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A qualitative exploration of oncology nurses’ family assessment practices in 
Denmark and Australia.  

Background 

The nurses’ ability to provide supportive care to the patient and family is influenced 
by their family assessment skills, which provides them with understanding of the 
family needs and strengths. When a patient is diagnosed with cancer it is the family 
who provide the long term support for the patient, and nurses need to understand the 
family needs in order to provide holistic care.  

Objective: To understand the factors that influence nurses’ family assessment 
practices in adult oncology setting in Denmark and Australia. 

Methods  

An interpretive qualitative study was conducted guided by Family Systems theory. 
Focus groups were completed with 62 nurses working in adult oncology areas in 
Denmark and Australia. A thematic analysis and computer generated concept 
mapping were completed to identify themes within the data.  

Results 
Overall the nurses valued family as part of the patient care and worked to 
understand the family concerns. However the family assessment process was 
unstructured, and did not enable holistic family support. Nurses from both countries 
discussed that experience and ability to engage with the family influenced the 
nurse’s role in family assessment.  
Conclusion  
This study identified that nurses value family as part of patient care, however 
struggle to assess and support families during oncology care. There is a need for a 
structured assessment approach and education on family assessment, which could 
be used across the two countries and possibly internationally.   
 

Nursing, oncology, family, supportive care, qualitative, international, family 

assessment, family nursing
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Introduction 

When caring for an adult with cancer, nurses need to consider not only the patient, 

but also the multiple family members who are influenced by the diagnosis [1]. In 

order to provide care that is family centred the use of family assessment has been 

identified as being paramount to bringing the focus to the patient and family as a unit 

of care [2]. In Denmark and Australia adult nursing is predominantly ‘patient in the 

centre’ or a ‘patient centred’ approach, which may leave the family feeling like an 

outsider and not included with the care of the patient [3-5]. An important aspect of 

providing holistic care is recognising the principles of family-centred care, which 

include, but are not limited to, mutual respect, collaboration, and support for the 

patient and family [2]. To achieve collaboration and support of the family, an 

assessment of the family needs must be incorporated into the nurses’ role to ensure 

that family-centred care is provided [2, 6]. Family assessment provides a strategy to 

understand the needs of families, an opening to conversations, and enables the 

nurse to develop an understanding of the family’s most critical and concerning 

challenges [2, 7]. 

 

Literature review  

A cancer diagnosis is a stressful event for the family as they must adjust and adapt 

to the fluctuations in health from the disease and treatment. Forming the main 

support for the patient, the family members themselves often have complex needs, 

which often go unnoticed by the health professional [1, 8]. The importance of family 

support when an adult has cancer has been strongly established, however, the 

provision of care is often patient centred [9, 10]. American research exploring the 

family experience of oncology care, found that the relationship between the nurse 

and the family was strongly linked to more positive outcomes for the patient [1]. 

These findings highlights the importance of understanding the needs of the family 

when caring for a patient with cancer [11].  

 

Exploring the supportive roles of typical families in Australia and Denmark has 

identified differences in gender roles, education and work hours for the family [12, 
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13]. On average Australians were likely to work more hours and mothers were more 

likely to perform more child care responsibilities than in Denmark [12]. In Denmark, 

the role of parenting is shared often with grandparents, although this was not the 

case in Australia, where geographic location and isolation is an influence [12]. 

Australia also has a culturally diverse population with a predominately nuclear family 

situation with little extended family support which may explain the divergent 

parenting roles [14]. In Denmark, distances travelled are less and extended family is 

closer, hence different styles of family support [15].  

 

In the Australian context, oncology care is predominately provided in an outpatient 

setting by registered nurses. In this setting, nurses provide education to the patient 

during scheduled treatment, and if time and space allows the family is present [16]. 

There are some specialist nurses, although there are often insufficient specialist 

nurses to provide expert patient and family-centred care [17, 18]. Oncology care in 

Denmark is similar with the majority of care provided in the outpatient setting by 

registered nurses. The clinical areas are similar to Australia with few family friendly 

spaces to allow for family to interact with the nurses [19]. In Denmark, there are 

fewer specialist nurses available as noted by Danish nurses in the study.  

 

Although nurses identify family support as an important aspect in the care of the 

patient, the actual care of the family is often difficult due to the nurses lack of 

confidence communicating and collaborating with the family [20, 21]. Another 

influencing factor is the nurses’ past experience with both their own family and 

working with families. Seminal research by Wright and Bell [22] has highlighted the 

importance of the nurse understanding their own family perspective before entering 

into a conversation with the family. Education is considered to be a key aspect 

supporting the nurses’ ability to seek opportunities for family assessment and in turn 

family support [7, 21, 23].  

 

Education about family nursing provides the registered nurse with the tools to 

conduct family assessment [7, 23, 24]. Family nursing is part of core content in some 
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undergraduate nursing programs worldwide [25], with Canada and Iceland leading 

the way in educating nurses to the benefits of family assessment and intervention 

[26, 27]. However, in Australia and Denmark, information about family nursing and 

family assessment is not a core component of most undergraduate curricula [28]. To 

influence and improve nurses’ practice regarding family nursing, researchers must 

first understand the nurses’ role and perception of family assessment and support as 

it is in present practice. The study reported in this paper explored how oncology 

nurses in Australia and Denmark conduct family assessment and what factors 

influence their engagement with the family.  

 

Method 

A qualitative approach using focus groups explored 62 registered nurses family 

assessment practices in adult oncology units in Australian and Denmark. The 

research was underpinned by the Family Systems Theory, which emphasizes the 

family as a unit and focuses on strengths and resources of the family [2, 29]. Focus 

group discussions were used to generate insights into the nurses’ family assessment 

approaches and asked participants to consider the concept of family as a unit of 

care. [30].   

Procedure  

Registered nurses (RNs) working in adult oncology areas, including inpatient, day 

and radiation oncology from three hospitals in Queensland, Australia and one 

hospital in Odense, Denmark were invited to participate. Each hospital is a tertiary 

teaching hospital; however there are differences between each hospital’s overall 

patient and family philosophy. A cross section of registered nurses from different 

areas was obtained to provide a broad view of the nurses’ perspective of family 

assessment. Inclusion criteria was being a registered nurse, fluent in English and 

working in the oncology area. Recruitment was via information sessions and multiple 

focus groups times were organised to enhance participation [31].  

Data were collected in late 2013 in Australia and subsequently in Denmark. A focus 

group guide was used (Table I) and the main researcher facilitated all focus groups 

in English; the other researcher took field notes, which were used to provide context 
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in the thematic analysis. Focus group size differed in relation to the clinical area and 

the availability of nurses to complete the focus groups. Focus groups lasted 30-40 

minutes, were audio taped and transcribed verbatim. During each focus group, 

participants were encouraged to share their thoughts, and opinions in an open table 

discussion.  

Ethical approval was obtained from each participating hospital and Griffith University 

[GU Ref No: NRS/50/12/HREC]. The study was carried out in accordance to the 

principles of Helsinki declaration [32]. Written consent to participate was obtained; 

participants were informed of the aim of the study and that anonymity would be 

maintained. The researchers had previously worked in oncology areas and have 

completed previous studies exploring family needs. The researchers are 

experienced qualitative researchers.  

Insert Table I  

Table I Focus group questions  

1. How do you as the nurse clarify with the patient who they include as their 
family support persons?  

2. Can you explain what processes you use for family assessment?  

3. How do you include the family members directly in the discussion and 
assessment?  

4. In assessment of the patient and family needs, how do you include 
assessment of communication styles within the family unit? 

5. In assessment of the patient and family needs, how do you include 
assessment of the family appraisal of the patient diagnosis?  

6. In assessment of the patient and family needs, how do you include 
assessment of the way the family unit functions and works together to solve 
problems?   

 

 

Data Analysis 

Transcripts were analysed using inductive qualitative techniques that comprised a 

multi-phase thematic analysis [33, 34]. Both researchers highlighted key phases and 
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grouped concepts into themes. A thematic table was constructed to see links 

between themes, and further redefining of themes occurred as patterns within the 

data became visible. Themes were discussed between the two researchers via 

skype and face to face, until consensus was reached. In keeping with the 

requirements for rigour and trustworthiness, the following steps were completed to 

enhance the reliability of the findings [35]. All focus group participants were offered 

the opportunity to review the transcripts and resultant themes, and were verified by 

five participants to be correct. An audit trail was created to document the process 

and reasoning behind the analysis decisions [36]. Results are presented in rich 

description to allow the reader to examine the transferability of the findings to other 

care settings and patient populations. 

 

A secondary data analysis using Leximancer, a computer-assisted concept-mapping 

tool, was completed to provide validation of the themes [35, 37]. Leximancer 

software identifies phrases expressing a similar idea and groups them into clusters 

which can be used to support thematic analysis [38]. The researcher can tailor the 

program parameters to suit the data and the interactive conceptual map is presented 

with text matches and concept statistics [39]. Thesaurus settings were checked to 

ensure key words and linking words were present. Several concept maps were 

generated using the same settings to identity a consistent mapping of themes [40]. 

The ranked concept list and generated concept map supported the completed 

thematic analysis.  

 

Results  
Focus groups were conducted in Australia [20 focus groups n = 56] and Denmark [2 

focus groups n = 6] with oncology nurses. Of the participants 91% were female and 

half of the participants were employed full-time. The mean age was 41 years and 

participants had worked in oncology nursing for a mean of 10 years. Bachelor 

degree was highest level for 51% of the participants. The nurses came from all three 

clinical areas with 47% working in day oncology. The main reason given for not 

participating was the inability to leave the clinical area for the focus groups.  
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Insert Table II  

 

Table II Demographic characteristics of oncology nurses  

N=62 Australia 

N (%)  

Denmark  

Gender     

Female  51 (91) 6 (100) 

Male 5 (9) 0 

Highest 
qualification  

  

Bachelor of 
Nursing   

32 (51) 6 (100) 

Graduate 
certificate  

19 (31)  

Masters  6 (10)  

Hospital certificate  5 (8)  

Professional 
membership  

  

None 26 (50) 5(90) 

Professional 
Nurses 
Association 

30 (50) 1(10) 

Work area    

Inpatient  19 (30)  

Day oncology 25 (47) 4 (70) 

Radiation 
oncology  

12 (23) 2 (30) 

  X SD  Range 

Age (years)  41 10 20-66 

Years as RN  16  10 1-48 

Years in oncology   10 7 1-29 
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The thematic analysis identified two themes which are presented in this paper. 

These themes were: understanding family assessment and doing family 

assessment.  

 

Understanding family assessment 

This theme related to the participants discussing their own experience and 

understanding of family assessment and how it influenced their response to the 

family. The participants’ acknowledgement of their own family experience played a 

part in how they engaged with the family and utilised the time with the family. ‘I know 

you need to use your experiences, but I think I look ahead instead.  …  Who’s 

helping you [patient]?’ [DK]. These beliefs often directed how the nurses assessed 

the different family groups such as older patients, ‘I’m very much alert about the old 

people, especially the single ones. I think they have special needs, the elderly 

patient, they have a sick wife or a sick husband’ [DK]. Another aspect noted by both 

Australian and Danish participants was being aware of unspoken concerns between 

family members as part of their family assessment, ‘they don’t always tell each other 

how they really feel’ [DK]; ‘sometimes when you talk to them [the family] separately, 

you can tell it’s not good at home’ [AUS].  

One of the Australian participants explained her strong focus on the family and how 

they supported the patient even extending this to external support persons: ‘I actually 

ask them about their support team and if their family is part of that or if they’re using 

outside of the family, because I also class outsiders who are doing that job as their 

family at the time, not just their blood. So they’ve got their own little oncology family I 

call it [AUS]. ’  

 

The participants’ personal connection to the family and their own feelings also 

influenced how they engaged with the family, ‘How busy the ward is and how you 

feel with yourself. It depends on the nurse’ [DK]. Australian participants also reported 

‘I think a lot of it is relied solely upon the nurse and their ability to assess patients 

and their family rather than having a tool to use’ [AUS]. However, not all Australian 

participants had a strong belief in family assessment, ‘don’t see it [family 

assessment] as part of my role”, and some focused on the patient, I am the ‘the 

primary nurse for the patient’ [AUS]. The Danish participants’ comments reflected a 
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family focus [a note of caution here is the small number of Danish nurses] ‘I think it’s 

a very important – key part for nurses’ DK]. Although the nurses did acknowledge the 

difficulty of helping the family, ‘I think as a nurse it takes – you have to ask the 

questions as well because if the patients are getting sad and crying, you have to help 

them and sometimes it’s easier not to ask’ [DK]. Australian nurses also noted 

‘developing that therapeutic relationship that you need to do those kinds of 

assessments properly is difficult sometimes’ [AUS]. 

 

Doing family assessment 

The level of experience as a registered nurse was described by the participants as 

an influencing factor of family engagement and assessment. The participants from 

both countries commented on their own style of family assessment which they had 

developed with experience, ‘I have a semi-structured system for myself so that I 

cover everything’ [AUS]. Some of the participants called themselves experienced 

nurses and spoke of allowing the patient to talk ‘I’ll structure the interview to include 

review of the health history and then also a review of the appropriate education 

resources that they’ve been provided’ [AUS]. These participants discussed gathering 

a range of information about the patient and family, but also how they clarified the 

family’s use of resources. Overall the participants identified that prior experience was 

noted as an advantage for completing family assessment, particularly as their 

experience was often supported with education ‘As a more experienced oncology 

nurse you do sense a little bit more with patients and family, … it’s not ad lib but it 

relies a lot on your rapport’ [AUS]. Lack of experience was identified by the younger 

participants, ‘guess just with the experience, I don't know what I'd do with that 

information’ [AUS]. Danish participants’ noted the similar problems, ‘Some of us 

have been here for quite a few years and we have younger colleagues who have 

some doubt and I think it’s probably more difficult for many of them’ [DK]. While other 

Danish nurses explained about doing family assessment, ‘it’s not systematic -

education would help’ [DK]. 

 

The allocation of nurses to the patients was different and this influenced how the 

participants established rapport with the patients, ‘the model here is a collaborative 

model, so it’s an oncologist with the registrar and then nurses assigned to that 
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patient group’ [AUS]. This model of care provided the participants with continuity of 

care for at least some of the time. Whereas in Denmark this was not the case ‘We try 

to see the same patients, but it’s very difficult. … It is easier for the patient and for 

me if I can follow the patient’ [DK]. The nurse was often relied upon for completion of 

the family assessment ‘It’s all medically orientated here so I do it [family 

assessment]’ [AUS]. Although if the family had unmet needs identified by the nurse, 

their response often was that is not within their scope of practice, ‘if they need extra 

care, like if they’re just not coping we can refer them to social workers’ [AUS]. 

However, in Denmark the social worker was not as readily available so the nurses 

tried to support the family ‘Sometimes, if the patient has a problem, we can go 

deeper with support at the treatments’ [DK]. This was an interesting point of 

difference between the two countries, as Australian participants identified that they 

would begin assessment but then refer to social worker and Danish participants 

described how they identified family problems and then aimed to provide time to sit 

and talk with the family.  

 

Both Danish and Australian participants discussed documentation of family 

assessment; however there was no specific focus on family just general questions 

which may lead to family concerns. One Danish participant reported that ‘we 

document it on their record. There is a space says, “Social Issues.” “Psychosocial.”’  

[DK ]. In contrast the Australian comment about the assessment form was that, ‘It 

[Family assessment] has a lot of clinical judgment ... It’s [the document] an extra I 

can refer to, I certainly would not use it as a crutch; I want my own assessment.’ This 

led to the participants discussing that family assessment ‘could be done better, 

obviously, it just depends on skills of the interviewer or the nurse’s training’ [AUS]. 

Both Australian and Danish nurses responded that they like to interview with a plan, 

‘they love a piece of paper to guide them [the nurses] and some of us, I think, are 

just much more comfortable with our own style’.  

 

Leximancer analysis  
The secondary analysis was completed using Leximancer, which produced concepts 

that are comparable to the thematic analysis. The generation of concepts from all the 

transcripts enabled a diagrammatic view of the frequent words and how they linked 
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and formed themes. The six concepts were nurse, family, talk, time, different and 

document. In the concept map the two concepts, nurse and family, were interlinked 

with asking questions, and doing family assessment. Similarly, in the thematic 

analysis these concepts related to how the nurse was able to do family assessment, 

and make the links to the patients’ disease and family. The concept of talk in the 

concept map was central and included words such as home, information, cancer, 

work, need, people, support and care. This concept was in relation to how the nurse 

did family assessment. The concept of time was represented linked closely to talk. 

Time included words such as the social worker, feel and people, indicating that time 

was an influencing factor to the talk. In the thematic analysis, time was clearly 

evident as the nurses discussed the time aspect in relation to assessment. The 

concepts of different and document formed on the outside of the main concepts 

within the concept map with links to words such as cancer and work [different] and 

care and nurse [document]. These Leximancer themes support the researchers’ 

thematic analysis. See Figure I for concept map.  

Insert Figure I  

 

Figure I Leximancer generated concepts.  

 

 



 

 13 

 

Discussion  
This study sought to explore the oncology nurses’ perspective of family assessment 

in Australia and Denmark. The study identified that the nurses valued family 

assessment and support; however, they do not always have the time or knowledge 

to understand and support the family. Through the analysis it became evident there 

were differences in the presence of family with the patient and this may have 

influenced how the nurse engaged with the family. The nurses discussed how to 

understand the family concerns, particularly when family were not always open or 

available. The participants talked about their roles and the time needed to support 

the family. Previous research has identified that time and also actual space for family 

engagement influenced the nurses’ ability to assess and meet the family needs [21, 

41, 42].  

 

In the present study, oncology nurses were open to engaging with the family, and 

discussed the value of family for supporting the patient. However, a clear sense of 

how the nurses assessed the family and made decisions on the need for extra 

support was not evident in the data. The participants’ beliefs of what the family may 

need, often guided their engagement with the family. Several studies have explored 

the barriers and enablers for family engagement [11, 43]. Consistent with the current 

research, barriers for providing supportive care related to being able to build a 

therapeutic relationship with the family. Beckstrand, Caollette [11] explored the 

barriers and enablers to family engagement in the palliative care setting and 

identified that the family acceptance, or not, of the diagnosis, influenced the nurses 

ability to build therapeutic conversation. The participants in the current study 

discussed that their personal beliefs as a nurse and their openness to engage with 

the family influenced the way they approached family assessment.  

 

The building of a therapeutic relationship between the nurse, patient and family is a 

key to understanding and supporting the family. However this is linked to the nurses 

readiness to connect and ability to identify the underlying needs of the patient and 

family [21, 43]. In the current study, the nurses described different approaches to 

understanding the family needs. In particular, the Danish participants spoke of 



 

 14 

grouping patients by diagnosis and completed assessment and care in relation to the 

nature of the cancer and side effects. Decision about care was often based on what 

the nurse perceived as the family needs. However, there were only a small number 

of participants (n=6) in Denmark, but it does highlight the different way nurses 

connect with the patient. In contrast, some of the Australian participants explained 

how they were assigned to work with a medical team. This model of care meant that 

the nurses often cared for the same patients with similar cancers, allowing the 

nurses to approach the patient assessment with a sense of continuity of care. 

Although there was a connection with the patient, the nurses in Australia often used 

this rapport to refer the patient to a specialist team such as breast care nurses, 

cancer care coordinators or social workers. The family engagement was influenced 

by the nurses’ perception of their own role and expertise. The literature identifies that 

nurses with access to training and resources demonstrate improved assessment and 

support of the family [25, 44]. The provision of family-centred care and assessment 

is closely linked to the nurse developing a rapport with the family to understand the 

needs of the family [5, 45].  

 

Increasing the nurses’ understanding of family assessment and support will in turn 

improve their ability to provide holistic patient and family care [11, 19, 21, 43]. All 

participants in the current study identified the need for education to provide a 

structure for assessment and family support. The benefit of education has been 

recognised by several family researchers, particularly through the use of a family 

assessment tool, which provides nurses with guidelines for recognising the family 

individuality and responding to their needs [11, 16, 23]. Previous research has 

identified that the more experienced nurse has the ability to be more reflective and 

responsive to the patient needs, often being able to understand the cancer 

experience from different perspectives as opposed to a task orientated position [43]. 

The nurses’ ability to provide appropriate and supportive care that is both patient and 

family-centred allows for recognition of the individuality of the family and the 

strengths and resources they use to overcome adversity [21, 23].  

 

Limitations  
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All the nurses involved had volunteered for the study, so they may have been more 

comfortable about sharing their family assessment experiences. However, the study 

did obtain a range of opinions from different levels of oncology nurses. Overall, this 

may limit the extent to which our findings are transferable. Although the study was 

completed in Australia and Denmark, a limitation of the Denmark contribution was 

the small number of Danish participants. However qualitative data was comparable 

to the Australia focus groups, thus analysis was completed, although with caution.  

 

Implications for nursing  
Recommendations from the findings would be to establish family assessment 

education to increase the nurses understanding of family assessment. Continued 

support such as in-service, posters and role modelling of family-centred care would 

sustain the nurses’ family assessment practices. The need for family friendly space 

needs to be considered in the development of oncology units as this allows for 

interaction between the nurses and family.   

 

Conclusion  
This study identified that nurses in different settings and countries recognise the 

value of family, whilst acknowledging that they struggle to assess and provide 

appropriate family support. The participants identified a range of issues which they 

believe influenced their ability to complete family assessment and most saw 

themselves as a point for referral rather than tailoring supportive family care. The 

nurses’ experience and their perception of time influenced their engagement with the 

family. The nurses generally had different approaches to family assessment and 

different styles of engaging with the patients from a diagnostic style to a collaborative 

style.  
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