

Managing symptoms is within my scope of 

clinical responsibilities.

122 91 196 89 0.597 161 90 119 89 0.599

Reported usage of ESASc

In your clinics, how often do you look at your 

patients’ ESAS scores?

115 86 196 89 0.304 156 88 118 88 0.728

In your clinics, how often do you talk to  

patients about their ESAS scores?

108 81 183 84 0.55 149 84 107 80 0.891

In your clinics, how often do you incorporate 

ESAS into your care plan?

97 72 158 72 0.749 127 71 95 71 0.723

a Excludes nurse practitioners and clinical nurse specialists (those with advanced education)
b Number of responses rated agree or strongly agree
c Number of responses rated often or always

CON(C)—Certified in Oncology Nursing in Canada; ESAS—Edmonton Symptom Assessment System

Note. Based on information from Pereira et al., 2016.
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Nurses also liked the feature of tracking patients’ 

symptoms over time. For example, they reported that 

tracking symptoms allowed them to monitor treat-

ment effectiveness. One nurse said, “When there are 

specific symptoms that you need to follow up with, 

the documentation of previous numbers can easily 

be seen to monitor effectiveness of treatment down 

the road.”

Areas for improvement: When asked what they 

would like to change about ESAS, nurses emphasized 

the need for improved patient instructions on how 

to complete ESAS, citing several areas of confusion 

that patients may experience. For example, “Appe-

tite—many people think if they have a good appetite, 

they put a 10.” Suggestions were also made on how to 

amend the tool. For example, to have “more site spe-

cific symptoms depending on the patient’s primary 

or multiple cancer diagnosis.” In addition, nurses re-

ported the need to add additional symptoms to ESAS, 

such as constipation, which was noted as “a frequent 

symptom that is not reported.” 

Reported Use

A majority of nurses (311 of 348, 89%) indicated that 

they often or always reviewed their patients’ ESAS 

scores in clinic, 291 of 344 (85%) talked to patients 

about their ESAS scores, and 255 of 340 (75%) incor-

porated symptom management in response to ESAS in 

their care plan. 

Differences Among Oncology Nurses

A statistically significant difference was found in 

attitudes toward ESAS between nurses with differ-

ent lengths of work experience. Compared to nurses 

with more than 10 years of work experience, nurses 

who had 10 years of experience or less were more 

likely to agree that: (a) in their practice, the regular 

use of standardized, valid instruments to screen for 

and assess symptoms should be considered best 

practice (p = 0.049); (b) ESAS improves symptom 

screening (p = 0.013); and (c) ESAS enables them to 

better manage patients’ symptoms (p = 0.014). No 

statistically significant difference was found between 

oncology-certified RNs and noncertified RNs on at-

titudes toward ESAS. Regarding reported usage of 

ESAS, no difference was found between those with 

less than or more than 10 years of practice experi-

ence or between those who are or are not oncology 

certified.

Results from the stratified analysis revealed that 

no statistically significant correlation (using Kend-

all’s tau-b) was found between years of work experi-

ence and attitudes toward standardized symptom 

management and ESAS, regardless of CON(C) des-

ignation.

Discussion

Implementing a population-based symptom screen-

ing initiative is a major undertaking (Dudgeon et al., 

2012; Pereira et al., 2014). As ESAS and other PRO 

tools are being introduced in clinical settings, under-

standing how nurses view and use these instruments 

will add value to nursing care. To date and to the 

authors’ knowledge, the current study is the first to 

examine oncology nurses’ attitudes and reported 

use of ESAS in multiple cancer centers. Results of 

the current study revealed that many nurses value 

a standardized approach to assess and intervene on 

symptom issues. When compared with nurses, only 

66% of physicians in the larger study considered the 

use of standardized tools to screen for symptoms as 

best practice (Pereira et al., 2016). In addition, most 

nurses encourage their patients to complete ESAS, 

which may suggest that nurses value the patient 

voice. These findings further support that nurses ap-

preciate that appropriate tools are useful to improve 

patient care and the patient experience. 

The role of nursing in symptom management is criti-

cally important. Oncology nurses play an integral role 

in providing high-quality, comprehensive patient care 

by screening for and assessing symptoms across the 

care continuum and settings. Although most nurses 

agreed or strongly agreed that managing symptoms 

is within their scope of practice and clinical respon-

sibilities, many also acknowledged the need to work 

collaboratively with other providers in managing 

patients’ symptoms. This acknowledgement may 

indicate that interdisciplinary communication is oc-

curring in the clinic, which is a critical success factor 

in implementing symptom screening and assessment 

as a programmatic approach (Fitch et al., 2012). More 

importantly, it demonstrates that all providers have a 

role in symptom management.

Since the beginning of this century (Ferguson & 

Day, 2005), in Canada and other countries, greater 

emphasis has been placed on the application of us-

ing evidence-based practice in nursing education. As 

such, nurses who are relatively new in the field may 

be more likely to engage in evidence-based practice 

and value the standardized approach to symptom 

management. This hypothesis aligns with the find-

ing from the current study, in which nurses with 10 

years of experience or less were found to have more 

positive attitudes toward standardized symptom 

management and the use of a PRO tool (i.e., ESAS). 

Although the authors hypothesized that attitudinal 

differences may exist between oncology-certified 

nurses versus those without certification, this was 

not observed in the current study. The current study 

also found no statistically significant difference 
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Implications for Nursing

Oncology nurses are integral members of the cancer 

team in clinical and community settings and remain 

key to the success of patients and family caregivers in 

providing high-quality, person-centered care. Nurses 

understand the needs of patients and value the oppor-

tunities to use a standardized, consistent approach 

that enables patient reporting of symptoms and dis-

tress. The better the benefits, facilitators, and barriers 

to using PRO tools in clinical practice are understood, 

the more the use of those tools can be optimized to 

improve the quality of patient care. 

Conclusion

Using a population-based screening approach pro-

vides the opportunity to improve the patient experi-

ence on a global scale, but challenges exist to imple-

menting it effectively. The current study revealed 

findings that can be used by other practice settings 

as PRO tools are introduced. Additional interventions 

should explore and provide strategies to improve 

the limitations of ESAS, and provide a focus on clinic 

service design to integrate PRO data collection and 

response systems into workflow.

The authors gratefully acknowledge Sean Molloy, MHSc, 

Serena Kurkjian, MBA, Wenonah Mahase, MBA, and Reena 

Tabing, MA, for their work and support on this study.
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literature and translate findings to clinical practice, 

education, administration, and research. Use the following 

questions to start discussion at your next journal club 

meeting. Then, take time to recap the discussion and 

make plans to proceed with suggested strategies.

1. The Edmonton Symptom Assessment System (ESAS) 

described in the current study assesses the following: 

pain, tiredness, nausea, drowsiness, depression, 

anxiety, appetite, shortness of breath, and well-being. 

How well do these symptoms reflect on the patients 

for whom you care?

2. What other symptoms are important to assess in 

your practice?

3. What are some of the reasons that younger nurses 

were more accepting of this measure than older, 

more experienced nurses?

4. What other symptom assessment tools do you know 

of or use, and how do they differ from ESAS?

5. What could be done to reduce the effect of slowing 

down clinic flow when using these kinds of assessment 

tools?

6. How could this instrument be used in the inpatient 
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