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F
amily caregivers are long-term care 

providers for people with cancer and 

an important extension of the cancer 

care workforce. Caregivers communi-

cate with healthcare providers about 

patients’ health, monitor the severity of their condi-

tion, provide hands-on care, and advocate on behalf 

of patients. Research has indicated that caregiving 

is an intense experience that can be physically and 

emotionally demanding, and the proportion of cancer 

caregivers who report high levels of stress is higher 

than that of non-cancer caregivers (National Alliance 

for Caregiving, 2016). Although family caregivers play 

a central role in helping patients, demands on care-

givers that exceed their resources can lead to strain 

and burden (Honea et al., 2008). Caregiver strain and 

burden is a construct that “encompasses difficulties 

assuming and functioning in the caregiver role as well 

as associated alterations in the caregiver’s emotional 

and physical health that can occur when care demands 

exceed resources” (Oncology Nursing Society [ONS], 

2017, para. 1). According to a national survey by the 

National Alliance for Caregiving (2016), 62% of care-

givers of patients with cancer reported high burden 

situations, averaging 33 hours of care per week, and 

43% of caregivers provided complex medical or nurs-

ing tasks for which they had no preparation (National 

Alliance for Caregiving, 2016). High caregiver burden 

needs to be addressed because it can have detrimen-

tal effects on caregivers’ health (National Alliance for 

Caregiving, 2016; Stenberg, Ruland, & Miaskowski, 

2010), hinder caregivers’ ability to help patients 

(Havyer, van Ryn, Wilson, & Griffin, 2017), and neg-

atively affect patients’ mental and physical health 

(Boele et al., 2017; Kershaw et al., 2015).

The caregiver’s need for help is often overlooked. 

According to the National Alliance for Caregiving 

(2016), 40% of the caregivers wanted more help 
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managing their own emotional and physical stress, 

but only 29% of the caregivers reported discussing 

these needs with a healthcare professional. Unmet 

caregiver needs for help contribute to overall strain 

and burden. A meta-analysis of caregiver studies indi-

cated that caregivers of patients with cancer reported 

less caregiver burden, distress, and anxiety, as well as 

higher self-efficacy, coping, and quality of life, after 

receiving interventions that provided information 

and support (Northouse, Katapodi, Song, Zhang, & 

Mood, 2010). The National Alliance for Caregiving 

(2016) also reported that greater dissemination and 

implementation of evidence-based support interven-

tions are needed to help those who experience high 

caregiver burden.

Because of their proximity to patients and care-

givers in practice settings, nurses are in a unique 

position to assess caregiver burden and to provide  

evidence-based interventions (Honea et al., 2008). 

Nurses and caregivers also have overlapping goals to 

provide optimal physical and emotional care to patients 

with cancer. However, little is known about the extent 

to which nurses assess and intervene to address care-

giver needs. In addition, not much is known about the 

barriers that nurses face when providing assistance to 

caregivers. The purpose of the current study was to 

describe nurses’ practices, confidence, and knowledge 

of evidence-based interventions for cancer caregiver 

burden and strain and to identify factors that contrib-

ute to these aspects of nursing care.

Methods

From 2013–2016, investigators at ONS implemented a 

two-phase project to test a targeted email dissemina-

tion of evidence to ONS members regarding caregiver 

strain and burden. The study was approved by the 

University of Pittsburgh Institutional Review Board 

and was given exempt status. The project employed 

a pre-/post-test design to examine the effects of a 

targeted email dissemination of evidence. As part of 

this project, society members were surveyed regard-

ing knowledge, practices, and confidence in dealing 

with caregiver strain and burden. Participation was 

voluntary, and informed consent was implied by 

participants’ completion of the survey. This article 

specifically addresses findings about nurses’ practice 

in assessment, frequency of intervention, confidence, 

and knowledge of evidence regarding interventions 

for caregiver strain and burden from a pooled analy-

sis of surveys that were completed prior to the email 

intervention. Pre-/post-test findings and details of the 

email intervention will be reported elsewhere.

Sample

The study sample was obtained by identifying mem-

bers in the ONS database who met the following 

inclusion criteria: RNs or advanced practice RNs who 

were employed full- or part-time in a functional area 

identified as patient care and who had a valid email 

address. Members were excluded if they were inter-

national members or if their primary setting was 

pediatrics, to reduce variability that could result from 

such differences in setting and culture.

Measurement

The survey was constructed with input from members 

of an advisory council composed of nurse scientists with 

expertise and published research in caregiver strain 

and burden and evidence dissemination, and expertise 

in survey design and analysis, based on a review of the 

caregiving cancer research literature. The survey con-

sisted of 32 items designed to identify nurses’ practice 

and confidence in conducting caregiver assessment and 

intervention and nurses’ knowledge of evidence-based 

interventions to address caregiver strain and burden. 

The survey invitation included a definition of caregiver 

strain and burden. Nurses indicated the frequency that 

they assessed and intervened with caregivers on 100-

point numeric scale, representing the percentage of 

cases (0%–100%) in which they carried out those prac-

tices. Nurses rated their confidence in assessing and 

intervening with caregivers on a scale from 0 (not at all 

confident) to 100 (completely confident). 

The current authors evaluated nurses’ knowledge 

by asking them to identify which interventions were 

supported by strong evidence according to the ONS 

Putting Evidence Into Practice (PEP) resources on the 

ONS website (ONS, 2017). Participants were provided 

with a set of interventions, some that were supported 

by evidence (e.g., psychoeducation) and some that 

were not supported by evidence (e.g., journaling), 

and were asked to identify those that were likely to 

be effective or recommended for practice according 

to the ONS PEP resources. Responses were scored as 

1 (correct) or 0 (incorrect). Total scores were calcu-

lated, and the total percent age of correct knowledge 

scores was used in analysis. 

Respondents also were asked if they had ever been 

an informal caregiver and if they had ever received 

care from an informal caregiver (yes or no response) 

in the pretest version of the survey. Demographic data 

from the ONS database were imbedded in the survey 

to enable descriptive analysis of participants. 

The survey was piloted with 2,410 individuals. In 

phases 1 and 2, the survey was sent to an additional 
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TABLE 1. Characteristics of Survey Responders and Nonresponders

Responders  

(N = 2,055)

Nonresponders 

(N = 10,871)

Total 

(N = 12,926)

Characteristic n % n % n % p

Age (years) < 0.001

20–39 339 16 2,587 24 2,926 23

40–59 964 47 4,030 37 4,994 39

60–69 168 8 595 5 763 6

Older than 69 4 – 38 – 42 –

Missing data 580 28 3,621 33 4,201 33

Certification < 0.01

Certified 1,078 52 4,223 39 5,301 41

Not certified 420 20 3,180 29 3,600 28

Missing data 557 27 3,468 32 4,025 31

Gender –

Female 1,102 54 4,881 45 5,983 46

Male 20 1 197 2 217 2

Missing data 933 45 5,793 53 6,726 52

Highest nursing degree < 0.001

Associate or diploma 489 24 2,841 26 3,330 26

BSN 681 33 3,556 33 4,237 33

Graduate degree 301 15 981 9 1,282 10

Missing data 584 28 3,493 32 4,077 32

Hispanic –

No 1,038 51 4,579 42 5,617 43

Yes 47 2 270 2 317 2

Missing data 970 47 6,022 55 6,992 54

Race/ethnicity < 0.001

White 957 47 4,050 37 5,007 39

Asian 64 3 380 3 444 3

Black 37 2 257 2 294 2

Other 997 49 5,528 51 6,525 50

Missing data – – 656 6 656 5

Role < 0.001

Staff nurse 544 26 6,578 61 7,122 55

Nurse practitioner 96 5 669 6 765 6

CC/patient navigator or educator 80 4 470 4 550 4

Clinical nurse specialist 45 2 182 2 227 2

Other 32 2 293 3 325 3

Missing data 1,258 61 2,679 25 3,937 30

Setting < 0.001

Outpatient 953 46 3,935 36 4,888 38

Inpatient 431 21 2,993 28 3,424 26

Other 7 – 982 9 989 8

Missing data 664 32 2,961 27 3,625 28

CC—care coordinator 
Note. Because of rounding, percentages may not total 100.
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11,890 ONS members. The advisory group made revi-

sions in the survey for phase 2 of the overall project, 

based on phase 1 findings, to reduce the survey length 

and obtain new information regarding strategies used 

and barriers encountered when managing caregiver 

strain and burden. The survey was revised to include 

two open-ended items that assessed strategies nurses 

used and barriers encountered when managing care-

giver strain and burden: “Tell us how you deal with 

the issue of caregiver strain and burden” and “Do you 

encounter barriers to working with informal caregiv-

ers in your practice? If so, tell us about the barriers 

you encounter.” 

The survey was created and distributed via an 

email invitation and survey link in Zarca. A reminder 

email was sent to individuals who had not completed 

the survey one week prior to closing the survey. 

Nurses who participated were entered into a drawing 

for a computer tablet. 

Analysis

Only participants who received the email survey 

invitation were included, as shown in the Zarca dis-

tribution report. The presence of any survey data, 

regardless of how many items were completed, 

was used to identify individuals who were consid-

ered responders to the survey. Only the first survey 

response was counted per person without differen-

tiating at what point in the study the response took 

place. Chi-square analysis was used to compare 

demographic characteristics between responders 

and nonresponders. 

Descriptive statistics were used to describe nurses’ 

practice and confidence in assessment and interven-

tion, as well as the frequency of having been or having 

received care from an informal caregiver. Verbatim 

comments to open-ended questions were analyzed 

by the first author using IBM SPSS Text Analytics 

for Surveys, version 4.0.1, to identify and group 

derived concepts for summative content analysis. A 

15% random sample of responses to both questions 

was provided to two external reviewers who were 

not involved in the study for validation of concepts 

derived. Differences in assignment and labeling of 

concepts were resolved by consensus.

To examine factors that may have contributed 

to practice and confidence in assessment and inter-

vention with informal caregivers, a mixed-modeling 

approach was employed in two stages. In stage one, 

a series of models were run with an increasing 

number of subgroups according to the recommen-

dations by Marsh, Lüdtke, Trautwein, and Morin 

(2009) and Masyn (2013) to identify subgroups 

according to patterns of practice and confidence. 

At each model, aspects of fit, Akaike information 

criterion, Bayesian information criterion (BIC), and 

sample size–adjusted BIC were examined, and the 

Lo-Mendel-Rubin likelihood ratio test (Lo, Mendell, 

& Rubin, 2001) was used to test if a given model was 

superior to a model with one less group (K versus 

K-1). In addition, models with less than 10% of the 

sample were discarded to avoid focus on models in 

which a small minority of the sample would drive the 

solution. In this approach, patterns across four indi-

cators of caregiver practice were examined: level of 

confidence in assessment and ability to intervene, as 

well as percent age of patients who were assessed or 

had interventions.

In stage two, predictors of subgroup members were 

examined using multinomial logistic regression anal-

yses within the Vermunt 3-step approach (Vermunt, 

2010) as implemented in Mplus (Asparouhov & 

Muthén, 2014). Demographic variables, including 

role, practice setting, years in nursing, years in oncol-

ogy, prior experience as an informal caregiver, and 

experience having received informal caregiving, were 

examined. Two-tailed tests of significance were used. 

Analyses were completed using IBM SPSS Statistics, 

version 24.0, and Mplus, version 7.4. 

TABLE 2. Most Frequently Used Strategies: Responses  

to “Tell Us How You Deal With the Issue of Caregiver 

Strain and Burden in Your Current Practice” (N = 304)

Strategy n %

Referral to social worker 182 60

Referral to other than social worker 159 52

Counseling 120 39

Supportive interventions (listening,  

acknowledging, spending time, support)

75 25

Referral to formal support group 36 12

Provision of resource information 25 8

Respite care 20 7

Chaplain/spiritual support 17 6

Other (education, symptom management,  

interprofessional care approach) 

24 8

Note. Participants could select more than one strategy. 
Note. The n values indicate the number of participants who used 
each strategy.
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Results

Pilot survey responses were received from 262 nurses, 

for a 10.7% response rate. Pilot results showed near 

normal distributions, suggesting no significant floor 

or ceiling effects and that the survey was ready for full 

implementation.

The survey email invitation was sent to 14,300 

ONS members who met inclusion criteria, and was 

successfully delivered to 12,926 (90%). A total of 

2,055 individuals responded to the survey in the pilot, 

phase 1, and phase 2, for an overall response rate of 

15.9%. This volume of responses from ONS members 

meeting inclusion criteria resulted in a less than 3% 

sampling error (Dillman, 2007).

Sample Characteristics 

Characteristics of survey responders and nonre-

sponders are shown in Table 1. Responders were 

mostly White, had oncology nursing certification, 

had higher levels of nursing education, worked in an 

outpatient setting, were in advanced practice or care 

coordination roles, were older, and had more years of 

experience in nursing, in oncology and as members of 

ONS. Survey responders had an average of 23.4 years’ 

experience (SD = 11.9) in nursing, 13.87 years (SD = 

9.9) in oncology practice, and 7.18 years in ONS (SD = 

8.23), compared to 16.59 years (SD = 12.02) in nurs-

ing, 10.7 years (SD = 9.02) in oncology and 4.4 (SD = 

6.32) years in ONS among nonresponders (p < 0.001). 

Of those who completed the pretest survey, 1,260 said 

they had been an informal caregiver and 535 said they 

had previously been ill and received care from an infor-

mal caregiver. 

Nursing Practice, Confidence, and Knowledge 

Nurses reported that they assessed caregivers of 

patients with cancer for strain and burden in an average 

of 50% of cases, and nurses reported that they pro-

vided interventions to caregivers in an average of 47% 

of cases. Nurses’ mean confidence level for assessing 

caregivers was 51, and nurses’ mean confidence level 

for intervening with caregivers was 45.6, both rated 

on 100-point scales. Nurses’ average knowledge of 

evidence-based interventions for caregiver strain and 

burden was 59.1% out of a possible 100%. Knowledge 

calculations showed that nurses tended to correctly 

identify interventions that were likely to be effective 

or be recommended for practice in PEP resources, but 

overestimated the strength of evidence for interven-

tions for which effectiveness was not established.

Responses to phase 2 open-ended questions (one 

or both questions) were provided by 681 nurses. 

Responses to questions regarding strategies used and 

barriers encountered in dealing with caregiver strain 

and burden are shown in Tables 2 and 3. As shown, the 

most frequent strategies used were referral to a social 

worker or others. Counseling was reported by 120 

participants, and use of supportive interventions was 

reported by 75 participants. The most frequent barriers 

that nurses reported were financial (e.g., “availabil-

ity of insurance to cover for help,” “money and time 

away from work”), difficulty dealing with intense emo-

tional responses by caregivers (e.g., “too shocked or 

stressed to hear what the nurse is saying,” “resistance 

and defensiveness”), lack of resources (e.g., “mental 

health,” “crisis intervention services,” “local support 

services”), and distance and lack of transportation. 

Factors Contributing to Practice and Confidence 

Because of confluence of fit indices and interpret-

ability, the authors decided that a three-group model 

TABLE 3. Most Frequently Encountered Barriers:  

Responses to “Do You Encounter Barriers to Working 

With Informal Caregivers in Your Practice? If So, Tell Us 

About the Barriers You Encounter” (N = 473)

Strategy n %

Financial or lack of insurance coverage 285 60

Caregiver emotional response (e.g., stress, 

denial, feeling overwhelmed, feeling hopeless)

248 52

Lack of resources 248 52

Distance and lack of transportation 128 27

Lack of nursing time 95 20

Patient or caregiver resists help. 56 12

Caregiver education and understanding level 45 10

Language and culture 37 8

Competing caregiver demands (e.g., work, children) 33 7

Caregiver fatigue 28 6

Care demands 20 4

No caregiver contact 20 4

Other 68 14

No barriers 64 14

Note. Participants could select more than one strategy. 
Note. The n values indicate the number of participants who used 
each strategy.
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of nursing practice and confidence results was the 

best fit and greatest use of interpretation. As shown 

in Figure 1, nurses in group 1 were characterized by 

assessing and intervening with a high percentage of 

caregivers and by having high levels of confidence in 

carrying out these activities. Nurses in group 2 were 

characterized by assessing and intervening with few 

caregivers but with having higher levels of confidence. 

Nurses in group 3 were characterized by lower levels of 

assessment and intervention and also by lower levels 

of confidence. Groups 1 and 3 showed strong correla-

tions between assessment and intervention practice 

and related confidence (0.47 and 0.55, respectively). 

No correlation between these existed in group 2, with 

a coefficient of 0.06.

Results of multinomial logistic regression analy-

sis using the Vermunt 3-step process are shown in 

Table 4. This analysis yielded a consistent finding 

that having been the recipient of informal care-

giving (odds ratio [OR] = 1.68, p = 0.01) or having 

provided informal caregiving (OR = 2.24, p = 0.000) 

was significantly predictive of membership in group 

1 versus group 3. Nurses who had received care from 

an informal caregiver (OR = 0.58, p = 0.07) or who 

were advanced practice nurses (OR = 0.3, p = 0.06) 

was predictive of being in group 1 versus group 2. No 

significant predictors of membership were observed 

in subgroup 2 versus subgroup 3.

Discussion

This study provides information about oncology 

nurses’ self-reported practices in terms of their fre-

quency of assessing and intervening with informal 

caregivers of patients with cancer, their confidence 

in those practices, the strategies they used and barri-

ers encountered in dealing with caregivers, and their 

knowledge of evidence-based interventions. Results 

show that, overall, nurses assessed and provided 

interventions to caregivers in about half their cases. 

The National Alliance for Caregiving (2016) reported 

that 54% of caregivers discussed care needs for the 

patient, but only 29% discussed their own needs. It 

is unclear if needs assessment and interventions 

reported in the current study reflect mostly caregiver 

skill training and care needs for patients or interven-

tions aimed at other types of caregiver needs.
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FIGURE 1. Subgroup Means for Nursing Practice and Confidence in Caregiver Assessment  

and Intervention

Note. Nurses rated their confidence in assessing and intervening with caregivers on a scale from 0 (not at all confident) to 
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Although these data provide information about 

the self-reported level of confidence of nurses in 

dealing with caregiver assessment and intervention, 

the current authors cannot explain reasons for low 

confidence. Analysis of nurses’ verbatim responses 

about barriers suggested that the nurses had diffi-

culty knowing how to deal with some of the strong 

emotional responses reported by caregivers (e.g., 

hopelessness, feeling overwhelmed), which may have 

affected nurses’ confidence. In addition, distance and 

transportation were identified as a barrier, suggesting 

that some caregivers may not have been present in the 

clinical settings, perhaps limiting nurses’ opportunity 

to work with caregivers and to gain confidence assess-

ing and intervening with them. Additional research is 

needed to explore nurses’ confidence in working with 

caregivers and ways to enhance it.

Total knowledge scores of effective evidence-based 

interventions neared 60% on a 100-point scale. In 

general, lower knowledge scores were because many 

nurses reported that caregiver interventions without 

evidence of effectiveness, such as the use of music, 

massage, journaling, and art therapy, had a greater than 

actual strength of evidence than has been reported in 

the literature. Although these interventions are low 

risk and may provide some benefit, little evidence sug-

gests that these interventions improve outcomes for 

informal caregivers of patients with cancer. 

Subgroup analysis allowed the current authors to 

look at practice and confidence in assessment and 

interventions at the person level, rather than the 

variable level, to show patterns of practice. The most 

consistent finding from this analysis was that having 

been an informal caregiver or having received care 

from an informal caregiver was predictive of more 

frequent assessment, intervention, and confidence 

in these practices. Having the direct experience of 

caregiving or having received informal caregiving 

might increase nurses’ empathy, attention to, and 

understanding of the issues involved and needs of 

caregivers. These findings lead to the question of how 

nurses’ experience can be leveraged to educate and 

support others in practice. 

The profile of practice variables across groups 

showed some interesting qualitative differences that 

were supported by correlation results. Groups 1 and 

3 were consistent, such that practices and confidence 

were similar. In group 2, results were inconsis-

tent, such that confidence was in assessment and 

intervention was much higher than frequency of per-

formance of these practices. It is unclear if nurses in 

group 2 lacked direct access to caregivers or if they 

focused primarily on patient-related care and less on  

caregiver-related care, although they expressed confi-

dence working with caregivers.

Problems like distance and transportation were 

identified as barriers to dealing with caregivers that 

may make it difficult to directly connect with care-

givers. A growing body of evidence has examined 

the effectiveness of telephone-, video-, or computer- 

based psychoeducational, cognitive behavioral, and 

supportive interventions that can potentially elimi-

nate the barrier of distance in working with informal 

caregivers (Badger et al., 2011; Demiris et al., 2012; 

DuBenske et al., 2014; Lapid et al., 2016; Lee, Yiin, & 

Chao, 2016; Leow, Chan, & Chan, 2015; Mosher et al., 

2016; Northouse et al., 2014; Sherwood et al., 2012; 

Shum, Lui, Law, & Fong, 2014; Slev et al., 2016; Zheng, 

Head, & Schapmire, 2016). Ongoing research in this 

area is warranted.

The frequency of referral to social workers and 

others as a major nursing strategy for caregiver strain 

and burden indicates the importance of an inter-

professional team approach to care and availability 

TABLE 4. Results of Multinomial Regression

Characteristic Est SE OR p

Subgroup 1 versus subgroup 3

Ever been a caregiver 0.81 0.26 2.24 0.00

Ever received care from 

an informal caregiver

0.52 0.21 1.68 0.01

Years in oncology –0.02 0.01 0.98 0.13

Age 0.05 0.06 1.05 0.38

Advanced practice nurse 0.58 0.41 1.78 0.16

Subgroup 2 versus subgroup 3

Ever been a caregiver 0.35 0.37 1.42 0.34

Ever received care from 

an informal caregiver

–0.03 0.32 0.97 0.93

Years in oncology –0.01 0.02 0.99 0.5

Age 0.09 0.08 1.1 0.27

Advanced practice nurse –0.62 0.58 0.54 0.29

Subgroup 2 versus subgroup 1

Ever been a caregiver –0.46 0.4 0.63 0.26

Ever received care from 

an informal caregiver

–0.55 0.3 0.58 0.07

Years in oncology 0.01 0.02 1.01 0.63

Age 0.04 0.08 1.04 0.61

Advanced practice nurse –1.19 0.63 0.30 0.06

Est—estimate; OR—odds ratio; SE—standard error
Note. Bolded values indicate significance.
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of social work and other professional resources in 

cancer care. The identification of caregiver emotional 

responses as a barrier to care suggests a need to fur-

ther educate nurses on how to manage emotional 

aspects of providing care. 

The barriers most often identified by participants 

were financial aspects and lack of insurance cover-

age. Current attention to financial toxicity in cancer 

care has focused on the costs of cancer treatment. 

Cost can also be a barrier to using services that might 

otherwise be available through referrals or recommen-

dations from nurses to meet specific caregiver needs. 

The current findings suggest that assessment of finan-

cial burden needs to include its effect on families and 

caregivers. Caregivers may need to cut back on work 

or spend additional money on employing other care-

givers. According to the AARP Public Policy Institute 

(2015), 6 of 10 caregivers have had to make workplace 

accommodation, such as cutting back on work, because 

of caregiving and have difficulty finding affordable 

caregiver services. Informal caregiving in the United 

States costs an estimated $522 billion annually (Chari, 

Engberg, Ray, & Mehrotra, 2015), and about 7%–8% 

of informal caregiving is related to cancer (Romito, 

Goldzweig, Cormio, Hagedoorn, & Andersen, 2013). If 

this cost were assumed by general healthcare services, 

it would overwhelm the healthcare system. Obtaining 

financial and instrumental resources is difficult com-

pared to obtaining emotional support and advice 

(Romito et al., 2013). Policy, advocacy groups, and 

insurance approaches to provide some level of finan-

cial and instrumental support for informal caregiving 

should be considered.

Limitations

The results are limited because they are based on 

nurses’ self-report of practices and confidence. As 

shown in the analysis of survey responders and non-

responders, participants tended to be older, more 

educated, and have more experience in nursing and 

oncology practice. These results may not reflect the 

practice, confidence, or knowledge of younger and 

less experienced nurses. Results of analysis of verba-

tim survey responses regarding strategies used and 

barriers encountered are limited because, as with 

summative content analysis, the assignment and 

labeling of concepts derived may differ according to 

the analyst. This limitation was mitigated to some 

extent by the inclusion of external reviewers in the 

analysis to address reliability.

The surveys were constructed for this study and 

lack reliability data. Advisory group involvement in 

survey construction and review of the surveys prior 

to implementation provide some content validity, but 

validity was not directly measured. 

Implications for Nursing

These findings add to the body of knowledge 

about family caregiving and specifically about the 

health professionals’ limited role with caregivers 

of patients with cancer. Nurses’ reported practices 

in assessing and intervening with caregivers, along 

with their relatively low confidence and limited 

knowledge of evidence-based interventions, point 

to the need for the ongoing education of nurses. 

Identification of caregiver emotional responses as a 

barrier presents an opportunity to improve nursing 

skills to effectively deal with these responses. Other 

identified barriers reveal the need for appropriate 

resources and strategies that can be used when dis-

tance and transportation become difficult. Lack of 

nursing time was identified as a barrier but was not 

the most prevalent barrier. Because nurses are in a 

unique position to identify and address caregiver 

needs and concerns, they should develop confidence 

in assessing caregiver strain and burden, as well as 

implement appropriate evidence-based interven-

tions. Additional dissemination of evidence-based 

interventions to address caregiver strain and burden 

is needed. 

Having been a caregiver and having received care 

from an informal caregiver were predictive of pat-

terns of practice that reflected greater attention to 

caregivers and greater confidence in practice, which 

raises the question of how the experience of care-

giving can be better incorporated into the practice 

environment and how more experiential learning 

techniques might be used in relevant nursing edu-

cation. The information regarding the most frequent 

strategies used for caregiver strain and burden and 

most frequently encountered barriers suggests 

additional areas for education and resource needs 

in clinical practice settings. The identification of 

KNOWLEDGE TRANSLATION

 ɐ Nurses need greater confidence in dealing with cancer caregiver 

strain and burden.

 ɐ Leveraging the experience of having been an informal caregiver in 

care teams, as well as in education, can improve practice.

 ɐ More attention should be given to increasing nurses’ knowledge 

and skills to address caregiver strain and burden.
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distance as a frequent barrier reveals the need 

for ongoing research in the use of technologic 

approaches to intervene with caregivers.

Conclusion

Caregivers of individuals with cancer often face high 

caregiver strain and burden. Nurses are in a key role 

to assess and intervene with caregivers, but some may 

have little contact with caregivers or lack confidence 

in dealing with caregivers’ high emotional distress. 

More attention needs to be directed toward facilitat-

ing nurses’ contact with caregivers, increasing nurses’ 

understanding of effective caregiver interventions, 

and helping nurses gain additional skills as needed to 

address the emotionally demanding situations that 

caregivers face. Findings point to the importance of 

interprofessional care and availability of social work-

ers and others for referrals as needed. 
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