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The nurse practitioner role is ideally suited for
palliative care practice: A qualitative descriptive study

by Carmel M. Collins and Sandra P. Small

Palliative care (PC) is an approach to caring for individu-
als with life-threatening health conditions, with the focus
being best quality of life (Hawley, 2017). It involves effective
symptom management to address the physiological manifesta-
tions of diseases; interventions to promote the social, spiritual,
and emotional well-being of patients and their families; and
end-of-life (EOL) care to support patients’ greatest comfort and
dignity when death is imminent (World Health Organization,
2011; Worldwide Palliative Care Alliance [WPCA], 2014).
Palliative care is recommended not only for cancer, but for any
chronic life-threatening condition; for example, heart and kid-
ney failure and various neurological diseases (Hawley, 2017).
With the high prevalence and expected growth of chronic
diseases not only in Canada, but worldwide, the need for
PC is great now and will become even more so in the future
(Canadian Hospice Palliative Care Association [CHPCA], 2014;
Public Health Agency of Canada, 2016; WPCA, 2014).
Although early integration of PC with disease manage-
ment is desired for chronic life-threatening conditions, unfor-
tunately, that approach is not often realized (Hawley, 2014).
In fact, many individuals who would benefit from PC either
do not receive it at all or receive it solely at the end stage of
life (Hawley, 2017). In Canada, only up to 30% of individuals
who die receive PC (CHPCA, 2014). Several factors contribute
to the accessibility problem: limited availability of PC special-
ists, that is, health professionals (e.g., physicians, registered
nurses [RN]), who have specialty education and clinical expe-
rience in the field; inadequate educational preparation of gen-
eralist practitioners (e.g., family physicians, community health
RNs) for palliative practice; insufficient financial resources
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for palliative services; and rural or remote patient location
(CHPCA, 2014; Canadian Society of Palliative Care Physicians,
2016; Hawley, 2017).

It is suggested in the literature that nurse practitioners
(NPs) could help fill the gap in PC services (Deitrick et al., 2011).
NPs are RNs with additional education and clinical experience
(Canadian Nurses Association [CNA], 2016; Canadian Nurse
Practitioner Initiative, 2006). As advanced practice nurses
(APN), they have the autonomy and competencies to diagnose
conditions, order and interpret diagnostic tests, prescribe med-
ications, perform advanced clinical procedures, and manage ill-
nesses, while working within a framework of inter-professional
collaboration and patient-centred holistic nursing care. NPs
practise in a variety of healthcare settings, including hospitals,
community clinics, and LTC facilities, and in urban, rural, and
remote locations. Thus, aside from NPs who might be PC spe-
cialists or working specifically in PC settings, NPs, more gen-
erally, seem well pointed to provide care to individuals with
chronic life-threatening conditions, including at advanced stage.
Hence, the purpose of this study was to address the question,
“What role do NPs who are not PC specialists and not working
in palliative specialty settings play in the provision of PC?”

LITERATURE REVIEW

Little is known about NP practice in PC outside of pallia-
tive specialty settings. However, research findings indicate that
within palliative settings, NPs contributed to PC through var-
ious role functions, including managing medical conditions,
consulting with other care providers about patient conditions,
providing psychosocial support (e.g., counselling) and educa-
tion (e.g., about medical condition and treatment) to patients
and families, coordinating patient services, providing ongoing
care, and advocating for patients (Deitrick et al., 2011; Mitchell
et al., 2016; O’Connor, Palfreyman, Le, & Lau, 2016; Osborn &
Townsend, 1997; Williams & Sidani, 2001).

Although few studies were found on patient outcomes with
NP practice in PC, it seems that NP role functions were condu-
cive to positive results. Healthcare providers in LTC facilities
thought that NPs had improved the availability and timeliness
of PC interventions and, as a consequence, fewer residents were
transferred to hospital for such care (Kaasalainen et al., 2013).
Similarly, nurses, physicians, and other stakeholders thought
that an NP-led PC service resulted in enhanced care for termi-
nally ill patients, including fewer hospitalizations and more
at-home deaths and better support for patients’ carers at home
(Mitchell et al., 2016). An NP in an oncology PC clinic noted
improvement in patient knowledge of and coping with the illness
and in patient quality of life, patient adherence to the prescribed
plan of care and satisfaction with care, adequate symptom con-
trol, and prevention of complications (Williams & Sidani, 2001).
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The qualitative findings of those studies are consistent with
the findings of evaluations of NP palliative practice. A prospec-
tive examination of one NP’s role in PC within a hospital and a
community service indicated that the NP’s practice contributed
to fewer emergency department (ED) visits and hospital admis-
sions and shorter hospital stays for palliative patients (O’Connor
et al.,, 2016). Feedback from patients and their home carers indi-
cated that the NP’s care improved their confidence in managing
at home. In another study, based on a review of medical records,
a NP’s practice in a primary PC clinic was determined to have
resulted in fewer patient visits to the ED and improved symp-
tom scores for some patients (Owens et al., 2011).

Although NPs may make a difference for palliative patients,
it is important to note that not all NPs may be comfortable
(Tyree, Long, & Greenberg, 2005) or confident (Dahlin, Coyne,
& Cassel, 2016; Letizia & Jones, 2012) in providing palliative
interventions. In a large study of NPs from a variety of practice
areas, whereby their involvement in EOL care was examined,
the majority thought that having more EOL education and more
work experience would enable them to better communicate with
patients and families about EOL matters (Tyree et al., 2005). In
another study, APNs, including NPs, rated their confidence in
PC provision as low prior to participating in an intensive PC
continuing education (CE) program. After the CE, their confi-
dence was significantly improved (Dahlin et al., 2016). Similarly,
61% of NPs working in LTC homes reported having little to no
confidence in evaluating and managing PC patients prior to
participating in a PC CE program. After the CE, 83% felt con-
fident in those areas (Letizia & Jones, 2012). Of particular note
is that APNs, including NPs, indicated having been exposed to
little PC content in their graduate education (Dahlin et al., 2016;
Letizia & Jones, 2012). Likewise, faculty across a large number
of graduate programs, while acknowledging the importance of
EOL content in graduate education, rated their programs as only
moderately adequate and effective, at best, with respect to such
content (Paice et al., 2006a, 2006b).

METHODS AND PROCEDURES

This study was conducted using qualitative description
methods, as proposed by Sandelowski (2000). Qualitative
description requires the collection of narrative data to fully
describe the research topic from the perspective of the
study participants. The study was approved by a research
ethics board and informed consent was obtained from all
participants.

Participants

The study took place in a province in eastern Canada.
Participants of interest were licensed NPs whose main focus
was not palliative practice and might or might not have pallia-
tive patients in their practices. NPs who were PC specialists or
were working in palliative specialty settings were not eligible.
The NPs were recruited through information about the study
sent by email to all eligible NPs within a defined geographi-
cal region, which yielded 11 participants and, through snowball
sampling, yielded a further eight participants. Of the 19 NPs,
16 were from an urban area and three were from rural settings.
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One NP was a man and 18 were women. The NPs’ ages ranged
from 32 to 62 years (x = 48.5). Seventeen NPs were in family/
all ages practice (i.e., primary care focused on all populations
across the lifespan and on prevention and illness) and two
were in adult practice (i.e., focused on adults with illness). Five
and seven NPs, respectively, had RN diplomas only or nursing
baccalaureate degrees prior to their NP preparation and seven
NPs had nursing master’s degrees specific for NP practice.
The NPs had been RNs from 7 to 41 years (x = 26.1) and had
been NPs from four months to 18 years (x = 9.4 years).

The NPs formed two distinct groups with respect to PC:
13 encountered palliative patients in their practices and pro-
vided care to them and six did not have contact with palliative
patients. The NPs who provided PC practised in community
primary health clinics or an ED, providing care to a variety of
patients, including patients with chronic diseases and patients
with life-threatening conditions, or practised in LTC facili-
ties, providing care to geriatric patients. Those NPs had var-
ied opportunity for PC practice, from minimal to frequent.
The NPs who did not have contact with palliative patients prac-
tised either in a hospital acute in-patient unit or in specialty
clinics where the patient populations did not include palliative
patients.

Data Collection and Analysis

The data were collected by the first author who is a spe-
cialist PC NP. Prior to beginning data collection, she reflected
upon her knowledge, thoughts, and feelings about the role of
the NP in PC and recorded her reflections in a research jour-
nal. She periodically reviewed her reflections, as she gath-
ered and analyzed the data in an effort to avoid prejudging
or forcing interpretation of the data. One comprehensive
semi-structured interview was completed with each NP, using
open-ended questions to obtain information about the NPs’
experiences, perspectives, and insights in relation to NP prac-
tice in PC. Examples of questions are “When I say palliative
care what comes to your mind?” “What are your thoughts on
the role of the NP in palliative care practice?” Prompting ques-
tions and comments were used to elicit detail. The interviews
occurred in private, were digitally recorded, and were tran-
scribed verbatim. Seventeen of the interviews were in person
and two were Dby telephone. After each interview, the inter-
viewer noted in her research journal observations she had
made about the interview and thoughts she had about what the
NP had shared. These reflections informed subsequent inter-
views and helped the investigators think about what was in the
data during the analysis.

The analysis was conducted by applying the procedures of
qualitative content analysis (Graneheim & Lundman, 2003;
Sandelowski, 2000), with the two investigators working col-
laboratively together. The analysis occurred concurrently
with data collection. That approach permitted the investiga-
tors to see what was in each interview and what needed to be
raised in subsequent interviews for the most complete data.
The data from each interview were coded and categorized.
The categories were synthesized across the interviews to pro-
duce a final set of themes, with thematic saturation occurring



at 19 participants. The analytic process was facilitated by con-
stantly comparing codes and categories within and across
interviews, writing memos with illustrative participant voice
(using pseudonyms for larger quotations to distinguish partici-
pants), and diagramming to explicate the themes, culminating
in Figure 1.

RESULTS

The findings yielded a central theme, namely, the NP role
is “ideal[ly]” “suited” for PC practice. As Bertha said, PC prac-
tice is “the perfect place for a nurse practitioner.” ... “a perfect
fit” For some NPs, that view was based on their professional
experience of having cared for palliative patients in their NP
practice; for the others, who did not have such experience, it
was based on their knowledge of “the nature of the nurse prac-
titioner” (Bertha) by virtue of being NPs themselves. The NPs
thought that there are factors that facilitate and factors that
impede the NP role being ideally suited to PC practice.

The facilitators are attributes of the NP role and are repre-
sented by three themes:

1. Broad Scope and Autonomous Practice — The NPs knew
that palliative patients have complex medical care needs
and they were especially attuned to the importance of “com-
fort measures ... and pain control” (Emma). They high-
lighted several specific features of NPs’ broad “scope of
practice” and “autonomy” that make the role ideally suited
to meeting such needs for palliative patients’ “best qual-
ity of life” (Kate). The features go well beyond what staff
RNs are able to do and include having advanced skills and
knowledge to assess, diagnose, and treat medical conditions
and being able to intervene for symptom management, pre-
scribe medications (especially controlled drugs such as opi-
oids), manage all aspects of care, and provide continuing
care. That NPs are suited to meeting the comprehensive
needs of palliative patients was intimated by Rita: “It would
be so good to have a nurse practitioner who could go and
visit [the palliative] person and look after all the needs what-
ever they may be, it would be ideal really.”

2. Situated Practice — The NPs reasoned that NP practice is
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Figure 1: Thematic representation of facilitators of and
impediments to the NP role being ideally suited for PC
practice. Facilitators are the NP role attributes of broad scope
and autonomous practice, situated practice, and nursing
presence. Impediments are the NP personal attributes of
having limited knowledge about PC and lacking emotional
comfort with PC practice.

6

situated for PC in that patients who need such care are
found in many inpatient and outpatient settings in which
NPs work, aside from specialty palliative and oncology set-
tings. They drew attention to geriatric LTC and rural pri-
mary healthcare as practice areas where NPs are especially
likely to encounter patients requiring PC. Geriatric LTC
facilities routinely have palliative patients because of the
prevalence of chronic life-threatening diseases in the elderly
residents. In rural locations, specialty PC services are gen-
erally not available, leaving patients to rely on their primary
healthcare practitioner for their PC needs. In geriatric LTC
facilities and rural settings, an NP may be the main or sole
healthcare provider. Such opportune work settings situate
NPs for PC practice. Sarah described the unique situation
of NPs in rural primary healthcare:

Especially in the rural areas where there is no team. ... You
are the team. ... the care provider. ... put the plans in place.

... follow them [palliative patients] through all the stages ...
titratfe] medications. ... provid[e] the education and the psy-
chosocial support.

3. Nursing Presence — The NPs believed that nursing “pres-
ence” with patients and their families is essential in PC.
They further believed that NPs have the opportunity and
competencies for presence and their holistic approach
embodies it, making them ideally suited for PC practice.
Being present is about being available, in attendance, and
attentive. It is about “being there, just absolutely being
there.” (Lynn) NPs are available and in attendance by vir-
tue of their direct role in providing ongoing care. They are
attentive through meeting physical and psychosocial needs
to optimize patient well-being. Presence is enabled by NPs’
“advanced communication” and “active listening” skills and
capacity for “empathy” The NPs emphasized the impor-
tance of presence to the development of a “trust” relation-
ship between the healthcare provider and palliative patient
and family, which is particularly important to having open
and honest conversations about the illness, prognosis, and
EOL care and, ultimately, to helping patients and families
find a psychological “place of comfort” (Mary). As Sally
conveyed, presence makes it possible to talk with patients
about their “spirituality, their faith, their family support. ...
Have they accomplished what they needed to accomplish in
this life? Do they feel that they’re missing something ... or
are they just sick of being sick and they want it over?”

The impediments that detract from the ideal suitability of
the NP role for PC practice are personal attributes of NPs, as
represented by two themes:

1. Having Limited Knowledge about Palliative Care — The NPs
thought that “specialty” palliative knowledge is required for
PC practice. They further thought that without specialty
knowledge NPs’ knowledge for PC is limited and having
limited knowledge interferes with the suitability of the NP
role for such practice. The NPs considered that specialty
PC knowledge is acquired from formal academic education
and CE in the subject matter and from working in the field.
Interestingly, they indicated that their formal NP academic
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education either lacked PC content or did not have sufficient
emphasis on NP “management ... of a palliative care patient”
(Emma). They thought that “what you've learned in your
[NP] program is not enough” (Kate) to feel knowledgeable
about providing PC. “As a new NP you really have no con-
cept of ... how to truly care for someone in palliative care and
you're nervous” (Kate) about providing such care.

Therefore, it is not surprising that the NPs in this study
whose practice did not involve PC patients indicated having lit-
tle knowledge about PC. Of the NPs who had palliative patients
in their practice, some revealed a good knowledge base with
respect to PC despite thinking that their formal NP academic
education “certainly didn’t prepare you for caring for palliative
care patients.” (Tina) Those NPs attributed their knowledge of
PC to having experience caring for palliative patients over time
and working with or consulting with other professionals in
their collaborative practice or with specialists in the field. Some
of those NPs had participated in PC CE opportunities, such as
PC conferences, which they also thought enhanced their knowl-
edge. The NPs emphasized the value of and confidence gained
by being able to consult with knowledgeable others for support
in their decision-making for the best management of palliative
patients. “I could always call up and discuss pain management
with the [PC] team ... I always felt there was someone to call
if we were perplexed with some symptom management. ... So
that was always a good thing.” (Mary) Some NPs suggested that
having access specifically to a specialty PC NP would be particu-
larly helpful for mentoring and guidance in PC practice.

The remaining NPs had limited experience as NPs provid-
ing care to palliative patients, having encountered only a few
in their practices, and indicated having limited knowledge
about PC. They recognized that they needed “more informa-
tion and knowledge” (Marie) about this area of practice, espe-
cially with respect to “protocols and clinical guidelines and
evidence-based practice” (Sally). For instance, they highlighted
prescribing opioids, providing EOL care, and discussing EOL
decision-making with patients and families as particular
aspects of PC for which they could benefit from further knowl-
edge. Although those NPs valued CE for enhanced practice,
they had not participated in PC CE yet. As well, although they
viewed consulting with palliative experts as important to feel-
ing confident and certain in palliative practice, some indicated
that they did not have access to or were unaware of the avail-
ability of any such support.

Whether or not the NPs who provided PC had participated
in PC CE, most thought that there is little support in the health-
care system for CE in general, in terms of covered expenses and
leave from work to attend educational functions. For instance,
they noted that NPs who are interested in attending CE events
might have to use their vacation leave. Because of the limited
support in the system, some NPs thought their only means of
PC education was independent learning through such sources
as journal articles and the internet.

2. Lacking Emotional Comfort with Palliative Care Practice —
The NPs thought that PC requires a particular kind of per-
son, that is, one who has the emotional comfort needed to
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work with patients and families who are facing life-threat-
ening conditions that lead to death. Hence, the suitability
of the NP role for PC practice is affected by whether or not
NPs are at ease with providing PC. The NPs believed that
PC practice is “not for everybody” and NPs who are “not
comfortable” with PC prefer to work with populations that
do not need such care. Indeed, some of the NPs who were
not involved in PC practice revealed that they would be
uncomfortable with PC practice because of the emotional
challenge of working in such sad patient situations.

Conversely, NPs who were involved in PC practice had at
least some level of emotional comfort with providing PC.
Those NPs had a personal philosophy of dying and death that
contributed to their emotional comfort, such as death is a “nor-
mal” part of life and “dying is a part of living” (Joan). However,
they indicated that their level of comfort was also affected by
the extent of their clinical experience in the field. Indeed, NPs
with greater experience expressed being fully emotionally
comfortable with PC. They thought it a privilege to work with
palliative patients and their families, and they derived great
satisfaction from it, as Rita revealed:

When you know that you can help somebody have a better

experience, it makes a difference. ... It makes you feel good

about yourself if you can ... help somebody and make life eas-
ier for somebody else; then you know you've done your job.

DISCUSSION

The NPs in this study were not PC specialists and did not
work in palliative specialty settings, and regardless of whether
or not they had provided care to palliative patients, all thought
the NP role is ideally suited for PC practice. That perception
is consistent with findings of other studies whereby NPs were
noted as making important contributions to PC (Kaasalainen
et al., 2013; Mitchell et al., 2016; O’Connor et al., 2016; Owens
et al., 2011). Indeed, authors have concluded that because of
NPs’ experience and education, they are ideally suited to meet
the primary and PC needs of patients at the EOL (Owens et al.,
2011) and that NPs may be the best hospital staff to intervene
with patients at EOL (Tyree et al., 2005).

The NPs in this study attributed the suitability of the NP
role for palliative practice to three features of the role: (a) broad
scope and autonomous practice, which permit NPs to treat and
manage palliative patients’ medical conditions for the patients’
best quality of life; (b) situated practice, which provides NPs
with opportunity for PC; and (c) nursing presence, which
enables NPs’ attentiveness to all patient needs, including psy-
chosocial needs, for optimal well-being. Medical management,
as a role function of NPs in PC practice, also has been iden-
tified in other studies (Deitrick et al., 2011; Kaasalainen et al.,
2013; Mitchell et al., 2016; O’Connor et al., 2016; Osborn &
Townsend, 1997). Although little is known about NP practice
with palliative patients in settings other than within specialty
palliative services, in a study about palliative patients in LTC
facilities, findings indicated that NPs were well positioned to
offer and promote optimal PC for residents and their families
(Kaasalainen et al., 2013). Consistent with the views of the NPs



in this study that nursing presence is crucial to PC and nurs-
ing presence is inherent in NP practice by virtue of NP holis-
tic approach, NPs in another study revealed that through being
present with their patients, they were able to provide the very
important psychosocial support needed in PC. The NPs spent
extended time with their patients, offered counselling, and cre-
ated an environment for a trusting relationship (Deitrick et al.,
2011). That NPs exhibit presence in their practice is also sup-
ported by reports of staff and family members in LTC facili-
ties that NPs spent time with palliative families listening to
and supporting them (Kaasalainen et al., 2013). Nursing pres-
ence has been examined extensively in the literature, as a phe-
nomenon that is foundational to nursing practice (Easter 2000;
Finfgeld-Connett, 2006; McMahon & Christopher, 2011). It
is identified in nursing theories as a humanistic quality and
way of being in the nurse-patient relationship that enables the
nurse to understand patients’ unique experiences for individ-
ualized patient care (Parse, 1992; Paterson & Zderad, 1978;
Sitzman & Watson, 2014). Because of its essentiality to nurs-
ing, it is perhaps not surprising that NPs acknowledge nurs-
ing presence as core to NP practice and demonstrate it in their
interactions with patients and families.

Although the NPs in this study thought the NP role is ideally
suited for PC practice, they also thought that the suitability of
the role for palliative practice is impeded if NPs lack specialty
palliative knowledge or emotional comfort with PC. However,
regardless of their academic designation (RN, BN, or MN), the
NPs reported having had little, if any, PC content in their for-
mal academic NP education. That NPs may be lacking PC con-
tent in their undergraduate or graduate level education has also
been reported in other studies (Dahlin et al., 2016; Letizia &
Jones, 2012; Paice et al., 2006a, 2006b). NPs in this study who
had good knowledge of PC indicated it was because of their
experience in the field, collaborative and consultative practice
with knowledgeable professionals, and for some, participation
in CE activities. It seems only reasonable then that the NPs who
had little experience in PC and had not participated in PC CE or
had not had palliative consultative support would have limited
palliative knowledge. That those NPs realized needing more
PC knowledge is consistent with the findings of other studies.
NPs acknowledged needing to know more about PC, having lit-
tle or no confidence in providing PC (Dahlin et al., 2016; Letizia
& Jones, 2012), and needing to have more EOL education and
experience for enhanced communication with patients and fam-
ilies about such care (Tyree et al., 2005). No studies were found
about the contribution of consultative support for NPs in PC.
However, consistent with the views of NPs in this study that CE
is valuable for enhanced PC practice, NPs in other studies who
had participated in PC CE had improved confidence in provid-
ing PC (Dahlin et al., 2016), comfort in initiating EOL discus-
sions (Tyree et al., 2005), and knowledge about PC and had
changed their practice, as a result (Letizia & Jones, 2012).

The NPs in this study thought that clinical experience is also
important for emotional comfort in working with patients and
families who are facing death. No studies were found in which
NP emotional comfort with PC practice had been examined.
However, similar to the finding in this study that some NPs

would be uncomfortable with palliative practice because of the
emotional challenges in such practice, generalist nurses working
in various hospital and community settings, outside of specialty
palliative settings, experienced emotional difficulty in provid-
ing care to terminally ill patients (Bloomer, Endacott, O’Connor,
& Cross, 2013; Wallerstedt & Andershed, 2007; Weigel, Parker,
Fanning, Reyna, & Gasbarra, 2007). On the other hand, simi-
lar to the NPs in this study who had a philosophy of dying and
death that was conducive to emotional comfort with PC and
who derived satisfaction from caring for palliative patients,
nurses who had chosen to work in PC settings had high commit-
ment to, found purpose in, and demonstrated resilience to the
work, which suggest that a particular type of personality may be
required for PC (Ablett & Jones, 2007). Hence, as conveyed by
the NPs in this study and supported by the findings of previous
studies, PC practice may not be suitable for all nurses.

Study Limitation and Implications for Education, Policy, and
Research

The convenience sample of 19 NPs from a single region
within one Canadian province is a limitation of this study.
However, the diversity of NPs (varied practice settings, includ-
ing urban and rural locations; educational backgrounds; and
PC experience), along with adherence to procedures for rig-
orous qualitative descriptive research, strengthen the find-
ings; thus, adding to and supporting the small body of existing
knowledge about NPs and PC.

Because of the large and diverse volume of subject matter
that needs to be addressed in NP educational programs, it may
be unrealistic to expect extensive in-depth specialty PC cover-
age, as well. However, content about fundamental best prac-
tices in PC seems appropriate with, perhaps, a more in-depth
focus on PC for NP students who plan to work in areas that
have palliative populations, especially LTC, primary care, and
specialty PC settings. In addition to the current NP practice
streams in educational programs (i.e., family/all ages, adult,
pediatric,), educational institutions could consider introduc-
ing a PC specialist stream. Furthermore, it is suggested that
NPs pursue professional development in an ongoing manner
to support palliative practice, such as by participating in for-
mal initiatives (e.g., PC conferences) and informal learning
(e.g., accessing academic literature). Those who are engaged
in regular palliative practice could consider obtaining specialty
certification such as the CNA Hospice Palliative Care Nursing
designation. Healthcare institutions should ensure that finan-
cial resources are available to facilitate NPs’ continuing edu-
cation endeavours and should ensure that NPs have access to
palliative experts for consultation about palliative management
of patients under their care.

With adequate educational preparation in PC and emo-
tional comfort in working with palliative patients and families,
it seems that NPs would be ideally suited to PC practice and to
helping meet the growing need for PC services. However, lit-
tle research has been conducted on the effectiveness of NPs in
PC, both in terms of PC specialists and non-specialists. Hence,
more research is required to determine patient and healthcare
system outcomes when NPs provide PC.
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