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Abstract

Background: The rising prevalence of cancer in New Zealand calls for a need to
improve person-centred and equitable cancer nursing care, in order to enhance patient
outcomes and alleviate burden on the healthcare system. However, achieving this can
prove to be a challenge due to the increase in cultural diversity amongst patients and
nurses. Therefore, understanding and embracing the perspectives and expectations of
both patients and nurses would be beneficial and crucial to raising awareness and
bridging gaps that could jeopardise person-centred and equitable cancer nursing care.
With only one inpatient ward within the region, the acute Haematology and Oncology
ward within Health New Zealand - Te Whatu Ora Waikato is no exception to these

challenges.

Objective: This research aims to explore the perspectives and expectations of patients
and nurses in an acute Haematology and Oncology ward within Health New Zealand

- Te Whatu Ora Waikato.

Participants: Six patients from the inpatient ward were purposefully recruited in the
qualitative phase according to the sampling framework, and through the application of
inclusion, and exclusion criteria. All 53 registered nurses were invited to participate in
an anonymous online survey during the quantitative phase. However, only 15

registered nurses responded.

Methods: This exploratory sequential mixed methods research consisted of an initial
qualitative phase that explored the perspectives and expectations of patients using
semi-structured interviews. Braun and Clarke’s reflexive thematic analysis was utilised
to identify themes from the interviews. An anonymous online Likert scale survey was
then developed for registered nurses in the quantitative phase. Data from the surveys

were analysed using descriptive statistics.

Findings: Four main themes emerged from patient interviews as important aspects
of person-centred and equitable cancer care to patients: (i) Holistic needs and care, (ii)
Involving and engaging support system, (iii) Barriers and challenges, and (iv) Nursing
roles and patient engagement. However, findings from staff surveys revealed that

nurses had varying perspectives and were not consistently providing care that patients
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valued. When both data sets were compared, it was evident that there were significant
misalignments in the perspectives and expectations of person-centred and equitable

care between patients and nurses.

Conclusion: Understanding and embracing the perspectives and expectations of
patients and nurses in cancer care is a pivotal aspect to achieving person-centred and
equitable care in New Zealand. However, barriers such as misaligned perspectives and
expectations between patients and nurses can negatively impact the delivery of
individualised care. As a result, this increases the risk for more unfavourable treatment
outcomes and complications, thereby also placing more pressure on the already
strained healthcare system. While this study has provided valuable insights, further
research may be required to increase the generalisability and robustness of this topic.
In addition, implementation of strategies, and interventions to encourage the
alignment of perspectives and expectations between patients and nurses should also
be explored at different levels of cancer care, including the incorporation of policy,

educational and clinical support.
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Introduction

Chapter I: Introduction

Success is not final; failure is not fatal. It is the courage to continue that counts.

Winston S.Churchill, 1874 — 1965

As the leading cause of death in New Zealand (NZ), cancer accounts for nearly one
third of all deaths (Ministry of Health, 2020). Apart from its high mortality rate, cancer
also brings detrimental impacts on varying levels, from individual wellbeing to national
economy as well as the healthcare system. (Teng et al., 2024). With its predicted surge
in numbers due to aging population, pressures on healthcare costs and cancer services
will also undoubtedly rise proportionately. At the same time, cancer services are still
expected to provide appropriate, culturally safe, and accessible care, especially with the
exponential increase in patients of Maori, Pacific Islander and Asian ethnic
backgrounds (Teng et al., 2024). These factors suggest that there is a vital need to
improve cancer care, so as to reduce its disease burden. Therefore, NZ’s healthcare
system developed a Cancer Action Plan that aims to achieve this by providing person-
centred and equitable care (Ministry of Health, 2019). This involves personalised
cancer care that not only accounts for the needs, wants, preferences, values, and beliefs
of patients, but also addresses barriers that would prevent patients from receiving the

care they need to achieve optimal health outcomes (Coulter & Oldham, 2016).

Since nurses make up a major proportion of the workforce in the healthcare industry,
it can also be inferred that they play a pivotal role in supporting NZ’s Cancer Action
Plan, influencing clinical outcomes, and contributing to building positive patient
experiences (Riffat, 2023). However, as a result of globalisation and immigration, our
increasingly diverse population amongst nurses and patients have made achieving
person-centred and equitable cancer care a challenge (Goh, 2019). Disparities in
culture could impact the way cancer care is provided, leading to poorer treatment
outcomes and adherence, as well as higher complication rates. While efforts have been

made to reduce health inequities at a national and systemic level, there are limited
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Introduction

strategies aimed at addressing the matter through clinical care (Ford-Gilboe et al.,
2018). Moreover, even though studies have suggested that understanding and
embracing the perspectives and expectations of patients and nurses aid in ensuring that
cancer care remains person- centred and equitable, there are insufficient studies
analysing the perspectives and expectations of both patients and nurses in NZ (Yates
etal, 2021). Therefore, this research aims to explore the perspectives and expectations
of cancer patients and their registered nurses, on an acute inpatient Haematology and
Oncology ward in Health New Zealand- Te Whatu Ora Waikato. Specifically, it aims

to address the following research questions:

1. What perspectives and expectations do Haematology, and Oncology patients have

in relation to person-centred and equitable care?

2. What perspectives and expectations do Haematology, and Oncology registered

nurses have in relation to person-centred and equitable care?
3. How do Haematology, and Oncology registered nurses perceive patients’

perceptions and expectations in relation to person-centred and equitable cancer

care?

The following chapters will be organised to address the above research aim and
questions through the discussion of current literature evidence underpinning this
study, methods and methodology adopted, findings obtained from data analysis, as
well as study implications. Data gathered from this research would not only be helpful
in informing future research, but also provide valuable insights into potential strategies
that could be put in place to bridge gaps and build awareness on cancer patients’

perspectives and expectations.
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Literature review

Chapter ll: Literature review

The important thing is to never stop questioning (or learning).

Albert Einstein, 1879 — 1955

2.1 Introduction, semi-systematic review

A literature review is predominantly described as the gathering, analysing, and
integrating of current available studies using a structured and systemic approach
(Snyder, 2019). It is an essential component to building a strong research foundation,
as it not only provides an overview on the topic of interest, but also aids and supports
the formulation of new study aims and questions through the identification of gaps in
previous studies (Snyder, 2019). Therefore, conducting a thorough literature review
would be the first most important process in this study. However, for a literature
review to be considered valuable to research, it has to be precise, detailed, and reliable.
This can be attained by utilising a literature review approach as a guide that would aid
in ensuring that literature gathered are from credible sources, relevant to this study’s
research aims and provides in depth and valuable findings. The researcher considered
two commonly adopted literature review approaches namely, semi-systematic reviews,
and systematic reviews, before deciding that a semi-systematic review would be the
most appropriate approach. The following outlines the researcher’s justification and
reasons for adopting of the semi-systematic literature approach in this study’s literature

review.

Firstly, the semi-systematic review, also known as a narrative review, is regarded as the
traditional method in literature review, which involves the integration, interpretation,
and critical evaluation of available literature on a topic of interest (Gregory & Denniss,
2018). The main aim of this approach is to provide researchers with an all-inclusive
background context on the topic, and to highlight gaps or disparities within current
literature. This helps researchers stay updated with current evidence while also
identifying new research ideas, questions, and hypotheses (Paré & Kitsiou, 2017).

Since the aim of this research is to navigate a broad, complex, and under-researched
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topic, Sukhera (2022) suggests that adopting the semi-structured approach would aid
the researcher in drawing more insights into topic through exploring current literature
and background context. Sukhera (2022), further highlights that the semi-systematic
review approach is beneficial when exploring broad subjects due to its purposeful
analysis of interpretation and narratives in research evidence, which is crucial when
exploring perspectives and expectations with regards to equitable and person-centred
cancer care. Lastly, since the semi-systematic review approach is based on current
literature, research gaps identified, and conclusions made from the evidence would
provide reliable information that can be used to inform and guide this study. In
contrast, while the systematic review is widely known as the gold standard for literature
reviews and revolves around the use of clearly defined search strategies and data
analysis methods, this well-structured approach is more commonly used for
quantitative studies and to analyse cause and effect size (Uman, L..S., 2011). Therefore,
this implies that it would not be an ideal approach for exploring the perspectives and
expectations of patients and nurses in this study. Since a semi-systematic review does
not abide by a formal structure like the systematic approach, available guidelines such
as those done by Snyder (2019), and Sukhera (2022) can be utilised to optimise rigor
and enhance the quality of this research. Sukhera (2022), explains that a conducting a
comprehensive background context and gaining insights within a semi-systematic
review involves analysing how research has developed with time and tradition. This
can be done through thematic and content analysis where themes are utilised to
identify, analyse, and synthesize evidence. Therefore, this chapter will be organised to
provide an overview of the literature review process that the researcher has undertaken
though the use of identified themes. Based on these themes, current available literature
was explored, synthesised, and critiqued using an integrative approach. Thereafter, the
synthesized literature was used to identify gaps in literature, as well as generate new

ideas, research aim and research questions.
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Part 1: Overview of Topics

2.2 Introduction

With our increasing need for person-centred and equitable cancer care, historical and
background context can help provide valuable insights to bridge gaps by encouraging
new perspectives of this research topic (Ahsberg, 2024). In line with the semi-
systematic review, the aim of this topic overview is to provide contextual background
of person-centred and equitable cancer care in NZ. Since this study seeks to further
explore person-centred and equitable cancer care through nurses’ and patients’
perspectives, it was broken down into three themes to facilitate a clearer and more in-
depth overview of the topic. The themes include (i) Cancer patients, (ii) Obstacles to
implementing equitable and person-centred care and (i) Patient’s and nurses’

perspectives and expectations.

2.3 Cancer Patients

The World Health Organisation (2025) defines cancer as a broad class of diseases that
causes abnormal and uncontrollable cell growth in nearly any organ or tissue, with the
potential of also invading and spreading to other organs or parts of the body. Patients
are described by Oben (2020) as people who are living with a disease, prior to or after
commencing treatment. Since there was an absence of literature describing the term
‘cancer patients’, this study will define cancer patients as people who are living with
cancer, regardless of whether they are currently undergoing cancer treatment or are in
remission. This definition is based on the integration of both terms provided by Oben
(2020), and The World Health Organisation (2025). With this definition in mind, a
literature search was conducted on the cancer burden in NZ from 1995 to 2022, to
provide an overview of cancer prevalence and mortality in cancer patients. While the
New Zealand Cancer Registry was initiated in 1948, mandatory cancer registration was
only established in 1994 when the Cancer Registry Act was put in place (Brewer et.al.,
2020). This implies that data prior to 1994 would not have been accurate due to
inconsistencies in reporting and was therefore excluded in this review. In addition,
since records were only accessible up to 2022, data was evaluated and analysed till 2022.

These data were analysed based factors that were observed to have an influence on
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person-centred and equitable care. These factors include gender, cancer type,
geographic location, ethnic background, and age range. Evidence gathered in this
review are portrayed using numbers and rates. Numbers refer to the total number of
cancer registrations or mortality in a given time period, while rate refers to the number
of cancer registrations or mortality per 100,000 people. In addition, charts are also used
to clearly illustrate cancer prevalence trends and numbers over the years. These charts
were obtained and compiled from the New Zealand Cancer Registry in Health New
Zealand - Te Whatu Ora’s cancer web tool, as well as other previous studies conducted
in NZ by Haynes et al. (2008), Sarfati and Jackson (2020), Cleverley et al. (2023), Teng
et al. (2024), Dearing et al. (2024), and Bizuayehu et al. (2024), on cancer.

2.3.1 Incidences and rates of cancer registration and mortality

Historical data provided by the New Zealand Cancer Registry on cancer prevalence
and rates, have demonstrated a significant increase in cancer incidences over the years.
7327 new cancer registrations were recorded in 1995, with latest data in 2022 showing
28,275 registrations, indicating that cancer prevalence has increased by 286 percent
over the course of 27 years (Chart 1). A study done by Teng et al. (2024) further
revealed on top of this that new cancer registrations are predicted to continue rising at
2.3 percent a year, with an estimate of 45,100 registrations by 2040 to 2044 in total.
The predicted increase is believed to be mostly associated to the growth and ageing in
population, which is consistent when comparing with other countries such as Australia
and Germany. While the rate of registration per 100,000 persons has remained
relatively stable over the years (Chart 2), the current and predicted significant increase
in cancer incidences emphasises the need for person-centred and equitable care as a
strategy to cope with rising cancer prevalence, by reducing burden on individuals and
the healthcare system. Along with increased incidences and registrations, mortality
incidences have also increased proportionately over the years, growing from 7422
recorded mortalities in 1995, to 10,536 mortalities in 2022 (Chart 3). Despite that, the
rate of cancer death within a population of 100,000 people has steadily declined over
the years from a rate of 164.5 in 1995 to 108 in 2022 (Chart 4). This implies that while
the overall number of mortalities have increased, effective strategies have also been

implemented to reduce the mortality rate in relation to the population. However,
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Sarfati and Jackson, (2020) argued that while cancer survival has improved over the

years in NZ, strategies to address health-related social and geographic inequities are

still insufficient in comparison to other countries such as Australia. This once again

highlights the need for more focus on person-centred and equitable care.
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Chart 2: Cancer registrations over time
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Chart 4: Rate of cancer deaths over time

Note: Information adapted from Te Whatu Ora. (n.d.). Cancer data web tool. Te Whatu Ora.
Retrieved July 5, 2025, from https://tewhatuora.shinyapps.io/cancer-web-tool/

Page | 25

2020
2021

2020
2021

2022

2022



Literature review

2.3.2 Cancer prevalence between males and females

When comparing incidences between males and females, males were shown to have a
higher cancer prevalence as compared to females, with latest evidence in 2022
indicating that there were 14,896 registered cases in males as compared to 13,379
registrations amongst females (Chart 5). Teng et al. (2024), has also supported this in
their study, demonstrating that predictions estimate 121,166 to 126,060 male
registrations between 2040 to 2044, while there is only an estimate of 100, 569 to
104,132 female registrations. Despite that, registration rates between both genders
remain stable throughout as depicted in Chart 6. Proportional with the overall increase
in cancer prevalence and rates, the number of deaths amongst both males and females
have also steadily increased over the years, with the overall number mortality amongst
males still remaining higher than females (Chart 7). While cancer mortality rates have
slowly decreased over the years for both genders (Chart 8), this evidence suggests that
males are at a higher risk of cancer incidences and mortality as compared to females.
Majority of the cancers are attributed to environmental factors such as smoking, diet,
obesity, alcohol consumption, sedentary lifestyle, and infection. Therefore, Bizuayehu
et al. (2024) justifies that males tend to have a higher risk for cancer and mortality due
to the increased exposure to modifiable risk factors, including smoking and alcohol
consumption. On top of this, Dearing et al. (2024) also demonstrated in their study
that males were less like to engage in health services such as screenings due to the
preconceived idea that health is a feminine matter. This suggests that disparities in
health outcomes are apparent between genders, especially amongst males, which
points to the need for more effective strategies that can address these modifiable risks

in order to achieve person-centred and equitable cancer care.
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Chart 8: Rate of male and female deaths over time

Note: Information adapted from Te Whatu Ora. (n.d.). Cancer data web tool. Te Whatu Ora.
Retrieved July 5, 2025, from https://tewhatuora.shinyapps.io/cancer-web-tool/
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2.3.3 Prevalence of cancer types between males and females

Upon deeper evaluation of the different cancer types amongst both males and females
in 2022, the top three highest cancer registrations for males are prostate, colorectal and
melanoma respectively, with 4334 registrations for prostate, 1849 for colorectal and
1668 for melanoma. While amongst females, the top three highest registrations are
breast, colorectal and melanoma, with 3669 registrations for breast, 1696 registrations
for colorectal and 1427 for melanoma. However, the highest non-gender specific
cancer registrations identified are colorectal, lung and melanoma with 3545
registrations for colorectal cancer, 2517 for lung and 3095 for melanoma. Teng et al.
(2024) turther breaks down cancer type trends over the years in the chart below (Chart
9), showing that incidences for all cancer types have increased over the years, except
for ovarian cancer. Data from the chart demonstrates that prostate, leukaemia, and
head and neck cancers had the most significant increase amongst males, while for
females it was head and neck, uterine, bladder and liver cancers. On the other hand,
there was a noticeable decrease in eye, brain, central nervous, oesophageal and
melanoma cancers amongst male, with a decrease in ovarian and melanoma cancers
for females. The remaining cancer types only had minimal observable changes over
the years. Although prostate, colorectal and melanoma cancers had the highest
incidences amongst males, melanoma was not part of the top three cancer deaths
amongst males. Rather, lung, colorectal and prostate cancers contributed to the highest
cancers deaths over time amongst males respectively. While for females, lung,
colorectal and breast cancers had the highest recorded cancer death over the years.
Contrastingly, even though melanoma cancer had one of the highest incidences in both
cancers, it has one of the lowest mortality incidences and rates amongst both males
and females. The decrease in melanoma incidences and low mortality rate suggests that
effectives strategies have been put in place by the healthcare system. Charts 10 and 11
below provide an overview of the common cancer registrations and deaths amongst

both genders.
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Chart 10: Common cancer types amongst males in comparison to females (Te Whatu ora, n.d)
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Chart 11: Common cancer types amongst females in comparison to males (Te Whatu ora, n.d)

2.3.4 Prevalence of cancer based on geographical region

Disparities in cancer registrations and mortality can also be identified amongst people
living in different geographical regions and deprivation quintiles. Based on data
collected from the New Zealand Cancer Registry, mortality rates for a few of the
common cancer types in 2022 were higher for people residing in areas with more
deprivation (Te Whatu Ora, n.d). Areas classified as ‘quintile 5’ are associated with the
highest deprivation, while ‘quintile 1’ areas are known to have the least deprivation.
This is most evident in lung cancers, where the highest registration and mortality rates
were consistently correlated to residents living in quintile 5. A study done by Haynes
et al. (2008) which analysed cancer prevalence and deprivation in NZ also revealed that
people living in areas with more deprivation had marginally higher mortality and late-
stage presentation for certain cancers. An example would be melanoma, where

incidences and mortality rates were clearly correlated to deprivation areas, with
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approximately 60 percent increased mortality as compared to other areas of higher
quintile. Survival rates were also noted to be lower for people with colorectal, breast
and prostate cancers if they were residing in a high deprivation area that are also at a
considerable distance from a cancer centre. Haynes et al. (2008), further revealed that
due to the lack of access to specialist referrals, survival rates were observed to be
poorer amongst patients with higher socio-economic deprivation. Although
researchers are unsure why socioeconomic deprivation and distance from cancer
centres only appeared to only affect certain cancers, these data still clearly demonstrate
the vital need for healthcare providers to recognise the influence that socioeconomic
status and timely access to services have on patient oncomes, in order to provide
person-centred and equitable cancer care. The charts (Charts 12, 13, 14 and 15) below
show the registration and death rates for common cancers in males and females within

different deprivation areas in 2022.

Rate of the most common cancer registrations for males, by deprivation quintile, 2022 =
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Chart 12: Common male cancer registration by quintile (Te Whatu ora, n.d)
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Rate of the most common cancer registrations for females, by deprivation quintile, 2022
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Chart 13: Common female cancer registration by quintile (Te Whatu ora, n.d)
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Chart 14: Common male cancer deaths by quintile (T'e Whatu ora, n.d)
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Rate of the most common cancer deaths for females, by deprivation quintile, 2022
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Chart 15: Common female cancer deaths by quintile (Te Whatu ora, n.d)

2.3.5 Prevalence of cancer based on ethnic background

Ethnic background is the third influential factor used to analyse cancer prevalence and
mortality in NZ. Between the years 2008 and 2022, Maori consistently had the highest
overall rate of cancer prevalence and mortality throughout as compared to non- Maori,
which includes people of NZ European, Pacific Islander, and Asian background (Te
Whatu Ora, n.d). After Maori, people of Pacific Islander background had the second
highest cancer prevalence, followed by NZ European and lastly Asians. Sarfati and
Jackson (2020) also concur with this finding by revealing in their study Maori and
Pacific Islander people have higher incidence and mortality rates for preventable
cancers when compared to people of other ethnic backgrounds. Teng et al. (2024)
turther elaborates by describing that Maori male had approximately a six percent
increase in cancer prevalence between the years of 2006 to 2011, with twice the
mortality rate due to greater cancer rates and lower rates of prognosis. In addition,
Pacific Islander males had a mortality rate of one-third more than the others, despite
having 19 percent lower cancer incidence in comparison to NZ Europeans and others.

On the other hand, Maori females had an increase of 22 percent in cancer incidences
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between 2006 and 2011, while Pacific Islander females had relatively similar incidences
as compared to NZ Europeans and others. A study done by Cleverley et.al (2023)
reasons that poor outcomes for Maori and Pacific Islander people are attributed to the
lack of adequate access to healthcare and differences in cancer detection. For example,
screening programmes and prevention strategies for Human papillomavirus (HPV)
through vaccinations have not been favourable for Maori and Pacific Islander people.
Other attributable factors such as poverty, lack of housing, inequities in healthcare
access, timeliness, and quality of care from diagnosis to treatment plans have also been
identified as contributors to the disparities in cancer outcomes between the different
ethnic backgrounds. Nonetheless, predictions done by Teng et al. (2024) shows that
cancer incidences for males will stay relatively consistent throughout till 2044 for all
ethnicities, except for NZ Europeans males. Cancer incidences for NZ European
males is predicted to increase to a level comparable to that of Maori males by 2044.
Amongst females, increases were most noticeable amongst Pacific Islander, Asian and
NZ Europeans. Pacific Islander females are predicted to have the highest incidence
rates in time to come, overtaking incidences in Maori females, even though Maori
females have the highest incidence currently. Overall, Asians were predicted to have
the greatest increase in incidences amongst both genders, followed by Pacific Islander,
Maori and lastly NZ Europeans. These disparities amongst ethnic backgrounds
accentuates that people of different ethnic backgrounds have different needs, thereby
emphasizing the relevance of person-centred and equitable care. The relevant charts
below portray past, present, and future cancer incidence rates from 1995 to 2044, as
well as registrations and mortality rates between males, females, Maori and non- Maori

between 2018 and 2022 for common cancets.
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Chart 16: Age standardised cancer rate by ethnicity (Teng et al., 2024)
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Rate of All Cancer Registrations in 2018-2022, by Age Group and Maori/Non-Maori 8 Table
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Chart 17: Cancer registrations rates Maori and non- Maori (Te Whatu Ora, n.d)
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Chart 18: Cancer deaths rates Maori and non- Maori (Te Whatu Ora, n.d)
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Rate of Female and Male Prostate (C61) Cancer Registrations in 2018-2022 by Prioritised Ethnicity
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Chart 19: Prostate cancer registration rate (Te Whatu Ora, n.d)
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Chart 20: Breast cancer registration rate (Te Whatu Ora, n.d)
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Rate of Female and Male Lung (C33-C34) Cancer Registrations in 2018-2022 by Prioritised Ethnicity
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Chart 21: Lung cancer registration rate (T'e Whatu Ora, n.d)
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Rate of Female and Male Melanoma (C43) Cancer Registrations in 2018-2022 by Prioritised Ethnicity
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Chart 23: Melanoma cancer registration rate (Te Whatu Ora, n.d)

2.3.6 Prevalence of cancer based on age

Lastly, age is the final influential factor used to determine cancer prevalence and
mortality in NZ. Age ranges in the registry were classified into different categories,
namely ‘0 to 24°, 25 to 44, ‘45 to 64°, ‘65 to 74’, and ‘Above 75’. Starting with the
youngest age group, the top three most common cancer registrations amongst females
aged between 0 to 24 are leukaemia, colorectal and brain, while the top three common
mortality causes within the same age group are brain, leukaemia, and peripheral nerve
cancers. Amongst males of the same age group, the top three common cancer
registrations are leukaemia, testis, and brain, while the top three common cancers for
mortality amongst males are brain, leukaemia, and connective tissue. On the contrary,
common cancer types amongst people between the age of 25 and 75 was observed to
differ from those below 25. However, cancer types remained fairly similar throughout
the age ranges of 25 to 75, as well as between genders. The common cancer
registrations for females between the age of 25 to 75 are breast, melanoma, colorectal
and lung, while for males they are testis, prostate, colorectal, lung and melanoma.
Common cancer types were also mostly similar in mortality, which includes colorectal,

lung, breast for females, and on the other hand lung, colorectal and prostate for males.
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People above the age of 75 had the highest recorded cancer registrations and death in
comparison to other age ranges. Sarfati and Jackson (2020) explain that since there is
a reduction in other causes of mortality such as cardiovascular diseases, the incidences
of cancer amongst the older people are expected to increase. This could ultimately
result in higher frailty and co-morbidity amongst cancer patients, which in turn also
lead to increased treatment costs and complexity. Therefore, recognising the needs of
patients from different age groups is crucial to providing person-centred and equitable
care. The charts below illustrate the common cancer registrations and mortalities in

different age ranges as well as genders.

Number of the most common cancer registrations for Females and Males aged 0-24 years, 2022
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Chart 24: Common cancer registrations aged 0-24 (T'e Whatu Ora, n.d)
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Number of the most common cancer deaths for Females and Males aged 0-24 years, 2022 EB Table
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Chart 25: Common cancer deaths aged 0-24 (T'e Whatu Ora, n.d)

Number of the most common cancer registrations for Females and Males aged 25-44 years, 2022
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Chart 26: Common cancer registrations aged 25-44 (Te Whatu Ora, n.d)
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Number of the most common cancer deaths for Females and Males aged 25-44 years, 2022
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Chart 27: Common cancer deaths aged 25-44 (T'e Whatu Ora, n.d)

Number of the most common cancer registrations for Females and Males aged 45-64 years, 2022
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Chart 28: Common cancer registrations aged 45-64 (Te Whatu Ora, n.d)
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Number of the most common cancer deaths for Females and Males aged 45-64 years, 2022
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Chart 29: Common cancer deaths aged 45-64 (T'e Whatu Ora, n.d)

Number of the most common cancer registrations for Females and Males aged 65-74 years, 2022
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Chart 30: Common cancer registrations aged 65-74 (Te Whatu Ora, n.d)
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Number of the most common cancer deaths for Females and Males aged 65-74 years, 2022
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Chart 31: Common cancer deaths aged 65-74 (T'e Whatu Ora, n.d)

Number of the most common cancer registrations for Females and Males aged 75+ years, 2022
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Chart 32: Common cancer registrations aged above 75 (T'e Whatu Ora, n.d)
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Number of the most common cancer deaths for Females and Males aged 75+ years, 2022 8 Table
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Opverall, cancer survival has gradually improved over time, however ageing population,
population growth, social and geographic inequities as well as gender and age-related
risk factors still have an impact on the prevalence of cancer incidences and mortalities
in NZ. Recognising the need to provide more person-centred and equitable care, NZ’s
healthcare system has put in place strategies to address disparities in hopes of
minimising inequities. Therefore, in the next theme, this study will explore the
historical context of equitable and person-centred care in NZ, as well as obstacles with

regards to implementing them.

2.4 Obstacles to implementing Equitable & Person-Centred Care -

Cultural competency

Te Whatu Ora (2025) defines equitable healthcare in N’Z as care that acknowledges
the unique needs of different people based on the levels of advantages they have in
society. Healthcare approaches, methods, and resources should be tailored to cater and
ensure that these needs are met accordingly. In efforts to attain equitable health care,

health strategies have been put in place to provide a framework and guide for
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healthcare professionals. Some examples of equitable healthcare strategies are the
‘National Health Strategy’, ‘Equity of Healthcare for Maori’, “The Guide to He
Korowai Oranga Maori Health Strategy 2014, as well the ‘Equity Work Programme’
(Chin et al., 2018). These strategies aim to obtain equitable healthcare by working
towards optimal health outcomes for all, regardless of socioeconomic status, cultural
background, age, gender, or other factors. In these strategies, collaborative
partnerships are fostered with various organisations and communities, to lead and
advocate for health promotion, rehabilitation, enhanced access to quality services and
education, as well as monitoring and evaluating of health outcomes (Chin et al., 2018).
Apart from equitable healthcare, person centred health care is also another crucial
aspect to achieving quality healthcare in NZ. The New Zealand Nursing Organisation
(NZNO) refers to person centred care as care that incorporates a holistic approach,
recognising that health is interconnected with the physical, psychological, and social
aspects of a person. It also highlights the importance of adopting the perspective of
seeing a patient as a person, therefore advocating for the inclusion of patient
engagement and autonomy. This ensures that patients’ preferences and values are
respected and accounted for (NZNO, 2014). The NZNO suggests that implementing
models of care that emphasises person-centred care will strengthen its application in
practice. Examples of these models include the Maori models of health such as “Te
Whare Tapa Wha’, “Te Wheke’, and “Te Pae Mauhtonga’ (MOH, 2017). These models
provide a guide for healthcare professionals by breaking down the definition of
person-centred care into several key components that can be used to assess a person’s
overall wellbeing. Obtaining equitable and person-centred healthcare in NZ is pivotal
as it not only has a major impact on health outcomes but also minimises prejudice and
injustice in healthcare. In addition, it also honours the 1840 Te Tiriti o Waitangi -
Treaty of Waitangi, which is imperative in upholding equitable healthcare for Maori

(Gustafson et al., 2024).

Despite these efforts, obstacles, and challenges to attaining equitable and person-
centred care in NZ still prevail. The World Health Organisation suggests that equitable
and person-centred healthcare comprises of more than just determinants of heath
(Chin et al.,, 2018). It also calls for the need to remove barriers to human rights such

as prejudice and poverty, lack of access to fair employment, quality education and
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housing, as well as a safe environment. However, Chin et al. (2018) points out that
socioeconomic status, education, community, access to services and living
environment still make up most of the causes for inequities in NZ’s healthcare. Other
factors also include the lack of quality health education, repercussions of colonialism
on Maori culture as well as insufficient cultural competence amongst healthcare
providers. Another study done by Kanengoni-Nyatara et al. (2024) revealed similar
findings especially amongst migrants and refugees in NZ. The study classified these
barriers into two categories namely, values and beliefs, as well as structural barriers.
Barriers with regards to values and beliefs included insufficient healthcare providers
that were able to provide culturally competent care, prejudice by healthcare
professionals and other social factors such as cultural norms and knowledge deficit.
On the other hand, structural barriers refer to policies and guidelines that put people
at a disadvantage to access resources and services (Kanengoni-Nyatara et al., 2024).
This consists of language barriers, healthcare cost, waiting and allocated times for
healthcare services, as well as lack of health literacy. The study also adds that
insufficient quality data on ethnic minorities such as Asians, Pacific Islander and

refugees have led to the lack of prioritisation of health for these populations.

In both studies, the lack of cultural competence has been identified as one of the main
key components in preventing the delivery of equitable and person-centred care within
NZ’s healthcare services. This results in diminished trust and satisfaction amongst
patients in the health system (Chin et al, 2018; Kanengoni-Nyatara et al., 2024).
Kanengoni-Nyatara et al. (2024) also points out that healthcare professionals
themselves have expressed their struggle with feeling unprepared and unconfident in
providing culturally competent care, especially when faced with complex health needs.
This is supported by findings from a study done by Komene et al. (2023), which
concluded that nurses in general lacked sufficient understanding of NZ’s culture
especially amongst internationally qualified nurses. In addition, even with health
models and practice guides in place that aim to improve cultural awareness, the lack of
ongoing support and professional development for nurses led to inconsistent
application due to diminished understanding of the models. Cultural competency as
described by Stubbe (2020) refers to the necessity for healthcare providers to have

awareness, responsiveness and respect for the cultural perspectives and backgrounds
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of patients, including beliefs, values, cultural norms, language, socioeconomic status,
preferences, and expectations. In other words, it involves making the patients the main
focus of care delivery, ensuring that there are purposeful partnerships and
engagements to identify and address inequities and needs. Without integrating
understanding, awareness, partnership and engagement with patients, a top-down

approach to delivery of care is often unsuccessful and flawed (Chin et al., 2018).

Recommendations to address this barrier involves integrating culture, history, and
values of patients into healthcare processes and care (Kanengoni-Nyatara et al., 2024).
Komene et al. (2023) also proposed the incorporation of organisational models and
values that focuses on building connections and engaging patients. This indicates that
having clarity and understanding patient’s and nurses’ perspective and expectations
with regards to healthcare would be a beneficial first step to addressing barriers to
implementing cultural competency, strong connections, and patient engagement in a
way that meet patients’ needs. Therefore, the following theme will provide a more in-
depth overview of the relevance of patient’s and nurses’ perspective in achieving

person-centred and equitable cancer nursing care.

2.5 Patients and Nurses perspective and expectations

The term perception or perspective derived from the Latin word ‘perceptio’, meaning
to gather or receive. Tarafder (2024) therefore refers to perspective as the
interpretation and representation of sensory information gathered, through
recognition, construction, and analysis. In other words, perspective can also be
described as an individual’s reality and how they make sense of the world. It is
influenced by values, beliefs, cultural norms, age, educational level, health literacy,
socioeconomic status as well as past experiences with healthcare services (Tarafder,
2024). Whereas expectations are defined by Lakin and Kane (2022) as anticipatory
standards that are used to determine the performance of care provided currently or in
the future. Contrary to perspective, which can be affected by an individual’s past
experience, expectations determine how a patient or nurse will experience future care

received or provided respectively (Lakin & Kane, 2022). Regardless, both are vital
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when it comes to achieving equitable and person-centred cancer nursing care as it
increases patient engagement and autonomy. Several studies have demonstrated its

importance and relevance which will be further discussed in this theme.

Tarafder (2024) highlights that the perceptions and expectations of patients are
fundamental when it comes to improving the quality of healthcare at a national and
global level. Saribudak (2023) adds on to this by explaining that gathering and analysing
the perspectives and expectations of cancer patients can aid in informing how nurses
should carry out their nursing care, to ensure that patients’ needs are met. In the same
way, nurses should also be aware of factors that can impact person-centredness and
equity when providing care so that barriers can be addressed (Kannappan et al., 2022).
However, there is currently still insufficient clarity in research and literature worldwide,
including NZ, exploring the details and possible differences between the perspectives
and expectations of both patients and nurses. (Vujanic et al., 2022). Vujanic et al. (2022)
further elaborates by stating that based on their study, nurses in general have been
observed to be more focused on their tasks, rather than considering patients'
perspectives and expectations. This difference could possibly point to a knowledge
deficit amongst nurses with regards to patients’ perspective and expectations.
Therefore, identifying and addressing these barriers is vital to not only minimise
misunderstandings between patients and nurses, but also aid the healthcare system and
policy makers in reducing barriers in cancer management (Vujanic et al., 2022; Obaid
etal., 2023). In addition, this would also deepen the understanding between nurses and
patients, increasing patient satisfaction and better patient nurse relationships that is
based on trust (Obaid et al., 2023). All of which would lead to improved person-
centredness and equity in cancer nursing within NZ. With this understanding in mind,
the following section of this literature review would aim to explore in detail the
perspectives and expectations that cancer patients and nurses have in NZ with regards

to pCI’SOﬁ-CCﬂthdﬂeSS and equity.
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Part 2: Research underpinning study

3.1 Introduction

This section of the literature review aims to explore the perspective and expectations
of cancer patients and nurses in NZ utilising the semi-systematic literature review
approach. Literature collected will be critically analysed and synthesised with the
purpose of informing how the subsequent research should be carried out. While semi-
systematic reviews do not incorporate strict processes like systematic reviews, it is still
crucial to outline and justify inclusion and exclusion criteria, key terms, as well as scope
of literature search (Sukhera, 2022). Therefore, research underpinning this study will
be structured around describing in detail the method and process in which literature is
obtained, analysed, and synthesised. This includes search terms and diagrams,

databases, inclusion, and exclusion criteria, as well as a summary of the literature.

3.2 Search Strategies

Search strategies were incorporated in this study to identify literature that explores the
perspectives and expectations of cancer patients and nurses, in relation to person
centred and equitable care. Search strategies provide a transparent and clear process
on how literature is identified, selected, analysed, and applied (Cooper et al., 2018).
This is illustrated using a modified Preferred Reporting Items for Systematic Reviews
(PRISMA) diagram as shown in Figure 1. Although a PRISMA diagram is primarily
used in systematic reviews, a modified version was utilised in this study to provide a

clear flow of how literature was identified.
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1
Modified PRISMA Diagram
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Figure 1 Modified Preferred Reporting Items for Systematic Reviews (PRISMA)

diagram

Note: Diagram adapted from PRISMA Group. (2020). PRISMA 2020 flow diagram. Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA). Retrieved July 5, 2025, from

https://www.prisma-statement.org/prisma-2020-flow-diagram

Firstly, search terms were formulated based on the topic of interest, to ensure that the
literature yield would be relevant to this study. Search terms included are ‘cancer
patients’, ‘perspective’, ‘expectations’, ‘cancer nurses’, ‘person-centred’, ‘New Zealand’
and ‘equity’. In addition, Boolean operators, and truncations, such as ‘AND’ and
asterisks were used to widen the extent of the search. Based on the search from several
databases including the University of Waikato’s library, Pubmed, CINAHL, EBSCO,

Medline and Science Direct, 4562 articles were generated as the initial yield. Filters
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were then added to ensure that articles identified were peer reviewed, within ten years
and in English. These filters ensure that articles selected are reliable, current, and
comprehensible. Although the ideal timeframe for literature is within five years, a
timeframe of ten years was used instead to include a wider scope of studies. Duplicated
articles were removed thereafter, leaving 2798 articles for screening. Inclusion and
exclusion criteria were then put in place as shown in Table 1 below, to further narrow
down articles that would be relevant to this study. Articles that were relevant to cancer
or oncology, nursing care, patients and nurses’ perspectives or expectations, and New
Zealand were included for further screening, while other articles were excluded. A total
of 17 articles were identified with full texts available. Upon further review of the 17
articles, three more articles were subsequently excluded as they were either about
childhood cancer, more focused on cancer diagnosis than nursing care or was related
to the perspectives of a cancer patient as a researcher. The remaining 14 articles
consisted of nine qualitative articles, four cross-sectional or quantitative and one
systematic review. Out of these 14 articles, nine focused on patients’ perspectives and
expectations, four focused on nurses’ perspectives and expectations, and one covered
both patients and nurses. These articles were then reviewed, critiqued, and

summarised. The synthesis of these articles will be further discussed in the next section.

Table 1 Inclusion and exclusion criteria of literature search
Inclusion Criteria Exclusion Criteria
® Peer reviewed e Non peer reviewed
e  Within 10 years e  Not within 10 years
e Full texts ® No Full text
® Journals ®  Other sources (Magazines, newspapers,
e English pamphlets, encyclopaedias, editorials,
® Relevant literature: books, dissertation)
- Oncology/Cancet e Non-English literature
- Patients and nurses ® Non relevant literature
- Nursing care i
P . - Childhood
- erspectives of cancer care
E . - Non- oncology
- xpectations of cancer cate N _ ted
- Adult patients - on nursing care Fe ated.
- New Zealand not included.
- New Zealand
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3.3 Literature synthesis — Integrative review

Within the overarching umbrella of semi-systematic review, there are several subtypes
of reviews that can be used to help better synthesise and analyse literature collected.
One of which is known as the integrative review approach. Sukhera (2022), justifies
that integrative reviews are commonly utilised when literature collected are of varying
methodologies and theories. It aids in synthesising and appraising the quality of data
across different literature by identifying key themes, recognising gaps, and creating
connections between the literature, with the purpose of gaining new insights and
informing future studies (Christmals & Gross, 2017). Therefore, it was deemed
relevant to this literature review as the 14 articles selected for review contained
literature of different methodologies. Summary tables were made for each article to
allow clearer and more in-depth analysis. Each table included the article’s title, author,
date, findings, strengths, limitations as well as key ideas or themes (Appendices 1 to
14). The Joanna Briggs Institute (JBI) critical appraisal tool was also used in
conjunction, to identify gaps in the literature selected and increase rigor and reliability
in this study. The JBI critical appraisal tool was utilised as it provided the researcher
with a validated and evidence-based instrument to analyse the quality of the articles
identified (Munn et al., 2019). In addition, Long et al. (2020) also justifies that JBI is
more sensitive to validity than compared to other tools. Appraisals for each article can
be found in Appendices 15 to 28. Across all 14 articles, six key themes emerged, namely
‘Person centred relationships and communication’, ‘Cultural safety’, ‘Support system
and self-advocacy’, ‘Managing perception of cancer and quality of life’, ‘Educational
and lifestyle support’ and ‘Barriers’ (Table 2). Each key theme will be further discussed
to show the perspectives and expectations of patients and nurses in relation to cancer

care.
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Table 2 Literature review key themes
Scope Theme Person centred Cultural safety Support system Managing Health Education Barriers
relationships and and self- perception of and lifestyle
Article communication advocacy cancer and support
quality of life
Aldaz et al. GOT) v v v v v
Nu;sea Puhringer et al. (2015) v v v
HCPs | Garcia, Whitehead, & Winter. (2015) \/ \/ \/
Keogh etal. (2017) v v
Ni Matth al, (2020
;g;:. atthews et al. (2020) v v
and
Patients
Yeo et al. (2023) v v v
Delpachitra et al. (2020 v v v
Egan et al. (2016) v v v v v
Prip et al. (2018) v v v
Patients Koca ct al. (2019) v N ;
Dew et al. (2015) v v v
Peniamina et al. (2021) v v <
Perelini et al. (2025) v v \/ v v
Lamprell et al. (2023) v v v

3.3.1 Person centred relationships and communication

Person centred relationships and communication in this context refers to the
establishment of rapport and communication between patients and nurses in a way
that meets patients’ needs. Out of 14 articles, nine of them mentioned the importance
of having person centred relationships and communication between cancer patients
and nurses. Six of the nine articles focused on patient’s perspectives and expectations,
while the remaining three revolved around healthcare professionals, including nurses.
The study done by Koea et al. (2019) which explores cancer patients’ experiences in
the Waitemata region, supports this by demonstrating that patient satisfaction and
nursing performance improved in areas where there was increased person-centred
communication and care. Studies done by Prip et al. (2018) and Lamprell et al. (2023)
also showed that patients perceived person-centredness and patient engagement as a
crucial aspect of the care that they receive. Person-centred relationship involves
including patients as well as their values, preferences, and priorities when making
decisions about their treatment (Prip et al., 2018; Yeo et al., 2023). Prip et al. (2018)
further expands on this by stating that patients found it valuable when health care
professionals, including nurses, demonstrate good interpersonal skills such as being

caring, trustworthy and compassionate, while also addressing patients by their
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preferred name. This is supported by studies done by Egan et al. (2016) and Perelini
et al. (2025), which indicated that empathy, compassion, and respect increased positive
experiences amongst patients. Despite this, Prip et al. (2018) highlighted that only half
of their study’s participants were included in treatment plans and decision making.
When reviewing articles that explored the perspectives and expectations of nurses with
regards to person-centred relationships, only one study done by Matthews et al. (2020)
clearly mentioned that healthcare professionals, including nurses perceived creating
person-centred relationship as an important aspect of cancer care. Healthcare
professionals recognised the significance of taking time to understand patients’
priorities, and attended to their needs accordingly, as they perceived that it was their
role to establish person-centred connections. While the study done by Aldez et al.
(2017) did not specifically mention how nurses perceive person centred relationships,
it did illustrate that nurses recognised how empathetic conversations, being caring, and
building rapport supported patients in meeting their emotional needs. This
demonstrates that both patients and nurses value person-centred relationships.
However, the inconsistency amongst nurses when it comes to involving patients in
decision making, suggests that nurses may not fully understand how important building
person-centred relationships is to patients, or there may be barriers that prevents them

from doing so.

Moving on to person-centred communication, patients in Prip et al. (2018) study
believe that nurses play a vital role when it comes to communicating information on
treatment plans and adverse effects, as it helps to allay anxiety and encourage better
coping mechanisms during treatment. This can be achieved by delivering information
to patients based on their preferences and needs, such as using visual aids, providing
resources in patients’ spoken language, and avoiding medical jargons (Egan et al., 2016;
Perelini et al., 2025). Lamprell et al. (2023) and Prip et al. (2018) further adds on by
showing that patients also valued nurses or healthcare providers who are able to engage
in meaningful conversations, practice active listening and maintain eye contact.
However, Prip et al. (2018) argues that patients’ needs are not adequately met when it
comes to person-centred communication. In comparison to the perspectives and
expectations of nurses, Matthews et al. (2020) illustrates that healthcare professionals

including nurses recognises the importance of their role in providing information to
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patients in a way that is person-centred. An example provided by Aldez et al. (2017)
and Matthews et al. (2020) describes healthcare professionals including nurses
accurately assessing the amount of information patients require at any given time and
providing it according to patients’ preferences, with the aim of minimising information
overload. This not only helps to build rapport, but also reduces anxiety amongst
patients. However, healthcare professionals and nurses still perceive that
improvements in communication are still needed to ensure patients’ needs are met,
especially when it involves communicating patients’ needs to other teams, such as the
chaplaincy service (Puhringer et al., 2015; Aldez et al. 2017). These findings indicates
that while both patients and nurses recognise the importance of person-centred
communication, they also acknowledge that improvements are still needed to ensure

that needs are adequately met.

3.3.2 Cultural safety

Cultural safety in this literature review is referred to as cancer care that is provided by
nurses in a way that makes patients feel safe and respected. Out of the four articles
that explored nurses and healthcare professionals’ perspectives and expectations, only
one article discussed cultural safety and its influence on cancer care. Aldez et al. (2017)
reviewed the use of modern and alternative medicine in their study and concluded that
healthcare professionals including nurses recognised the potential benefits of
incorporating alternative and traditional medicine in care to reduce anxiety as well as
improve overall patient outcome during and post treatment. However, despite
acknowledging its advantages, they remained sceptical about its use due to
misinformation and negative perceptions from previous marketing scams and lack of
regulation.

While on the other hand, about half of the articles exploring patients’ perspectives and
expectations discussed the significance of cultural safety when patients receive cancer
care. Firstly, Dew et al. (2015) emphasized that patients should receive care in a way
that is appropriate to their cultural needs. This is because the lack of cultural awareness,
safety and competence can lead to needs being neglected, which ultimately results in
conflicts. The study done by Egan et al. (2016) explored the experiences of cancer

patients in NZ and discovered that patients valued being able to express their cultural
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practice during treatment, as it had a significant impact on how they perceived and
experienced cancer treatment. Patients also perceived spiritual health as an important
aspect of cultural safety but felt that it is sometimes overlooked by nurses and
healthcare professionals. This is supported by Perelini et al. (2025) which explained
that spirituality and Christian faith was a vital cultural aspect for Pacific Islander cancer
patients as it brought them much needed hope, strength, and comfort. The study also
showed that patients appreciated having nurses and healthcare professionals who are
of similar cultural background and are also able to converse in the same language. Koea
etal. (2019) concurs with this finding by highlighting that Maori patients valued having
support from nurses and healthcare professionals of similar cultural background.
Despite patients’ expectations and perceived significance of cultural safety, Perelini et
al. (2025) shared those patients feared the judgements of healthcare professionals and
nurses, and therefore refrained from revealing that they often sought traditional
medicine. On top of that, patients also felt that information delivered to them is
sometimes provided in a culturally insensitive manner, even though the diagnosis of
cancer itself has imposed already emotional and mental distress. This suggests that
there could be misalignments in the perspectives and expectations of patients and
nurses with regards to cultural safety. Nurses in this review regarded cultural safety as
the inclusion of alternative medicine, while patients valued having access to healthcare
professionals with similar cultural background, culturally safe communication, as well

as the ability to be able to express their spirituality.

3.3.3 Support system and self-advocacy

Support system in this review refers to the support accessed by patients and nurses,
which includes whanau, friends, allied health professionals, as well as other support
resources. Self-advocacy is described as patients’ willingness and capability to share
their concerns and speak up for themselves in order to receive support. Majority of
the articles discussed how access to support and patients’ self-advocacy had an impact
on how care is provided and received. Aldez et al. (2017) points out that healthcare
professionals including nurses recognise the importance of social support in reducing

emotional distress amongst patients. However, they believe that there is a lack of access
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to psychosocial support post treatment in public. In addition, healthcare professionals
including nurses also felt that some patients lack the insight and incentive to receive
help and would be reluctant to engage with support if they perceive that their complex
concerns cannot be adequately addressed or resolved. On top of that, nurses also felt
that patients may get offended and reject emotional support due to the stigma of
mental health. Garcia et al. (2015) explored the perceptions of cancer nurses on pain
in an oncology ward in NZ and concluded that pain management not only requires
support from nurses and healthcare professionals, but also the engagement of patients.
Nurses recognised the significance of psychological support, as well as the support and
role that other healthcare professionals, such as the palliative team, can provide when
managing cancer pain. However, pain management becomes a challenge when nurses
face high work demands, and patients’ fear potential addiction and side effects that
come with treating pain. Apart from seeking the support of fellow healthcare
professionals, Matthews et al. (2020) also demonstrated that nurses and healthcare
professionals recognise the significant role whanau and caregivers play in supporting
patients. This includes psychological support that patients receive when receiving bad

news or retaining information in meetings.

When comparing this to the perception and expectations of patients, the study done
by Lamprell et al. (2023), which explored the experiences of early onset colorectal
cancer patients, illustrates that self-advocacy was the primary influencing factor
determining whether patients’ needs were met. Patients themselves could jeopardise
access to support due to the lack of self-advocacy. An example mentioned was that
younger patients were more likely to feel that they did not fit the criteria for support if
treatment side effects were not severe enough. This therefore impeded self-advocacy
and access to support and help. Findings from the study done by Delpachitra et al.
(2020) supported this claim as well. When analysing patients’ preferences for sleep
management, the study found that patients with severe insomnia symptoms such as
daytime sleepiness and fatigue were more likely to seck intervention and advocate for
help and support. Lamprell et al. (2023) also mentioned that patient perceive that
family and friends play a crucial role in supporting them emotionally. Similar findings
were also found in studies by Egan et al. (2016) and Perelini et al. (2025). Perelini et al.

(2025) explains that Samoan and Tongan cancer patients regarded immediate family,
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extended family, and the church community as crucial emotional, physical, and
financial support systems. Egan et al. (20106) also shared that cancer patients in NZ
view support from whanau and friends as a vital aspect during treatment and to help
them better understand their cancer. However, the level of engagement with whanau
and friends depended on how dire they perceived their diagnosis and prognosis to be.
Patients with no outside support would instead seck resilience within themselves or
other forms of self-care such as through prayer or spirituality. Besides the support
from whanau and friends, Egan et al. (20106) explained that patients also appreciated
having supportive employers and a work environment that can empathise with their
cancer journey and treatment. This is because patients believe in the significance of
being able to continue contributing to household income. The study done by Dew et
al. (2015), explored the experiences of Maori cancer patients and discovered that there
are disparities between the cultural practices and expectations of Maori patients, and
the healthcare system. These differences have an impact on how Maori patients self-
advocate and engage with the healthcare services. Similatly, a study done by Peniamina
et al. (2021) explored the perspectives of patients in NZ with regards to food and
nutrition and concluded that due to the lack of awareness and support, Maori and
Pacific Islander patients were less likely to actively self-advocate and seek support for

optimal nutrition on their own as compared to NZ Europeans.

While it was prominent that patients’ self-advocacy had significant influence on the
access to support, these studies reveal that nurses had limited awareness on the
different barriers that prevent patients from raising concerns and advocating for
themselves. Without having this awareness, nurses would not be able to address the
barriers or promote self-advocacy, thereby impacting delivery of person-centred and

equitable care.

3.3.4 Managing perception of cancer and quality of life

Perception of cancer and quality of life in this review refers to how patients and nurses
view cancer and its impacts on daily living. Based on the literature selected, there is an

equal ratio of articles exploring patients’ and nurses’ perspectives on cancer and quality
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of life. Aldaz et al. (2017) showed that healthcare professionals including nurses
believed that if patients maintained a positive mindset, they would be able to get
through treatment more easily. Whereas on the other hand being in denial or
suppressing emotions could lead to unwanted repercussions and more post treatment
complications, such as feelings of desperation and emotional distress. In addition,
healthcare professionals including nurses felt that when patients remained in denial, it
impeded rapport building and treatment delivery as it reduces the effective use of time
with patients especially if there are time constraints. Garcia et al. (2015) also illustrated
that some nurses in their study perceived cancer as an incurable illness and that
managing cancer pain is complex, challenging, and futile because it differs from patient
to patient. Despite staying committed to achieving optimal outcomes for patients,
nurses still felt helpless and disheartened, as the complexity of managing cancer care

demanded more time than they could provide.

Cancer patients also had a similar perspective of cancer and its effects on daily living,
Egan et al. (2016) presented in their study, that patients believed having a positive
attitude and environment significantly helped them get through cancer treatment more
smoothly. By incorporating forward thinking, patients felt that they are better able to
overcome the challenges of cancer treatment and create a more enriching outlook of
their future and life. Prip et al. (2018) presented similar findings by showing that
patients in their study felt having hope and positivity was crucial to cope with cancer.
Yeo et al. (2023) also adds on by showing that patients valued treatment that could
provide better prognosis and remission duration, while also incurring minimal impact
to their overall well-being and daily lives. However, Perelini et al. (2025) portrayed a
different perspective of Samoan and Tongan patients, portraying that they feared and
believed cancer is equivalent to death. This belief was influenced by upbringing,
educational level, ethnicity, and severity of cancer. To aid patients in managing and
coping with the perception of cancer, Yeo et al. (2023) explains that there is a need for
healthcare professionals including nurses to help encourage and strengthen hope when
interacting with patients. This demonstrates that even though both patients and nurses
see the importance of maintaining a positive mindset, barriers such as workload

prevents nurses from providing patients with sufficient support.
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3.3.5 Educational and lifestyle support

Educational and lifestyle support refers to education and educational resources that
help patients live a lifestyle that would best support their well-being when managing
cancer. Based on the literature identified for this review, there were more in-depth
articles exploring nurses’ perspectives and expectations than patients on education and
lifestyle support. In the study done by Puhringer et al. (2015), nurses in general perceive
dieticians as the main resource for nutritional advice and education but acknowledged
that they still play a crucial role in addressing concerns. Majority of the nurses also
agreed that healthy eating enhanced the overall quality of life for cancer patients, and
that patients are interested in eating healthy. However, Puhringer et al. (2015) revealed
that only half of the nursing participants attempted to promote healthy eating, before,
during and after treatment. In addition, other studies done previously have
contradictory findings, arguing that patients struggle to take interest in healthy eating.
Some of the challenges to promoting healthy eating brought up by nurses were
insufficient time, support, and knowledge. While hospital location and nursing
experience did not correlate to differences in the promotion of healthy eating practice
and beliefs, nurses working in metropolitan areas were shown to rely more on
dieticians as the primary resource compared to nurses working in rural areas. Another
similar study was done by Keogh et al. (2017), exploring the perspectives and beliefs
of nurses on physical activity promotion for cancer patients. The study found that the
majority of the cancer nurses believed that they are the main resource for promoting
physical activity and that physical activity is advantageous for cancer patients as it
improves quality of life, mental health and reduces other complications and diseases.
Despite this belief, approximately half of the nurses actively promoted physical activity
before, during and after treatment, while the remaining nurses promoted physical
activity solely during treatment. Three quarters of the nurses stated that the lack of
time, potential harm to patients, inadequate support and knowledge impeded them
from promoting physical activity, even though it was shown that they believe a
relatively high proportion of their patients were interested in physical activity. When
Keogh et al. (2017) examined influencing factors to the nurses’ beliefs and
perspectives, they found that while years of experience and location had no significant
impact on physical activity promotion, nurses in metropolitan hospitals had a stronger

belief in the positive outcomes of physical activity as compared to nurses in rural
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hospitals, despite a higher number of them citing knowledge gap as a barrier. In
addition, nurses with over 25 years of experience were less likely to have perceived

barriers to physical activity promotion.

When comparing these findings to the perspectives and expectations of patients in the
study done by Perniamina et al. (2021), patients also perceived a lack of support in
educational and lifestyle support. Due to lack of sufficient support, Maori and Pacific
Islander patients were not as aware of the benefits of healthy eating as compared to
NZ Europeans and therefore were also less likely to seek support or adjust their diet
to improve wellbeing. Suggestions made by patients to address these discrepancies
include having consistent and ongoing nutritional support either from healthcare
professionals or other online resources and courses on how to prepare healthy foods.
Additionally, all patients should also be educated and offered nutritional support right
from the beginning, instead of waiting for patients to raise concerns first. The study
done by Delpachitra et al. (2020) on patients’ preferences for sleep management
showed that most patients are invested in making lifestyle and behavioural changes to
improve their sleep. On top of that, having educational support for sleep and
behaviour is also vital to them in preventing and managing insomnia. Some patients
felt that they preferred trying non-pharmacological methods due to the potential side
effects from medications and would appreciate the support in getting access to
treatment such as hypnosis, having a comfortable room, as well as having a consistent
sleep-wake schedule. Analysis of these studies suggests that while nurses and patients
are aware of the benefits of having adequate nutrition, rest and physical activities, the
lack of clarity in the nursing role and disparities in perspectives and expectations results

in insufficient educational and lifestyle support.

3.3.6 Other Barriers — Cost and accessibility to service

Cost and accessibility to service are barriers brought up by patients that were not
discussed in the previous themes. Amongst the literature gathered from the search,
only articles that focused on patients mentioned cost and accessibility as bartiers to
person centred and equitable cancer care. Firstly, Yeo et al. (2023) cited that finance

was a crucial deciding factor for patients when considering treatment and would opt
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for treatments that were covered by funding or insurance. Delpachitra et al. (2020)
mentioned that while most of their patient population were financially able to cope
with cancer treatment, two participants found it a struggle. Dew et al. (2015) also found
through their meta-analysis that patients with better socioeconomic status and capital
had better health outcomes. Lastly, Peniamina et al. (2021) and Perelini et al. (2025)
both stated that cost was a barrier to accessing cancer services, especially for some of
the Maori and Pacific Islander patients. Apart from cost, Yeo et al. (2023) and Perelini
et al. (2025) also highlighted patients in their studies that they perceived accessibility,
availability and convenience as crucial factors when deciding treatment. However,
patients from the Waitemata region expressed that transport and living situations were
often not accounted for when staff plan cancer treatments (Koea, et al, 2019).
Additionally, Lamprell et al. (2023) expressed that access to procedures such as
colonoscopy have been a barrier to patients who have been deemed as low risk, despite
having recurring symptoms. The lack of discussion on cost and accessibility amongst
studies that focus on nurses suggests again that nurses may have limited awareness on

the barriers and challenges that cancer patients face.

3.4 Summary

Opverall, patients and healthcare professionals including nurses have somewhat similar
perspectives and expectations on the role and significance person centred relationships
and communication have in cancer care. However, when it comes down to the finer
details of what person-centred relationships and communication entails, some
differences could be identified between the perspectives and expectations of patients
and healthcare professionals including nurses. This could possibly explain why they
perceive improvements to rapport building and communication still needs to be made.
Based on the literature gathered, significant differences can be identified in how
important cultural safety is perceived by patients and healthcare professionals including
nurses. This conclusion was made as cultural safety and its influence on cancer care
was not shown to be a common topic explored by healthcare professionals and nurses
despite its importance to patients. Additionally, both patients and nurses also had
different perspectives and expectations on what cultural safety meant to them. With
regards to support system and self-advocacy, patients and nurses have relatively similar

perspectives and expectations, both recognising that support from whanau, friends
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and other healthcare professionals is vital in cancer care. However perceived barriers
are still present, which impedes self-advocacy and engagement of support amongst
patients, as well as provision and assessment of needs amongst nurses. Moving on,
both patients and healthcare professionals including nurses place equal recognition on
the significance of maintaining a positive attitude and mindset in the face of cancer
treatment. Despite that, the lack of time from nurses, feelings of fear or staying in
denial, can complicate cancer treatment experience, which results in a poorer
perception of cancer and quality of life for patients. In addition, the lack of support
and knowledge gap has been a consistent and recurring barrier brought up by both
nurses and patients, which jeopardises the effectiveness of educational and lifestyle
support in achieving optimal well-being for patients. Lastly, the absence of cost and
accessibility as a discussion theme in nursing and healthcare articles signifies the lack
of awareness and focus on addressing financial and accessibility barriers that prevent

patients from receiving person-centred and equitable cancer care.

3.5 Strength and limitations

While the articles selected in the literature review have provided substantial insights
into the perspectives and expectations of cancer patients and nurses, the studies are
not without limitations. Without considering and recognising the strengths and
limitations of each study, the reliability, trustworthiness, and generalisability of
subsequent research built upon this literature research will be affected. Instead, the
strengths and limitations of these studies can be used to better structure and guide

research aims, process, methodology and methods.

Firstly, all the articles included in the literature review are peer reviewed and have
obtained ethical approval from their respective Ethics Review Board. Peer review
ensures that the articles are as accurate, trustworthy, and as authentic as possible (Steer
& Ernst, 2021). Ethical approval on the other hand safeguards the participants in the
research by reducing risks and ensuring confidentiality, respect, integrity, and informed
consent. Based on the JBI critical appraisal and summary tables, majority of the articles
have also clearly implemented some form of methods to minimise and account for any
biases depending on the methodology of the research. Additionally, the inclusion of

literature with different methodologies such as qualitative, cross sectional, quantitative,
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and systematic reviews allow for a more comprehensive interpretation of such a
complex and broad topic. The qualitative studies provided in-depth perspectives and
experiences of participants, while measurable data helped validate and increase
reliability of the findings (Ahmed et al.,2024). However, despite having such rich
findings, the data is not an accurate representation of the cancer patients and nurses in
New Zealand alone. This is because several of the articles included participants from
other countries such as Australia, United Kingdom, and Spain. Additionally, all of the
articles except Matthews et al. (2020), provided perspectives from only either patients
ot healthcare professionals and nurses. Without understanding the perspectives and
expectations of both sides within a single study, region, or area, it would be a challenge
to explicitly address any matter or barrier holistically and in a way that would benefit
both patients and nurses. On top of that, a few articles such as those by Puhringer et
al. (2015), Keogh et al. (2017) and Delpachitra et al. (2020) also did not clearly account
for biases in their study, which could potentially affect the credibility of the study’s
tindings. Approximately half of the articles also did not specify and outline the cultural
and theoretical standpoint or background of the researchers, as well as the influence
they could have had on the study and vice versa. Therefore, it would be difficult to
ascertain whether the findings of these studies were skewed. This suggests a need for
a study that would be able to accommodate and accurately capture the perspectives
and expectations of both cancer patients and nurses with regards to person-centred

care as well as equitable health in New Zealand.

3.6 Research aims and questions

After reviewing the synthesised literature as well as the strengths, limitations and gaps,
research aims and questions were formulated for the subsequent study. Therefore, the
following study would aim to explore the perspectives and expectations of both cancer

patients and nurses in New Zealand in relation to person- centred and equitable care.

Based on the research aim, three research questions were formulated:

1. What perspectives and expectations do Haematology, and Oncology patients have

in relation to person-centred and equitable care?
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2. What perspectives and expectations do Haematology, and Oncology registered

nurses have in relation to person-centred and equitable care?
3. How do Haematology, and Oncology registered nurses perceive patients’

perceptions and expectations in relation to person-centred and equitable cancer

care?

The following chapter will provide an overview and description on the methodology
and methods adopted in this study with the aim of addressing the above research aim

and questions.
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Chapterlll: Methodology

As for the future, your task is not to foresee it, but to enable it.

Antoine de Saint Exupery, 1900 — 1944

4.1 Introduction

A research framework can be referred to as theoretical principles or concepts that
function as the foundation in which research is built upon. The components of a
research framework include research paradigm, methodology, methods, data collection
and data analysis (Adom et al, 2018). Having an in-depth understanding of the
framework underpinning research is pivotal as it provides direction on how the
research process should be best designed, which leads to more robust research
outcomes. Therefore, this chapter is organised around the theoretical framework that
this research is founded on. It discusses and provides an overview of the pragmatic
research paradigm, mixed method methodology, as well as qualitative and quantitative

methods for data collection and analysis.

4.2 Research paradigm

Brown & Duefias (2019) defines a paradigm as the philosophical worldview of a
researcher. A research paradigm is described as a set of shared beliefs and worldview
amongst researchers, on how problems should be approached and resolved. Every
researcher has a unique worldview that encompasses his or her beliefs, perspective and
understanding of knowledge, reality, values, and problem-solving approach. As such,
evidence has shown that adopting a research paradigm that is in line with the
researcher’s beliefs and aims will result in a more rigorous research design (Guraya et
al., 2023). In order to do so for this research, several research paradigms such as
positivism, realism, critical theory, interpretivism and pragmatism were analysed by the
researcher based on their underlying values, beliefs, and assumptions (Jenny, Brannan
& Brannan, 2022). Amongst them, the pragmatic paradigm was deemed the most

appropriate research paradigm.
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The pragmatic research paradigm was created with the aspiration of addressing
problems through the use of inquiry. It believes that the knowledge and understanding
of the world is built through the analysis of human experience and interactions rather
than on absolute truths (Allemang, Sitter & Dimitropoulos, 2022). This philosophical
belief and value align with the aim of this patient-oriented research that seeks to
understand the perspectives and expectations between patients with cancer and their
nurses. Allemang, Sitter and Dimitropoulos (2022) further supports this by explaining
that the use of inquiry along with values of democracy and social equity in the
pragmatic research paradigm is beneficial for patient-oriented research in the
healthcare setting. When used to design a research framework, the pragmatic research
paradigm recognises that methodologies are vital tools that can help in developing
strategies to answer the research question. Methodology is defined by Patel and Patel
(2019) as the theoretical framework and analysis of methods that are put into place in
a research study. It usually comprises of one or more paradigms, models, phases and
qualitative or quantitative methods. It aims to provide a structure to the research
process by outlining and analysing the process, strategies and methods used, including
their strengths, limitations, and effectiveness in addressing the research question (Patel
& Patel, 2019). Although the pragmatic research paradigm relies on using appropriate
methodologies of inquiry that encompass collaboration, partnership and participation,
its main focus is to be able to address the research question in the best possible way
(Allemang, Sitter & Dimitropoulos, 2022). As such, when it comes to patient-oriented
research that involves complicated social topics such as patients’ and nurses’
perspective and expectations on cancer nursing care, the pragmatic research paradigm
supports the adoption of a multipronged approach. This allows the collection of data
from different sources rather than solely from a single source, which will facilitate
better knowledge gain to answer the research questions in a more thorough manner
(Allemang, Sitter & Dimitropoulos, 2022). In other words, it values the importance of
having a methodology that includes the freedom of having both objective and
subjective data, or qualitative and quantitative data. This is referred to as a mixed

methods approach or methodology (Dawadi, Shrestha & Giri, 2021).
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4.3 Mixed methods

Mixed methods research has been increasing in popularity within healthcare research.
There is growing evidence to show its advantages when utilised in the healthcare field
due to its underlying pragmatic research paradigm (Wasti et al., 2022). The integration
of both qualitative and quantitative approaches not only helps to shed light on complex
research topics by enhancing the broadness and depth of a study, but also takes into
consideration social, cultural, and environmental factors. Data collected using these
approaches have shown to be more extensive, providing a more comprehensive
understanding of the research question, problems, and probable resolutions (Vedel et

al., 2019).

Within the mixed methods methodology, various designs were explored to help the
researcher decide how and when to integrate the qualitative and quantitative approach.
Three frequently used designs in research namely, convergent, exploratory sequential
and explanatory sequential, were evaluated. The convergent design has only one phase
which involves the combination of qualitative and quantitative approach during data
collection and analysis. The methods used in this design are usually similar and
complementary, and the outcome of the qualitative and quantitative data are compared
or combined. The sequential design on the other hand involves two phases in its
process where one approach of either quantitative or qualitative is used first, and the
outcome of the initial data is used to inform the next approach. In exploratory
sequential, qualitative method is used first followed by quantitative, while in
explanatory sequential quantitative approach is used first before qualitative (Vedel et
al,, 2019). After considering the aim of this research, the exploratory sequential design
was chosen to guide the research process. Tenny, Brannen & Brannen (2022) supports
this by explaining that research questions should begin with the qualitative approach,
as it aids in developing research hypotheses that can later be tested using quantitative
approach and methods. The following sections will further explore the fundamentals
and principles of data collection and analysis in both qualitative and quantitative

approaches based on the exploratory sequential design.
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4.4 Qualitative research

Qualitative research is an approach that seeks to explore and obtain in depth insight
to topics or problems through the gathering of people’s perspectives, experience, and
behaviour (Tenny, Brannen & Brannen, 2022). It aims to solve the questions of ‘how’
and ‘why’, rather than quantifiable questions and answers, by allowing participants to
express their thoughts and feelings about their encounters in an event. Topics such as
human behaviour, interactions, opinions, culture, and expectations like those explored
in this research are complex subjects that are challenging to accurately grasp. Using the
qualitative approach would thus allow better analysis, while deepening and broadening

the understanding of the subject at the same time (Tenny, Brannen & Brannen, 2022).

A well-designed qualitative approach should firstly begin with a clear aim in mind. Four
different main theories were evaluated to help guide the structure of this qualitative
research. They are ethnology, grounded theory, phenomenology, and narrative. Firstly,
ethnology studies the culture within groups of people, which includes shared values,
language, beliefs, perspective social patterns and habits (Tomaszewski, Zarestky &
Gonzalez, 2020). Its main goal is to understand and describe culture and how groups
of people function in relation to the research aim and question. Grounded theory
analyses how and why an occurrence takes place or why people react to events the way
they do. It usually focuses on social interactions and encounters and aims to provide a
theoretical explanation and reason behind the event of interest (Tenny, Brannen &
Brannen, 2022). The phenomenological approach investigates the lived experience of
people who have participated in or are involved in a phenomenon. It is designed to
get a good grasp of what and how an individual experiences during a phenomenon and
is therefore mostly used to explore broader ideas and concepts (Tomaszewski,
Zarestky & Gonzalez, 2020). Lastly, the narrative approach focuses on utilising
storytelling as a means to analyse an individual’s interpretation of an experience or
event. Its purpose is to understand the influences and factors that have influenced an
individual in the way he or she portrays their narrative (Tomaszewski, Zarestky &
Gonzalez, 2020). It is predominantly used when exploring events that have resulted in
a change within an individual or situation, such as leadership and mentorship within

the healthcare industry.
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After analysing the appropriateness of each theory in relation to this research question,
it was concluded that the phenomenological theory is the most applicable approach.
This research aims to explore the perspective and expectations of patients’ and nurses
on cancer nursing care which relates more to the phenomenological theory’s aim of
analysing lived experience and its meaning for the participants (Tomaszewski, Zarestky

& Gonzalez, 2020).

4.4.1 Data collection and analysis, interviews

Tenny, Brannen & Brannen (2022) emphasizes that apart from having a clear aim in
mind, constructing a meticulous data collection and analysis approach is equally vital
to having a well-designed research. They go on to further explain that the study
population should be specific, data collection methods should ensure optimal
gathering of data, and there should also be sufficient data analysis methods. Therefore,
the following section will outline the sampling framework as well as data collection
and analysis process based on the phenomenological approach that was adopted for

this research.

Firstly, a sampling framework can be referred to as a structured plan that describes the
methods for sampling, sampling size and recruitment process for participants (Moser
& Korstjens, 2018). When selecting participants for research, having an appropriate
sampling framework is crucial to optimise trustworthiness and validity (Palinkas et al.,
2015). Additionally, it is vital that the sampling framework incorporated is relevant and
in line with the research questions and aims. In qualitative research, participants are
selected based on how appropriate they are to the research aim, as well as how well
they would be able to represent the studied phenomenon (Moser & Korstjens, 2018).
In qualitative phase I of this research, the goal of the sampling framework was to
obtain in-depth understanding, expectations, and perspective of cancer care from
Haematology and Oncology inpatients. Therefore, a purposeful sampling method was
used to identify and select participants. Purposeful sampling revolves around
identifying participants who have knowledge or experience with the research’s topic

of interest. It is not only widely utilised in qualitative research, but also effective in
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identifying information rich participants who would be able to maximise data
collection (Palinkas et al., 2015). Moser and Korstjens (2018) also supports this by
explaining that the main method used in phenomenological research is purposeful
sampling. Within purposeful sampling, there are various strategies and designs that can
be utilised to identify participants in this research. One such strategy involves the use
of inclusion and exclusion criteria. The use of inclusion and exclusion criteria ensures
that recruitment is not only ethical and relevant to the research question, but also
allows the exploration of expectations and perspective amongst patients with different

demographic and characteristics (Moser & Korstjens, 2018).

Secondly, since the aim of the phenomenological approach is to capture the lived
experience of a target population, the main suggested data collection method for the
qualitative approach in this research are interviews. Observations and a personal
journal or account could also used to supplement if necessary (Tomaszewski, Zarestky
& Gonzalez, 2020). Interviews are data collection methods where the interviewer or
researcher asks participants questions in-person, via a phone call or through video calls.
The aim of these interviews is to identify meaning and common themes in what
participants share about their lived experience (Moser & Korstjens, 2018). They are
primarily conducted in a semi-structured and open-ended way, where the interviewer
would ask a set of pre-planned questions and adapt the flow of the interview based on
the participant’s response (Tenny, Brannen & Brannen, 2022). They are also usually
carried out using a one-on-one approach in a participant’s environment of choice,
especially when discussing sensitive subjects. Prompting words may be used to
encourage participants to share more. Thirdly, when it comes to data collection in
qualitative research, the rule of thumb is to continue gathering data until data saturation
has been attained. Data saturation refers to a point where there is no more new
information to be obtained, and the data collected is able to provide optimal insight to
the phenomenon (Moser & Korstjens, 2018). Moser and Korstjens (2018) estimates
that fewer than 10 interviews are required in the phenomenological approach. As
sample sizes in qualitative research are usually small, it is important to optimise the
depth of data obtained. In light of this, the researcher in this study worked in
collaboration with supetvisors to develop a semi-structured interview and ensured that

data saturation was attained by reviewing and analysing the data collected from

Page | 71



Methodology

interviews. Lastly, qualitative research analysis begins with processing and reprocessing
collected data, while also taking into consideration the bigger picture and research
question (Moser & Korstjens, 2018). In phenomenological approach, the aim is to be
able to formulate themes based on data collected, that can accurately depict the
expectations, perspectives and lived experience of the study population (Moser &
Korstjens, 2018). In this study, interviews were audiotaped and transcribed verbatim
to accurately reflect and capture participants' perspectives in relation to person-centred
and equitable care. The transcripts were then analysed and cross examined using
thematic analysis to identify common themes (Tenny, Brannen & Brannen, 2022).
Ultimately, the results generated from the qualitative research analysis go on to guide
how the subsequent quantitative sampling decisions were made. Further discussions
on the methods used to collect and analyse qualitative data will be covered in the next

chapter.

4.5 Quantitative research

Quantitative approach is a method used to gather and analyse numerical data (Rana,
Gutierrez & Oldroyd, 2021). Unlike the qualitative approach that aims to solve the
‘how’ and ‘why’, the quantitative approach seeks to answer quantifiable questions such
as ‘how many’ or ‘to what extent’. This allows researchers to identify patterns and
associations, evaluate the scale of cause and effect, as well as establish priorities within
a study (Rana, Gutierrez & Oldroyd, 2021). Its main characteristics include the use of
standardised research methods, having a larger study population and wider
generalisability (Ghanad, 2023). Within the quantitative approach in this research, four
main designs were initially considered, to help structure the research process. They are
experimental, correlational, casual comparative or quasi experimental, and descriptive
(Ghanad, 2023). Firstly, the experimental design, also known as the interventional or
comparison research, is primarily used to evaluate the relationship between an
independent and dependent variable. It involves comparing a group that has been
randomly assigned to an intervention versus a group that has not been assigned, in a
controlled environment (Ghanad, 2023). Similar to the experimental design, the casual
relationship or quasi-experimental seeks to identify cause and effect relationship

between an independent and dependent variable. However, in casual relationship the
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intervention group is not randomly selected but found through pre-existing groups
(Ghanad, 2023). The correlational design investigates whether a change in one variable
has an impact on another. It aims to identify if there is a statistical relationship between
the wvariables even without manipulation or intentionally assigned interventions
(Ghanad, 2023). Last but not least, the descriptive design seeks to accurately depict
phenomenon, culture, people, and circumstances. It focuses on the characteristics of
‘how’, ‘what’, ‘when’ and ‘where’ (Ghanad, 2023). Amongst these four designs, the
descriptive design was identified as the most appropriate design because its aim aligned
most to the purpose of this research. Furthermore, since there is no cause and effect
or correlational investigations, the other designs would not be appropriate for this
study. Ghanad (2023) also supports the use of the descriptive design by highlighting
that is best used when exploring qualities, differences, trends, and attributes, which is
relevant when seeking to understand and explore the perspectives and expectations of

patients and nurses.

4.5.1 Data collection and analysis, surveys

The descriptive research design consists of three data collection approaches namely
case study, observational and survey (Ghanad, 2023). Between these three approaches,
the survey design was identified as the best suited approach for this study. Firstly, it is
a widely adopted approach in quantitative studies that can be used in diverse settings
and contexts to gather information (Rana, Gutierrez & Oldroyd, 2021). The approach
revolves around the distribution of questionnaires by the researcher to gather accurate
data, and is particularly useful when evaluating perspectives, opinions and demeanour
of a sample population or the whole population (Ghanad, 2023). This makes the survey
approach advantageous in its ability to capture differences when it comes to
perspectives and expectations of cancer nursing care between nurses and patients in
this study. Furthermore, it would also have the capabilities to accommodate larger
sample sizes which is required when it comes to the quantitative phase of this mixed
method research. With its larger target population size, the survey approach would
better represent a more diverse population, and data collected would be more
generalisable and reliable as well (Ghanad, 2023). In contrast, a case study focuses on

detailed evaluation of individuals in a study population through the evaluation of single
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case studies or comparison of multiple case studies. While it allows researchers to test
predictions and increase understanding of a culture, it would not be able to
accommodate the large sample size required for a high-powered study (Ghanad, 2023).
While the observational approach aims to gather statistical information of participants
by evaluating them at a distance, the approach would not be able to clearly capture
opinions and perspectives. Therefore, surveys were developed in this study by the

researcher based on the results gathered from the qualitative phase.

When it comes to data analysis, the quantitative research approach consists of two
different techniques namely descriptive and inferential. The descriptive technique
provides a summary and numerical presentation of the data collected, while the
inferential technique measures the cause and effect or relationship between variables
(Rana, Gutierrez & Oldroyd, 2021). Since this study does not involve the analysis of
cause and effect, the descriptive analysis technique was identified as a more relevant
technique to analyse and obtain accurate data. It describes data in three ways,
specifically frequency, central tendency and dispersion. Further discussions on survey

and quantitative data analysis methods will be illustrated in the next chapter.

4.6 Quality Criteria

Castillo-Page, Bodilly & Bunton (2012) describes good research as one that is accurate,
relevant, dependable, and unbiased, regardless of whether the approach is qualitative
or quantitative. Even though both approaches for research demand similar quality
standards, the quality criteria differ between the approaches. Qualitative research
prioritises trustworthiness in research (Ahmed, 2024). Through the implementation of
rigorous techniques, ensuring transparency and applying reflexivity, researchers are
able to achieve trustworthiness (Korstjens & Moser, 2018). On the other hand,
quantitative research relies on internal validity, generalisability, reliability, and
objectivity (Heale & Twycross, 2015). Thus, this section of the chapter will summarise
the techniques and criteria used in this research to ensure and promote rigor and

robustness (Castillo-Page, Bodilly & Bunton, 2012).
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4.6.1 Trustworthiness

In qualitative research, trustworthiness refers to the certainty that research findings are
authentic, accurate and truthful (Korstjens & Moser, 2018). It consists of four different
components namely credibility, transferability, dependability, and confirmability
(Ahmed, 2024). The following section discusses how trustworthiness is measured and

applied in this research.

Credibility can be attained through prolonged engagement, persistent observation, and
triangulation. Prolonged engagement refers to the investment of time to familiarise
with the data collection setting, build trust with participants and minimise
misinformation to obtain detailed and accurate data. This is attained by encouraging
participants in this research to provide examples for their statements and getting the
interviewer to ask to follow up questions (Korstjens & Moser, 2018). Persistent
observation refers to the continual collection, analysis, and adaptation of the research
process to best achieve the main aim of the research question. Adhering to that, data
in this research is constantly reviewed, analysed, theorised, coded, and adjusted
throughout the research until the expected depth of insight regarding patients’ and
nurses’ perspective of cancer nursing care is achieved. Triangulation is described as the
utilisation of different data sources, collection methods and investigators (Korstjens &
Moser, 2018). In this research, both qualitative and quantitative data are collected from
different demographics of cancer patients and nurses. The researcher in this study was

also supported by one or more supervisors throughout.

Korstjens & Moser (2018) defines transferability as the extent to which the findings of
the research is relevant and applicable to other contexts and populations. Researchers
are obliged to enable readers to decide whether or not the findings are relevant to their
setting by providing a thick description in the research process. Thick description in
this research is attained by providing detailed breakdown of how the research is carried
out. This includes context, settings, sample size, methods, participant demographics,
inclusion and exclusion criteria, data collection methods and methods for analysis
(Korstjens & Moser, 2018). This collection of thick descriptions is also vital when it
comes to attaining dependability. Dependability refers to the consistency of the

research approach and methodology throughout (Ahmed, 2024). By collecting
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information and keeping an audit trail of the research process in this study, consistency
can be observed and maintained. This in turn increases dependability and reduces

inconsistencies along the way (Ahmed, 2024).

Consistency and keeping an audit trail also minimise the risk of biases, which is a
priority when it comes to confirmability. Confirmability refers to being impartial and
objective of research findings, ensuring that they are not compromised by biases or
preferential opinions of the researcher (Ahmed, 2024). Confirmability can be attained
through member checks, peer debriefing and reflexivity. Firstly, member check refers
to allowing data collected to be reviewed by the respective participants and enabling
them to correct any misinterpretations (Korstjens & Moser, 2018). This minimises the
chances of misconception from biases. As such, data collected from this research such
as interview transcripts were offered back to participants for review and to gather
teedback. Secondly, apart from seeking feedback from participants, obtaining feedback
from experts engaging in peer review such as supervisors can also reduce biases and
increase objectivity (Ahmed, 2024). Throughout this research, the researcher has
continuous support from supervisors to review and gather feedback on the process,
findings, and interpretations of the research. Lastly, a researcher’s ability to practice
reflexivity, or participate in acknowledging, explaining, and communicating the
influence one has on the dynamics between researcher and participants is pivotal
(Olmos-Vega et al., 2022). The lack of accountability in the relationship between
researcher and participants could potentially compromise the depth of information
shared due to fear of repercussions. This could unintentionally cause harm to
participants and affect quality of data as well as ethical principles of the research
(Olmos-Vega et al., 2022). Tomaszewski, Zarestky and Gonzalez (2020) also supports
this by explaining that reflexivity is an essential part of the phenomenological
approach. Therefore, active self-reflection was engaged throughout the research, and
the relationship between participants and researcher will be further elaborated when

discussing researcher’s background and ethical concerns later in this dissertation.
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4.6.2 Validity and reliability

In quantitative research, validity is referred to as the accuracy in which a concept or
event is measured (Heale & Twycross, 2015). In other words, it describes whether or
not the approach used would result in data that is relevant to the research study aim
(Ranganathan et al., 2024). Reliability on the other hand is defined as the consistency
in which a concept or event is measured. It seeks to show that similar findings can still
be obtained even if the study were to be conducted on the same individuals at a
different time (Ranganathan et al., 2024). This section aims to outline how validity and

reliability is applied and measured in this research.

Validity can be measured in three different ways, namely content validity, construct
validity and criterion validity (Heale & Twycross, 2015). Content validity seeks to
determine whether the instrument used to collect data covers all the necessary content
it was intended to. In this research, the researcher received support from supervisors
to ensure that the staff questionnaire surveys created would cover all relevant themes
and aspects in relation to results from the qualitative phase as well as the research
question. Once the data collection instruments have been put in place, construct
validity is utilised to ensure that data collected would be relevant and wvalid
(Ranganathan et al., 2024). In other words, data collected from the questionnaire
should portray cancer nurses’ expectations and perspectives in relation to patients. In
this study, the use of descriptive statistics allowed the researcher to portray quantitative
data in a way that described the perspectives and expectations of nurses. Lastly,
criterion validity is incorporated to determine whether or not the instrument used is
based on gold standards, generalisable and universally applicable (Ranganathan et al.,
2024). While there are currently no gold standard instruments for measuring nurses’
perspectives and experiences, questionnaire surveys have been successfully used in
other similar studies that seek to understand expectations of patients (Kusunoki et al.,

2023).

Reliability aims to analyse how consistent a data collection instrument is. This suggests
that if data were to be collected from a participant using the same instrument more
than once, the data collected should be similar across (Heale & Twycross, 2015). While

it is impossible to acquire a definite measurement of reliability, estimations can be
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made through various methods such as test retest, inter-rater reliability, and internal
consistency (O'Connor, 2022). The test-retest method uses statistical techniques to
measure how similar the response from a participant is after having used the same
instrument several times under similar circumstances. Inter-rater reliability analyses the
assessments of various observers. This can be attained by having several researchers
evaluate the relevance of the contents in the instrument. Their evaluation determines
the reliability of the instrument (O'Connor, 2022). Internal consistency demonstrates
how consistently a participant responds to an instrument, if the same concept was
phrased in a different way. Due to time restraints in this research, only inter-rater
reliability and internal consistency can be determined as it was not feasible for
participants to complete the questionnaire more than once. The researcher had
support from supervisors when developing contents of the staff surveys. In addition,

to ensure internal consistency, several questions were phrased in a different way.

4.7 Researcher background

The researcher completed a Bachelor of Nursing with Honours at the Singapore
Institute of Technology, conjoined with the University of Glasgow, and has six years
of experience working with oncology and haematology patients both in Singapore as
well as in Health New Zealand - Te Whatu Ora Waikato. The researcher was accepted
to commence post-graduate studies through the University of Auckland and managed
to achieve favourable results. The researcher was therefore offered the opportunity to
enter the Bachelor of Nursing with Honours programme, in partnership with the

University of Waikato and Health New Zealand - Te Whatu Ora Waikato.

As part of the Bachelor of Nursing with Honours programme, it is a requirement to
complete this research study. However, as a Nurse Educator, the researcher is also
keen to discover evidence-based findings that can support the needs of cancer patients

in the clinical area, as well as provide better tailoring of education for nurses.
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4.8 Summary

In conclusion, having clear research aims, processes, underpinning theories, and
methodologies are vital to ensure relevant, quality, and robust research outcomes in
this study. The pragmatic research paradigm, exploratory sequential mixed methods
methodology, qualitative and quantitative approach were therefore outlined and
discussed in this chapter. In addition, potential biases as well as strategies that were put
in place to increase trustworthiness, reliability and validity were also discussed and
acknowledged to increase the authenticity and quality of this paper. The following
chapter will further expand the methods and instruments used in this study, based on

the chosen methodologies.
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Chapter IV: Methods

After all, the ultimate goal of all research is not objectivity, but truth.

Helene Deutsch, 1884 — 1982

5.1 Introduction

Aguiar (2024) defines research methods as the techniques and instruments used for
data collection, analysis, and interpretation. Methods utilised in research should be in
line with the research question and aim to optimise trustworthiness, validity, and
reliability. Since this research has adopted the pragmatic research paradigm and mixed
methods methodology, this chapter will be organised around the methods that are
relevant to these underpinning theories and framework. This includes the study design,
sampling selection, data collection methods for both qualitative and quantitative

approach, data analysis techniques as well as ethical concerns in this research.

5.2 Study design

Within the mixed methods methodology, this research utilised the exploratory
sequential study design which consists of two phases: qualitative (Phase I) and
quantitative (Phase II). Once permission was granted by the Human Research Ethics
Committee of the University of Waikato 2024 (Ref no. HREC (Health)2024#19), as
well as cultural and ethics committee of Health New Zealand -Te Whatu Ora Waikato
(Appendix 29), data collection and analysis were initiated in Phase 1 using the
qualitative approach. The results obtained from Phase I were then used to guide data

collection and analysis in Phase II using the quantitative approach (Vedel et al., 2019).

Semi-structured interviews were conducted on up to 9 Haematology and Oncology
patients in the inpatient ward over the span of several months in Phase I. The aim of
the structured interviews was to gain insight and understanding on the perspective,
expectations, values and lived experience of patients’ interaction and care received

from the inpatient Haematology and Oncology nursing staff. Following data collection
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and analysis from Phase I, Phase II was then initiated with staff questionnaires for all
Haematology and Oncology inpatient registered nurses in Health New Zealand- Te
Whatu Ora Waikato. The questionnaires were developed according to the findings and
analysis of Phase I. The aim was to obtain nurses’ perspective, expectations and values
of nursing care provided in relation to the perspective and expectations of patients.
Data collected from the questionnaires were then analysed to obtain findings and
interpretation. Although conducted separately, both phases were aimed at addressing
the overarching research questions. The figure below (Figure 2) provides a flowchart

of this study’s process.

[ Stakeholders ] [ Personal Beliefs ] [ Literature Review ]

| | |

[ Key themes and questions ]

l

Phase I:
Qualitative data collection

l

Qualitative data findings

|

Qualitative data analysis ]

Phase II:
Quantitative data collection

!

Quantitative data analysis ]
(.

l

Quantitative data findings ]

l

)

Data interpretation ]
Triangulation of data ]
Figure 2 Research design flowchart
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5.3 Setting

This research was conducted in an inpatient Haematology and Oncology ward in
Waikato Hospital. The ward is a key stakeholder when it comes to providing and
improving cancer care due to the constant interactions between nurses, patients and
whanau. In addition, the topic of this research was identified as there was increased
interest and focus from the ward to provide more person-centred, culturally safe, and
equitable cancer nursing care. Furthermore, as the only inpatient ward in the Waikato
region, data collected comes not only from local patients residing in Hamilton, but also

from across a wider range of the Waikato region.

Phase |

5.4.1 Population & Recruitment

Utilising the purposeful sampling framework discussed earlier in this study, up to 9
Haematology and Oncology inpatients patients were identified. Patients were selected
based on age (above 65 and under 65), ethnicity (Maori, Pacific Islander, NZ European
and others), as well as gender (male and female). Inclusion and exclusion criteria were
also applied to optimise the richness of data collected and to ensure patient safety. The
inclusion criteria included patients who have been on the ward for a week or more
during their treatment journey, as well as patients who are medically stable enough to
participate in the interview. Exclusion criteria excluded patients who are acutely unwell
ot have been admitted for less than a week on the ward. The tables below (Tables 3 &

4) provide depiction of the sampling framework used.
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Table 3 Sampling Framework
Ethnicity
Maori and Pacific NZ European Others
Age Islander

Up to 1 female and up | Up to 1 female and Up to 1 female and
> 65 years old to 1 male patient up to 1 male patient | up to 1 male patient

Up to 1 female and up | Up to 1 female and Up to 1 female and

< 65 Years old to 1 male patient up to 1 male patient | up to 1 male patient
Table 4 Inclusion and exclusion criteria
Inclusion Criteria Exclusion Criteria
Medically stable Acutely unwell
Admitted for a week or more Admitted for less than a week

Once the patients were identified, they were arranged from the highest nursing needs
to the lowest according to Trendcare, the hospital’s patient acuity prediction system.
Nursing needs were included as a consideration as it would optimise the breadth of
data collection which would contribute to obtaining rich data. Thereafter, the
researcher then ascertained the interest of the first male and female patient on the list
to participate in the interview. If he or she was keen to participate, a participant
information sheet was then handed out to the patient (Appendix 30). If the patient has
read the participant information sheet and agreed to proceed with the interview, the
researcher then proceeded with obtaining an informed written consent (Appendix 31)
and arranging a suitable time for the interview. If the patient did not wish to take part

in the interview, the next patient on the list was then approached.

5.4.2 Data Collection

Semi-structured interviews were held in the patient’s individual room or private

meeting rooms in the ward and took place for no longer than an hour. This was to
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provide and ensure a safe and private environment for patients. Prior to starting the
interview, patients were offered to have their support person or people with them, and
also given the opportunity to clarify any questions and begin with a karakia, prayer,
song, or other opening if they would like to. Interview questions were designed around
the health model of Te Whare Tapa Wha (Durie, 1984), as the model was developed
around the aim of achieving person-centred and holistic well-being, which is the ideal
standard of nursing care in New Zealand (Ministry of Health NZ, 2024). The model
(Appendix 32) consists of four main aspects: Taha Tinana, Taha Hinengaro, Taha
Wairua and Taha Whanau. Patients were invited to share their lived experience
including; what went well for them and what could have been better, while receiving
nursing care on the ward, based on these aspects. Where appropriate, prompting
questions and words were also used to encourage the patient to share further if they

were comfortable with it.

5.4.3 Data Analysis

Once data saturation was obtained, the data collected from the semi-structured
interviews were first transcribed verbatim, with any identifiable information removed.
Thematic analysis was then used to process the data collected. Firstly, the interview
transcripts were reviewed several times by the researcher to familiarise and understand
its content. Using Braun and Clarke’s reflexive thematic analysis, patterns and
similarities arising within the data were categorised and classified into codes and
themes. This process was repeated until no more new themes emerged. The Braun and
Clarke reflexive thematic analysis method was used for thematic analysis as Sundler et
al. (2019) mentioned that is complementary to the phenomenological approach that
this study has undertaken. When thematic analysis was completed, checks were done
by the researcher’s supervisor to ensure that the data is accurate, relevant, and
trustworthy. The themes and sub themes derived from the qualitative data analysis
were then used to develop a Likert scale online anonymous survey for all registered

nurses in the Haematology and Oncology ward during phase two.
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Phase ll

5.5.1 Population & Recruitment

In this phase, a voluntary sampling method was utilised to collect quantitative data.
Voluntary sampling is a non-probability sampling design that recruits participants
based on their willingness to be a part of the research (Murairwa, 2015). It was selected
as the sampling method for this phase as a study done by Murairwa (2015)
demonstrated that it yielded more accurate findings when sensitive and complex
surveys are involved. All 53 registered nurses in the Haematology and Oncology
inpatient ward of Health New Zealand - Te Whatu Ora Waikato were invited to
participate in the online anonymous survey over the span of two weeks via their work
emails. Within the email, the survey link as well as an information sheet (Appendix 33)
was also attached to provide nurses with detailed explanation on the purpose of the
research and survey. Murairwa (2015) highlighted in his study that since the sampling
method depended on participants’ willingness, persuasive strategies could be adopted
to optimise responses. Therefore, intent statements and follow up emails were also
sent out during the collection period with the purpose of demonstrating the value of
this research, as well as encouraging participants to change their minds. The email also
highlighted the anonymity of the survey to assure confidentiality with no repercussions

from their responses.

5.5.2 Data collection

An anonymous Likert scale survey was developed on Microsoft Forms based on the
themes and sub themes derived from the thematic analysis of the qualitative phase
(Appendix 34). Likert scales are referred to as interval rating scales that seek to measure
the level of agreement or frequency from participants’ response in relation to a
statement (Heo et al., 2022). This scale was selected for this study as it is not only
widely used, but also appropriate for measuring the perspectives and expectations of
registered nurses in the Haematology and Oncology ward through statistical data and
inferences. The Likert scale sent out to registered nurses consisted of 16 statements.

The first four statements were structured to gain a better understanding of the nurses’
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demographics. Due to potential imbalances in demographics amongst nurses, the
options for demographics were structured in a way that would reduce as many variables
as possible. Each of the remaining 12 statements represented one or more of the sub
themes from the thematic analysis. Within each statement, participants had five
different options to select from namely, ‘Strongly agree’, ‘Agree’, ‘Neutral’, ‘Disagree’
and ‘Strongly disagree’. Considering that the duration of the survey could negatively
impact the response rate, the researcher ensured that the survey would not take more
than ten minutes in total. At the end of two weeks, the researcher stopped data

collection and proceeded to analyse the 15 (n=15) survey responses collected.

5.5.3 Data analysis

Due to the limited sample size for the survey, it was decided that descriptive statistical
data analysis was the most appropriate method to analyse results from the survey. This
is justified by Hopkin et al. (2015) who suggested that with incredibly small samples,
inferential statistics would not be as applicable. Rather, descriptive statistics and
visualisation of data would result in better optimisation of the limited data. In addition,
this statistical method was also suggested by a statistician whom the researcher
consulted with in The University of Auckland. Descriptive statistics is described by
Kaliyadan and Kulkarni (2019) as the summary of data, which can be presented using
simple measures such as frequency, central tendency, and distribution. Frequency
measures number counts as well as percentages. Central tendency measures mean,
mode, median, while distribution measures standard deviation (SD) and interquartile
range (IQR). Using these measurements, the researcher was able to make conclusions
and inferences from the statistical data based on how much participants agreed with

each statement.
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5.6 Ethical considerations

When conducting any research, ethical considerations are central to preserve and
protect the well-being of both researcher and participants. Stadnick et al. (2021) shares
that it involves using resources responsibly, upholding human rights, and maintaining
integrity in dissemination of results. Firstly, ethical approval was obtained prior to
commencing the research from the Human Research Ethics Committee of the
University of Waikato on 30™ April 2024 (Ref no. HREC (Health)2024#19). The
researcher also consulted the cultural and ethics committee of Health New Zealand -
Te Whatu Ora Waikato, to seek approval and discuss how the research can be done to
improve health equity for Maori patients. When commencing the research, equitable
recruitment was utilised to maximise representation by including diversity when
deciding on the sample framework and population. Exclusion criteria was also put in
place to protect the well-being and health of patients. It ensured that the research
would not be put in the way of the patient's recovery if they are acutely unwell.
Informed consent was also obtained from all participants to ensure that they are fully
aware of the expectations and process of this research. Additionally, information
sheets were provided, and the use of simple language was used to ensure clear
comprehension of what the research entails. Participants were also informed of the
right to withdraw at any time if they wanted to. When conducting patient interviews,
and staff surveys, participants were allowed to select a time and space that best suited
them to participate in the interview or survey. During patient interviews, assessments
were made by the researcher to determine if it was still safe and ethical to proceed or
to discontinue if patients became unwell. Instruments utilised to collect data were also
kept to an appropriate time limit to minimise and reduce burden on participants.
Participants' identities were kept anonymous and confidential throughout.
Pseudonyms were utilised for patients instead of their personal name and surveys did
not include any identification questions or statements. Lastly, data collected was stored
in a secured computer and access was also restricted to only the researcher and the

researchet’s supervisors.
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5.7 Summary

In conclusion, intentional selection of appropriate methods utilised to conduct this
research is vital. This is to ensure that accurate and reliable data are collected and
analysed ethically for both qualitative and quantitative phases. Semi-structured
interviews and thematic analysis was used for the qualitative phase while anonymous
online Likert scale surveys and descriptive statistics was used for the quantitative phase.
The following chapter will further discuss the findings and results obtained from both

phases.
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Chapter V: Findings

What we find changes who we are.

Zora Neale Hurston, 1903 — 1996

6.1 Introduction

Data analysis in a mixed-methods research includes analysing both quantitative and
qualitative data using appropriate analysis designs respectively. After these preliminary
steps, further analysis is then engaged to integrate and draw connections from both
findings. The joint research finding provides representation of the data that goes
beyond the conclusions from each method alone (Creswell & Inoue, 2025). This
research explored the perspectives and expectations of Haematology and Oncology
patients and nurses in relation to person-centred and equitable care. The study
consisted of two phases: qualitative (Phase I); and quantitative (Phase II), where semi-
structured interviews and anonymous online surveys were carried out with patients
and nurses respectively in a Haematology and Oncology inpatient ward in Te Whatu
Ora Waikato. This chapter therefore aims to carry out preliminary analysis and draw
findings from the data collected. It will be organised in two parts, where part one
focuses on the analysis of the semi-structured interviews using reflexive thematic
analysis. Part two on the other hand will revolve around analysing the anonymous

online staff survey using descriptive statistics.

Part1: Qualitative findings

6.2 Patient Demographics

Purposeful random sampling framework was used to identify suitable patients for the
semi-structured interview in the Haematology and Oncology inpatient ward. Patients
were selected based on age (above 65 and under 65), ethnicity (Maori, Pacific Islander,
NZ European and others), as well as gender (male and female). Inclusion and exclusion
criteria were also applied to optimise the richness of data collected and to ensure

patient safety. The inclusion criteria included patients who have been on the ward for
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a week or more during their treatment journey, as well as patients who are medically
stable enough to participate in the interview. Exclusion criteria excluded patients who
are acutely unwell or have been admitted for less than a week on the ward. The initial
goal was to recruit up to nine patients, however only six patients (n=06) were
successfully recruited in total. This was because during the recruitment period, there
was a lack of diversity in patients to meet all the sampling framework and inclusion
criteria. There were more patients who were aged above 65 as compared to patients
below 65, resulting in the recruitment of more patients who were aged above 65. This
proportion coincides with data found from the New Zealand Cancer Registry which

suggested that there are higher incidences of cancer amongst the older age ranges.

Equal number of NZ European patients and Maori patients were recruited in the
interviews, while there were no Pacific Islander or Asian patients. The proportion of
NZ European and Maori patients were similar to data from the New Zealand Cancer
Registry. However, the absence of Pacific Islander patients during the recruitment
phase despite their high incidence rates could suggest possible barriers with regards to

access to cancer services and patient self-presentation, which have been demonstrated

in findings of studies by Gurney et al. (2020) and Perelini et al. (2025).

While there were a few Asian patients present, they did not fit the inclusion criteria as
all of them have only been admitted in the ward for less than a week or were newly
diagnosed patients. Overall, there were also more female patients than male patients
during recruitment, despite higher incidences amongst males in New Zealand. This
highlights the possible lack of engagement in cancer services amongst males as
demonstrated in the study by Dearing et al. (2024). In addition, several male patients
who were initially identified as potential participants were either medically unwell or
did not wish to participate. A breakdown of demographics can be found in Table 5 for

patients who consented to participate in the interviews.
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Table 5 Patient demographics

Characteristics Categories No. Percentage (%)

Age Total 6 100
Above 65 4 66.7
Under 65 2 33.3

Ethnicity Total 6 100
NZ European 3 50.0
Maori 3 50.0
Pacific Islander 0 0
Others 0 0

Gender Total 6 100
Male 2 33.3
Female 4 66.7

6.3 Thematic analysis

Thematic analysis was utilised to analyse data from the interviews, as it is a widely
incorporated approach for analysing large amounts of qualitative data. It provides a
structured, systematic, and rigorous process to analysing data, through searching,
identifying, refining and reporting of themes (Nowell et al., 2017). However, there are
very few credible methods available that ensure accuracy and rigor. One such method
implemented in this study is Braun and Clarke’s reflexive thematic analysis (Braun &
Clarke, 2020). The use of reflexive thematic analysis encouraged the researcher to
practice reflexivity through continual reflection on beliefs, values, and assumptions,
thereby increasing trustworthiness. In addition, Sundler et al. (2019) also mentioned
that the Braun and Clarke reflexive thematic analysis method is complementary to the
phenomenological approach that this study has undertaken, therefore making it an
appropriate method. Braun and Clarke (2020) recommended a six-phase process for

thematic analysis. The phases include; becoming familiar with the data, developing
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initial codes from key words, identifying themes, evaluating themes, refining themes,

and generating the report. Following these phases, four themes were identified namely,

‘holistic needs and care’, ‘involving and engaging support system’, ‘barriers and

challenges” and ‘nursing roles and patient engagement’. The following section will

further explore each theme and provide a breakdown of how the themes were

generated using Braun and Clarke’s six phase thematic analysis. Pseudonyms were

allocated to each patient participant in this study to ensure privacy and confidentiality.

An illustration can be found in Table 6.

Table 6 Patient pseudonyms

Pseudonym Age group Gender Ethnicity
Patient A Above 65 Male NZ European
Patient B Above 65 Female NZ European
Patient C Above 65 Female Maori
Patient D Under 65 Female NZ European
Patient E Under 65 Female Maori
Patient F Above 65 Male Maori
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Figure 3 provides an illustration of how the theme ‘Holistic needs and care’ was derived

from what patients have communicated during the interview.

Figure 3

Holistic needs and care

"Very important. Now, they've done spiritual support but sometimes I get
the feeling they don't quite know how to do it. Because it's like the doctor.
They've got to get me"

Got to get me

"Very important. There’s a something here at the hospital called Kaitiaki [
think. I've met them once, probably not for me. But it’s very important for
me culturally to be in touch with my roots, 'm Maori and tha’s where my
family comes in and where T seck most of my prayer and you know just
anything to do with that, that’s yeah.

!

Not kaitiaki, but prayer

Statements Key Words Codes ‘Themes

"The day does start pretty carly here in hospital with four o'clock. 4am s the ey
blood tests and things which but of course, throughout the day, they are | HEED

% " opportunities to sleep
opportunitics to catch up on sleep as well”
'But its been good because I guess everyone reads everyone's notes and Everyone reads notes and
they know when to come and when not to come,” =3 know when to come
'T have had, I have had, couldn't tell you her name, but I have had a nurse
when I when she could tell T was really, really tired one time, and she did Sleep interventions
say that they could do something to help me sleep. But, yeah, I take Do something to help sleep
enough pills, as it is at the moment, ot really a pill person, yeah, yeah. But | S
yeah, no, I did. I did have that offered to me."
"They've been pretty empathetic and they listen, like, sort of say Pllleave | gughy
you alone now. And they always ask how your sleep has been overnight” Empaihet:Ssien
'And once again, there has been when T was was evident that I was losing
lots of weight they somebody referred, the dietician or nutritionist or Losing weight, they referred
whatever she is to me, and she came along and there's a special diet that | HEEp dietician
I've been able to get on to or have special needs which so that's helped”
"It would have been easier to figure it all, because there was times where T
was eating and drinking stuff I shouldn't have been, which I found out Eating and drinking stuff I
later from nurses, which should have been from that yeah, that, you know. -—) shouldn’t have
Yeah, that was kind of like a little bit of a let-down, yeah.
"I wouldn't mind speaking to a nutritionist to try to figure out how I could

king to nutritionist Nutrirional

make my tummy better." - Speakiogtd aw b i Sippedt
"It would definitely be something I'd love to talk to someone about.
Because even, like, you look through the nutrition booklets and it just Love to talk to someone about
mentions things that you can do, but it doesn't mention, like, food and > nutririon
things that can help nutrition"
"I've actually gotten really lucky that my nausea is under control and I
haven't vomited and who knows how long. So it's really good. Once they set Nausea under control with
you up with the sort of medication routine, you stick to it. It really, really| . medication routine
helps." Holistic needs and care
"Its not, well I had a talk with the dietician. So my diet is pretty much . "
consists of lots of snacky stuff and cold things” L d P s )
‘dido’t chink it was that important, but there's a really good support system| gl [ Good support system,
here. T have Vanessa, she's the psychologist” psychologist
"obviously the nommal things, like losing your hair and everything it does| gy | Physical stuff has an effect
have an effect, like all the physical stuff also has an effect mentally” mentally
"we've enrolled my my oldest child in therapy because of this. So I think}
it's good for me to continue with it as well. Because, yeah, she needs help. 1| mmm | Continue with therapy, better|
definitely need help, because the better I can be, both physically and| 1 can be for kids Mental support
mentally myself, it means that I'm doing better for my kids as well,""
"I'll give that some thought, actually ( Cancer Psychologist )" ) | Give ”“"P-y:';:‘l':;‘:l Chenesy
"It would make a difference a couple of weeks ago I think for me when I
was really upset and I just thought holy moly. Am I ever gonna gecoutof | | Meke @ difference when
here? It would have made a difference then" upect
"Often need like them, but obviously my like Maori side, support people” | mmm Maori support people
"Honestly, not a biggie. I've only kind of just started, finding my mm) | Finding my Whakapapa
whakapapa and stuff, and because of my children, yeah, it's not a biggie."
"Obviously as a Maor, it is very important to me, and you'll see at the end
of my bed I have a pounamu there, yes, when I come in. Had karakia i
before I left Tauranga, and also asked for the, the Catholic Maori priest to o Pounamy and karakia
do the karakia for me when I come in." Spiritual support
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Rest was an important aspect to half of the patients interviewed. They demonstrated
appreciation when nurses were able to express empathy, accurately assess their need
for rest and carry out necessary interventions that would support and optimise rest for

them.

“The day does starts pretty early here in hospital with four o'clock. 4am blood tests and things which
but of course, throughout the day, they are opportunities to catch up on sleep as well.”
““They've been pretty empathetic, and they listen, like, sort of say 1'll leave you alone now. And they
always ask how your sleep has been overnight.”

(Patient A — NZ European male, above 65)

But its been good because I guess everyone reads everyone's notes and they know when to come and
when not to come,”
(Patient C - Maori female, above 65)

I have had, I have had, conldn't tell you her name, but I have had a nurse when 1 when she conld
tell I was really, really tired one time, and she did say that they conld do something to help me sleep.
But, yeah, I take enough pills, as it is at the moment, not really a pill person, yeah, yeah. But yeah,
no, 1 did. I did have that offered to me."

(Patient E - Maori female, under 65)

Nutritional support was another aspect that patients saw significance in, as a part of
holistic needs and care. Majority of the patients articulated their interest in seeking
support from nurses, dieticians or resources that would help maintain their appetite as

well as ensure that they are receiving the right nutrition for recovery.

"And once again, there has been when it was was evident that 1 was losing lots of weight then somebody
referred, the dietician or nutritionist or whatever she is to me, and she came along and there's a special
diet that 1've been able to get on to or have special needs which so that's helped.”

(Patient A — NZ European male, above 65)
“"t's not, well I had a talk with the dietician. So, my diet is pretty much consists of lots of snacky

stufff and cold things.”
(Patient C - Maori female, above 65)
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"It would definitely be something 1'd love to talk to someone about. Becanse even, like, you look
through the nutrition booklets and it just mentions things that you can do, but it doesn't mention, like,
food and things that can help nutrition”.
"I've actually gotten really lucky that nry nausea is under control, and I haven't vomited and who
knows how long. So, it's really good. Once they set you up with the sort of medication routine, you
stick to it. 1t really, really belps."
(Patient D — NZ European female, under 65)

"It would have been easier to figure it all, becanse there was times where I was eating and drinking
stuff I shouldn't have been, which I found out later from nurses, which should have been from that
yeah, that, you know. Yeah, that was kind of like a little bit of a let-down, yeah."

(Patient E - Maori female, under 65)
"I wonldn't mind speaking to a nutritionist to try to figure out how I could make my tummy better."

(Patient F - Maori male, above 65)

Patients also acknowledged the negative impact that treatment had on their mental
health, however only patient C had access to a cancer psychologist at that point of
time. Nonetheless, patients B, D and I expressed their keenness and consideration for
support from the cancer psychologist, especially during emotionally challenging

moments and periods during treatment.

It wonld matke a difference a couple of weeks ago I think for me when I was really upset, and I just
thought holy moly. Am I ever gonna get out of here? It wounld have made a difference then."

(Patient B - NZ European female, above 65)

“Didn’t think it was that important, but there's a really good support system here. I have 1 anessa,
she's the psychologist.”
(Patient C - Maori female, above 65)

“Obuvionsly the normal things, like losing your hair and everything it does have an effect, like all the
physical stuff also has an effect mentally."

"we've enrolled my my oldest child in therapy because of this. So, I think it's good for me to continue
with it as well. Becanse, yeah, she needs belp. I definitely need help, because the better I can be, both
physically and mentally myself; it means that I'm doing better for my kids as well,"

(Patient D — NZ European female, under 65)
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"I'll give that some thought, actually (Cancer Psychologist)"
(Patient F - Maori male, above 65)

Lastly, spiritual support was brought up as a crucial element in holistic needs and care
especially amongst patients who identified as Maori. All three Maori patients expressed
the importance of having spiritual support from various people and in differing forms.
This includes having support from people such as nurses, whanau, Catholic Maori
priest, karakia and having a pounamu (greenstone, often regarded as a Maori taonga,
ot precious item). Patient B was the only NZ European who expressed that spiritual
support was important and that sometimes it was a challenge for her needs to be

understood and met.

"Very important. Now, they've done spiritual support but sometimes 1 get the feeling they don't quite
know how to do it. Because it's like the doctor. They've got to get me."

(Patient B - NZ European female, above 65)

"Very important. There’s a something here at the hospital called Kaitiaki I think. I've met them once,

probably not for me. But it’s very important for me culturally to be in touch with my roots, I'm Maori
and that’s where my family comes in and where I seek most of my prayer and you know just anything
to do with that, that's yeah. *

(Patient C - Maori female, above 65)

“Often need like them, but obviously my like Maori side, support pegple”
“Honestly, not a biggie. I've only kind of just started, finding my whakapapa and stuff, and because
of my children, yeah, it’s not a biggre.”

(Patient E — Maori female, under 65)

“Obviously as a Maori, it is very important to me, and you'll see at the end of my bed 1 have a
pounamnu there, yes, when I come in. Had karakia before 1 left Tauranga, and also asked for the, the
Catholic Maori priest to do the karakia for me when I come in.”

(Patient F — Maori male, above 65)
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6.3.2 Involving and engaging support system

Figure 4 provides an illustration of how the theme ‘Involving and engaging support

system’ was derived from what patients have communicated during the interview.

Figure 4 Involving and engaging support system

Statements Key Words Codes Themes

and we had our support group has been really trying as well, like maybe

it's helped because they know I am fussy with the way car my is mmmp | Support group helped
presented” )
"My moko send me videos, which is really good." -—) Mok send viisns which s
“Also I'm very lucky. We have enormous numbers of wonderful friends and
Frds -—) Friends and family
"Yes, yes like it’s a ongoing morning, night thing and we also have video
calls with the family and organise that as well. Try and be as proactive as | ™% | Video calls with family
possible with that. Because its important to me." = Support system
"my lids are older, so very, very supportive.” = Kid are supportive
"I'm very lucky that I've got my mum, who, you know, works as she docs,
and a very supportive partner as well. So I think I got lucky. I kind of fecl | S | Mum and supportive partner
for the people that don't have that."
"Yes, as Barb says we have enormous number of friends who are doing
' ) | Friends doin ical things | e
very, very practical things” puotacion Lidpinadecy o
Involving and engaging|
'I just kind of get my carer to get me stuff that I knew I would eat, rather SOpDoss Syseam.
= [ o
than have to try and sort maybe I should have relicd on them more" Acer get me s
"Barb brings in food"" =) Brings in food
- Whanau involvement
‘Probably, but also probably a little bit, 2 lot of the information that I got at
the start was not retained, because this all you can think of is [ have mmmp | Support people coming to
cancer, so I think the whole the fact that T had to support people coming every appointment
with me 10 every appointment was really helpful"
‘But there are other people she will talk to she will talk to. She will talk to]
my brothers, she will talk to her family. And I think once David gets in| mmp Golabah
there and goes like this, I might get barb on her own tomorrow. And 1 said ot Saneroes.
that would be great.” Caregiver support
'S0 anything that can be done to sort of help keep the ghue together is good, | gy Anythiag to hielp Koep the
because it's very easy for things to fall apart when something happens" glue
"When I first got to Waikato Hospital and I was diagnosed, T wasn’t even
worried about what was going on with my body. My stress was for my L d | i N
children and having them be here with me. So it was a huge thing back
then, I remember it was like very very stressful" Whanau Support J

"Knowing that they're taken care of also makes me feel a whole lot better
just knowing that it's sorted"

Knowing they're taken care of|

Having a support system was significantly vital for all patients in the interview. All six
patients mentioned that having the support from friends and family is important and
that it has helped them cope better during their treatment.

“And we had onr support group bas been really trying as well, like maybe it's helped because they
know 1 am fussy with the way car my is presented.”

(Patient A — NZ European male, above 65)

“Also, I'm very lucky. We have enormons numbers of wonderful friends and family.”
“Yes, as Barb says we have enormons number of friends who are doing very, very practical things.”

(Patient B - NZ European female, above 65)
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"Yes, yes lie it's an ongoing morning, night thing and we also have video calls with the family and
organise that as well. Try and be as proactive as possible with that. Because it's important to me."

(Patient C - Maori female, above 65)

"I'm very lucky that I've got my mum, who, you know, works as she does, and a very supportive
parter as well. So, I think I got lucky. 1 kind of feel for the pegple that don't have that."

(Patient D — NZ European female, under 65)

"My kids are older, so very, very supportive."
(Patient E — Maori female, under 65)

"My moko send me videos, which is really good."
(Patient F — Maori male, above 65)

While not all patients had their whanau physically present with them, patients who did
such as patient B, D and E mentioned how involving in their care has been helpful
during their treatment. Whanau were involved by bringing them food and items or
being present during appointments to help retain information. This demonstrates how
physical presence of support people has added benefits in optimising patient-centred

and equitable care.

"My partner brings in food."
(Patient B - NZ European female, above 65)

""Probably, but also probably a little bit, a lot of the information that I got at the start was not retained,
because this all you can think of is I have cancer, so I think the whole the fact that I had to support
peaple coming with me to every appointment was really helpful."

(Patient D — NZ European female, under 65)

"[ just kind of get my carer to get me stuff that I knew 1 would eat, rather than have to try and sort
maybe 1 should have relied on them more."”
(Patient E — Maori female, under 65)

Although having the support from whanau has been helpful to patients during
treatment, patient B and D also acknowledged the challenges and stressors that their
support people face. In addition, they shared that knowing their main support person
is supported either by nurses or other support groups and resources would help ease

their worries and reduce emotional and mental burden.
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"But there are other peaple she will talk to she will talk to. She will talk to my brothers, she will talk
to her family. And I think once David gets in there and goes like this. 1 might get barb on her own

tomorrow. And 1 said that would be great.”
(Patient B - NZ European female, above 65)

"So anything that can be done to sort of help keep the glue together is good, because it's very easy for
things to fall apart when something happens”
(Patient D — NZ European female, under 65)

Apart from caregiver support, it was also noted that female patients who had children
were concerned about the well-being of their children, and having the assurance that

they were looked after gave them substantial relief.

“When 1 first got to Waikato Hospital and 1 was diagnosed, I wasn’t even worried about what was
going on with my body. My stress was for my children and having them be here with me. So it was a
huge thing back then, 1 remember it was like very very stressful”

(Patient C - Maori female, above 65)
'Knowing that they're taken care of also makes me feel a whole lot better just knowing that it's

sorted."
(Patient D — NZ European female, under 65)
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Figure 5 provides an illustration of how the theme ‘Barriers and challenges’ was derived

from what patients have communicated during the interview.

Figure 5

Barriers and challenges

of temperatures and reactions to all sorts of things and uhm anyways yes so
uhm that's pretty much the reason. "

and reactions

""Probably in these rooms, HEPA rooms, is the heat? Like, because hot
cold, hot cold. So, like, middle of the night, wake up and I would be

absolutely hot, kick off the blanket, and then I'm, like, shaking cold and
|gzpod. 1 mean, 1 guess it is what it is, but that's probably the only thing.

Wake up because hot cold

Statements Key Words Codes Themes
“in some situations there’s a slight language barrier’ == Language barrier
"Yes, there is a bit of a language barrier" = Language barrier
"The only thing that makes it difficult sometimes is that there is, for not all,
not all of them is but for a few of them, there's quite a decent language Information doesn’t get
barricr. Yeah, I think that's the only thing. Is that sometimes the ) | passed because of langugage
information docsn't quite get passed because of that language barrier barrier
nature' L barrier
‘Obviously, you know it's the treatment that you're going through. You
don't quite understand what's actually going on because of the language T
barrier, and then your nurses will change. There's no langusge bamir. So1 | M)y FEESESESERES
think that's probably the only thing that has been a little bit frustrating, leriguage harris,
yeah, but that's a very small frustration in the grand scheme of things."
"There's some stuff, you know, where you get a loss in translation and stuff,
okay, doesn't happen very often, but it's understandable, and people are | mmp Loss in transiation
born in another country”
"onc of the biggest problems here is not nurses. 1t's just being so far away Problem is being far away
from home," -—) from home
‘well the accommodation thing wasn't really running anymore or it was
down or something or rather and which was like stink and so we had to Accommodation wasn't
really crack down with a proper family plan to try and make everything sort =) running
of work around my treatment plan.”
"I just haven't physically been able to touch my kids for four weeks and” | g, | Haven't physically touch kids G.ep""m"’:d
“The difficulty is, is that I've got a lot of young mokos. I can't just go
straight back in there, because I'll be compromised anyway. So yeah, mm) | Keeping away from them
away from them for a little bit of time."
"being in the region that I'm not from, can be a bit tricky to want (o try and R - )
invite other like Komatoa and elders in my space, but if I was at home in| Beleig Iu tha moghia shas I'rn
Tauranga I would be all for it.” - e oo
'Slecp’s a pain in the bum. My first disturbance comes at four o'clock in the
or five when 1 get bloods. Then I go to slecp for an hour and then | g [ Disturbance all night

1 get antibiotics. And that stuff happens all night.”
“The nights arc really difficult because that stuff happens all night. And
also nurses are doing obs. They've got an obs thing with wheels and it gocs | gy [ Stuff happens all nighe
cliclk, click click”
“Just keep waking up, and diarthoca, jumping out of bed shit myself, the | g |y P Barriers and challenges
whole shebang all night." Aldihg AR and Siahaen
"Well, sleep is a bit of an issuc. And that throughout this treatment Pve
had has built up......and of course for a bloke of my age that requires that's o R s
not expelled is straightforward as for a younger person, so I've been up all - Sleep is an issue
night piddling and but that's something that probably, I mean, it can't be
helped at all. "

Yeah just again | know the reasons why I wasn't sleeping. 1 did have a lot Ve siiepiia. teapradtone

"Yeah because I keep getting told by nurses that they (dietician) were
coming to sce me and they didn't. Yeah, so I probably saw her once or
twice and that's why I say what, I just kind of figured what I could eat."

Told they werent coming,
they didn’t.

"'So it has had a huge effect for mentally, and I should probably do
something about that. I did have a better, lovely counsellor at one point,
but she's changed jobs since”

Huge effect mentally, had
counsellor but changed jobs

Insufficient access

" I wish someone would have told me that back then™

Wish someone would have
told me

"I didn't know about the injections that you have to have after you finish,
and the steroids that you have to continue taking for a few days after, you
know. So we had a few faux pas with those, but once you get there, you it's

|good to go*

I didn't know

"a lot of the information that I got at the start was not retained, because
this all you can think of is I have cancer"

A lot of information at start
‘was not retained

"yes, between your partner, not just, not just all the nitty gritty stuff, but
yes, yeah, it's (intimacy) probably ing that's quite imp so that
things don't fall apart

It's (talking about effect on
intimacy) quite important

"1 think that (touch points) would be very helpful, yeah, for a lot of people,
not just me, but yeah, I think that in general, would be really helpful.”

11 11 1 11

That (touch points) would be
very helpful

Knowledge gaps
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During the interviews, patients shared some challenges and barriers that they faced
during treatment. One of which was the language barrier. Patient A, D and F
mentioned that they encountered some language barrier when interacting with nurses.
Patient D and F further elaborated that communication sometimes gets lost in
translation, and information shared with nurses does not get passed on to oncoming
nurses. While they expressed understanding and stated that it was a small concern,

there was still some frustration observed.

“In some situations, there’s a slight langnage barrier.”
(Patient A — NZ European male, above 65)
"Yes, there is a bit of a langnage barrier."

""The only thing that mafkes it difficult sometimes is that there is, for not all, not all of them is but for
a few of them, there's quite a decent langnage barrier. Yeah, 1 think that's the only thing. Is that
sometimes the information doesn't quite get passed becanse of that language barrier nature."

"Obvionsly, you know it's the treatment that you're going through. You don't quite understand what's
actually going on because of the language barrier, and then your nurses will change. There's no langnage
barrier. So, I think that's probably the only thing that has been a little bit frustrating, yeah, but that's

a very small frustration.”
(Patient D — NZ European female, under 65)

"There's some stuff, you know, where you get a loss in translation and stuff, okay, doesn't happen very
often, but it's understandable, and people are born in another country.”

(Patient F — Maori male, above 65)

Patients who were out of their hometown also found it challenging to be away from
family and support people for extended periods of time during treatment. On top of
that, efforts to remain physically close to family and support were also impacted by
side effects of treatment or the lack of resources and accommodation for family to

travel with the patient.
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"Well, the accommodation thing wasn’t really running anymore, or it was down or something or
rather and which was like stink and so we had to really crack down with a proper family plan to try
and martke everything sort of work around my treatment plan."

"I just haven’t physically been able to touch my kids for four weeks..."

"Being in the region that I'm not from, can be a bit tricky to want to try and invite other like
Komatoa and elders in my space, but if I was at home in Tanranga I would be all for it.”

(Patient C - Maori female, above 65)
""One of the biggest problems here is not nurses. It's just being so far away from home,"

"The difficulty is, is that I've got a lot of young mokos. I can't just go straight back in there because
I'l] be compromised anyway. So yeah, keeping away from them for a little bit of time."

(Patient F — Maori male, above 65)

Despite having sleep interventions put in place as mentioned earlier in the theme
‘Holistic needs and care’, the majority of the patients still faced difficulties having
uninterrupted rest. Four out of five of the patients that brought up having interrupted
sleep attributed it to the side effects of treatment such as fever, diarrhoea, and low
blood count. This resulted in nurses having to carry out interventions at night. Apart
from that, patients B and C also pointed out environmental factors such as noise from

nursing equipment and constant changing of centralised room temperature.
g equip gimng p

Well, sleep is a bit of an issue. And that throughout this treatment 1've had has built up. . ....and of
course for a bloke of my age that requires that's not expelled is straightforward as for a younger
person, so 1've been up all-night piddling and but that's something that probably, 1 mean, it can't be
helped at all.

(Patient A — NZ European male, above 65)

"Sleep’s a pain in the bum. My first disturbance comes at four o'clock in the morning or five when I
get bloods. Then I go to sleep for an hour and then I get antibiotics. And that stuff happens all
night."

""The nights are really difficult becanse that stuff happens all night. And also, nurses are doing obs.
They've got an obs thing with wheels and it goes click, click click”.

(Patient B - NZ European female, above 65)
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“Yeah, just again I know the reasons why I wasn’t sleeping. 1 did have a lot of temperatures and
reactions to all sorts of things...so... that’s pretty much the reason.”

(Patient C - Maori female, above 65)

“Probably in these rooms, HIEPA rooms, is the heat? 1ike, becanse hot cold, hot cold. So, like,
middle of the night, wake up and I wonld be absolutely hot, kick off the blanket, and then 1'm, like,
shaking cold and good. I mean, I guess it is what it is, but that's probably the only thing.”

(Patient E — Maori female, under 65)
“Tust keep waking up, and diarrhoea, jumping out of bed all night.”

(Patient F — Maori male, above 65)

Patient D brought up difficulties she faced in accessing resources and support from
allied health professionals, which was supposed to help support her mental,
psychological, and nutritional needs. Patient D mentioned that she used to have a
counsellor, but ever since her counsellor changed jobs, she has yet to find an
alternative. In addition, she also mentioned that even though she has been referred to
the dietician by the nurses, there was a lack of follow ups and patient D resulted in

figuring out her own diet and nutrition.

"So, it has had a huge effect for mentally, and I should probably do something about that. I did have
a better, lovely connsellor at one point, but she's changed jobs since."

"Yeah, becanse I keep getting told by nurses that they (dietician) were coming to see me, and they
didn't. Yeah, so I probably saw her once or twice and that's why I say what, 1 just kind of fignred
what 1 conld eat."

(Patient D — NZ European female, under 65)

Lastly, knowledge gap was the last barrier and challenge identified in this theme.
Patients C and D expressed that they were not fully aware of the treatment plan and
its side effects. Patient C expressed that she had hoped she was made aware of the
fatigue that came with the treatment eatlier, as she did not understand why she was
always sleeping and felt frustrated with herself. Patient D did not realise that she had
injections and steroids to take after the treatment and had to get over a few stumbling
blocks. She also mentioned that it would be helpful to have some education on the

side effects that treatment can have on intimacy with her partner. However, she
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acknowledged that it was difficult to retain information after receiving her diagnosis
and expressed that having regular touch points and follow ups to reiterate information

would be helpful.

"T wish someone would have told me that back then.”
(Patient C - Maori female, above 65)

"I didn't know about the injections that you have to have after you finish, and the steroids that yon
have to continue taking for a few days after, you know. So we had a few faux pas with those, but
once you get there, you it's good to go"

"Yes, between your partner, not just, not just all the nitty gritty stuff, but yes, yeah, it's (intimacy)
probably something that's quite important, so that things don't fall apart completely.”

"[ think that (touch points) would be very helpful, yeah, for a lot of pegple, not just me, but yeah, I
think that in general, would be really helpful."

"a lot of the information that I got at the start was not retained, because this all you can think of is

I have cancer”
(Patient D — NZ European female, under 65)
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6.3.4 Nursing roles and patient engagement

Figure 6 provides and illustration of how the theme ‘Nursing roles and patient

engagement was generated from the information that patients have shared.

Figure 6 Nursing role and patient engagement

Statements Key Words Codes Themes
“it's been instant in the sharing the information they have with medical :
staff is obviously pretty good” ) | Instant information sharing | =
"It has been instant, was instant and immediate and the day 1 arrived day Instant and immediate
I got treatment, that was hugely reassuring” =) | reatment was reassuring
"The time frames for pain relief and stuff, just a little bit like, especially
when you have your doctor come in in the moring and they're asking you
about your pain and stuff, and they prescribe you stuff and they chart it Time frames for pain relief i
for ke, whenever you need it, yeah, and then it's ke, in there, like, Well, | gyl doesn’t happen — ey,
maybe we put you on this every six hour lead 0 you know, to keep you on ™
board and it just doesn't happen.”
"Yeah. Well, no, that wasn't fair They had to measure it and test it to make
sure that the chemo was coming out of my system. But it's like, you've ring | g, | They don's pick it up tll
the buzzer when you finished, someone will come in, and then they don't need to use again
pick it up till like, T need to use it again.” —
"sometimes I get the feeling they don't quite know how to do it. Because
it's like the doctor. They've got to get me. Love the nurses have got me. A .
Th 1o get

couple of them have got me really well like, you're stuck with us. Yeah, -—) YN pot S0 gutThe -~
they've got it, but some of them can't do it it's too hard”
"like I've there's a couple of nurses that 1 have seen cach treatment, 5o 1
e siuited o ot 0 iy thsen s ede B bettir, A T Wiy Ko o fuir| ) Get to know them S | Building rapport
that would they would be there if I needed them to"
Definitely, I suppose I've always been a bit of peoples person I've always
been involved in people. So with people it's having that little conversation
every now and then and even with the orderlies to X rays and things there's| ™55 Peoples person -
some very interesting people yes
"But I never did it again. Because we figured it out then. Yeah, they]
figured it out. They figured out that I needed more anti-nausea. I needed :
o whatever, They talked about it with me. That's the other thing is they| S| Talked about it wich me
talked about it with me”
"She said, look you've got something due at four an antibiotic due at four| Patient engagement
and you've got bloods at five and you've got something else, and she says| Sm—=p Put it all together
how about I put it all together.”
"One nurse has talk to me about partnership. Now,I'm an old nurse. As
|you know, partnership idea for me has always been really important” -—) Taonaohi
“She stops me in the hallway this morning and just goes good day you
alright? The new manager has been gorgeous today. took over from your]
team Kristine. I bought her up for something I wanted today and she was| -
ahe's been gocgeous. And then she said you're bored. And I said oh yeah,] Sy [MARSgSES&id cotme thlk to e Nursing roles and
I'm bored and she said if you bored come in and talk to me. She's been| patient engagement
gorgeous.” >
"So i's really nice to know that all of the nurses are here with a smile and Nurses smile and prepared
prepared to be wherever you need them to be, which is really good." - wherever you need
"They're so supportive, like they're honestly amazing. They're just I don't
think I have enough words in my vocab to explain how understanding and Supportive, understanding
the care level is just really amazing”
"Up until now, 1 guess things that have worked is just having really good
nursing st have empathy, and patience. Like i really mabes.. I get along]| g
well with just about anybody, and if someone's off, it sometimes can be o fie S sipeschable
very uiggering” and supportive
"P've been in and out on a regular basis, but everybody was so friendly” | S Fricndly ~—
"But 1o be high five by people as Tleave bere and welcomed back like of A
long lost mate It's amazing"
S0 I think in those times what would have helped was having someone Rasssias cvecyibbighs pons
reassure me that apart from the doctors, that like everything's gonnabe | mmmp Mol
oicay.” y
"I'm glad the hospital staff is as supportive as they are,” - Supportive
"I think I've only experienced maybe one of two grampy people. So
knowing that, you know, I'm safe even from words, yeah, it's nice." = e S o
"um, for me personally, it's quite a biggie, yeah, just because I'm quite an
emotional person, but yeah, I have had some very, very lovely, supportive | mmm Supportive
nurses."
"I think the nursing staff s really good (Suppore)” = Good support -
"And 1 didn"t get his name, which s a pity because he was 50

. " Professional Professionalism
professional = e
Owas well I've always been an active relaxer and it has taken a long time to
or a little bit to become accustomed to sitting around all day, but what you
suddenly realize is that we can't physically doit anyway because of your | P b ey
energy levels”
“I'm trying my best to be fiercely independent’ = Fiercely independent
S0 I'm doing better, like physically I'm working towards being as mobile
as possible, which I am for the most part, but yeah just a little more work to - b .3 '8 Independence
do there." moblle
"but that's probably the thing keeping me together, is it's keeping yoursell
busy" =) Keeping busy
"I need to do something” =) | Need to do something

Page | 105



Findings

Firstly, patients A and E shared that efficiency was a component of cancer nursing
care that they valued. However, they both had very different perspectives and
experiences based on the care that they had received. Patient A mentioned that he was
happy he received instant information and treatment when he got admitted in the ward.
While patient E on the other hand expressed her frustration with regards to the long
timeframes that nurses were taking to administer her pain medications and get her
toilet pan emptied and replaced for the next use. This was in spite of her making several
attempts to seek support from the nurses. She elaborated in the interview that she
believed her requests for pain relief sometimes do not reach her primary nurse if
someone else came to answer her call bell. In addition, some nurses did not follow
through with their commitment even though they said that they will return empty and

replace her toilet pan.

"I1's been instant in the sharing the information they have with medical staff is obviously pretty
good."

"It has been instant, was instant and immediate and the day 1 arrived day 1 got treatment, that was
hugely reassuring."
(Patient A — NZ European male, above 65)

"The time frames for pain relief and stuff, just a little bit like, especially when you have your doctor
come in in the morning and they're asking you about your pain and stuff, and they prescribe you
stuff and they chart it for, like, whenever you need it, yeah, and then it's like, in there, like, Well,
maybe we put you on this every six hour lead so you know, to keep you on board and it just doesn't

happen.”

"Yeah. Well, no, that wasn't fair. They had to measure it and test it to make sure that the chemo
was coming out of my system. But it's like, you've ring the buzzer when you finished, someone will
come in, and then they don't pick it up till, like, I need to use it again."

(Patient E — Maori female, under 65)

While all the patients felt that their nurses have been supportive in general, only half
of them clearly described that they valued nurses building a rapport with them and vice
versa. Patient A described that as a relatively social person, having a connection with
his nurses was vital and it aligned with what he would also naturally tend to do.
Similarly, patient D also mentioned that through the treatment period, she has had the

opportunity to get to know some of the nurses that she has interacted with more
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consistently. Patient B also expressed that she valued having a connection with nurses,
however further elabotrated that sometimes it was hard to build a connection as there

were differences in what she had expected and what nurses can provide.

Definitely, 1 suppose 1've always been a bit of peaple’s person 1've always been involved in people. So,
with people it's having that little conversation every now and then and even with the orderlies to X rays
and things there's some very interesting people yes.”

(Patient A — NZ European male, above 65)

"Sometimes 1 get the feeling they don't quite know how to do it. Because it's like the doctor. They've
got to get me. Love the nurses have got me. A couple of them have got me really well like, you're stuck
with us. Yeah, they've got it, but some of them can't do it, it's too hard.”

(Patient B - NZ European female, above 65)
" Like I've there's a couple of nurses that I have seen each treatment, so I have started to get to know
them a little bit better, and I know for a fact that they would be there if I needed them to."

(Patient D — NZ European female, under 65)

As a nurse, patient B also expressed how important partnership in nursing care is to
her even as a patient. She expressed her appreciation when nurses discussed and

included her in nursing cares.

"One nurse has talk to me about partnership. Now, 1'm an old nurse. As you know, partnership
idea for me bas always been really important.”

"But I never did it again. Because we figured it out then. Yeah, they figured it out. They figured out
that 1 needed more anti-nausea. I needed to whatever. They talked abont it with me. That’s the other
thing is they talked about it with me.”

"She said, look you've got something due at four an antibiotic due at four and you've got bloods at
five and you've got something else, and she says how abont 1 put it all together.”

(Patient B - NZ European female, above 65)
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Having a safe, approachable, and supportive environment was another crucial aspect
of cancer nursing care for all of the patients. During the interviews, they expressed
gratification on how supportive and friendly the nurses have been in general through
various ways, such as asking about their day, being understanding and empathetic, and
putting on a smile. However, two of the patients did also bring up some negative
experiences. Patient C mentioned that she gets along with anybody but finds it
upsetting when she notices that nurses are being task orientated, and in a rush just to
get tasks completed. She further adds on by suggesting that it would be helpful if nurses
provided some reassurance when providing care, especially when patients are going
through life changing treatment. Patient D shared that she had encountered one or
two grumpy nurses, but still felt supported by the other nurses overall as they

advocated for her.

"Ive been in and out on a regular basis, but everybody was so friendly"
"But to be high five by people as I leave here and welcomed back like a long lost mate 1t's amazing"

(Patient A — NZ European male, above 65)

“She stops me in the ballway this morning and just goes good day you alright? The new manager has
been gorgeous today. took over from your team Kristine. I bought her up for something I wanted
today, and she was she's been gorgeons. And then she said you're bored. And 1 said ob yeah, I'm
bored and she said if you bored come in and talk to me. She's been gorgeous.”

(Patient B - NZ European female, above 65)

“They’re so supportive, like they’re honestly amazing. They're just I don’t think I have enongh
words in 1y vocab to explain how understanding and the care level is just really amazing.”

"Up until now, 1 guess things that have worked s just having really good nursing staff have
empatly, and patience. Like it really makes. 1 get along well with just about anybody, and if
someone's off, it sometines can be very triggering.”

8o, I think in those times what would have helped was having someone reassure me that apart
from the doctors, that like everything's gonna be okay.”

(Patient C - Maori female, above 65)
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"So, it's really nice to know that all of the nurses are here with a smile and prepared to be wherever
you need them to be, which is really good."”
"I'm glad the hospital staff is as supportive as they are,"”
"[ think 1've only experienced maybe one or two grumpy people. So, knowing that, you know, I'n
safe even from words, yeah, it's nice."
(Patient D — NZ European female, under 65)

"Um, for me personally, it's quite a biggie, yeah, just because I'm quite an emotional person, but
yeah, 1 have had some very, very lovely, supportive nurses.”

(Patient E — Maori female, under 65)

“1 think the nursing staff is really good (Support)”
(Patient F — Maori male, above 65)

When patient B had an incident where she had soiled the floor and walls of her room
due to nausea, vomiting and diarrhoea, she shared that she was really amazed by the
professionalism of a male healthcare assistant who was tending to her. While there
were several other nurses around helping out with the situation, it was the
professionalism of the male healthcare assistant that left the most significant positive
impact. This demonstrated how much professionalism was valued in the care that she

received.

"And 1 didn't get his name, which is a pity becanse he was so professional.”

(Patient B - NZ European female, above 65)

Lastly, the majority of the patients also valued being able to remain independent in
their care. Even though the side effects of treatment had impacted their physical health,
they appreciated nurses advocating and allowing them the opportunities to exercise

independence in a safe and appropriate manner.

.. .well I've abways been an active relaxer and it has taken a long time to or a little bit to become
accustomed to sitting around all day, but what you suddenly realize is that we can't physically do it
anyway because of your energy levels.”

(Patient A — NZ European male, above 65)
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T'm trying my best to be fiercely independent.”
(Patient B - NZ European female, above 65)

8o, I'm doing better, like physically I'n working towards being as mobile as possible, which I am
for the most part, but yeah just a little more work to do there."

(Patient C - Maori female, above 65)

"But that's probably the thing keeping me together, is it's keeping yourself busy."

(Patient D — NZ European female, under 65)

“T need to do something.”
(Patient F — Maori male, above 65)

From this thematic analysis, it was observed that the different themes were of varying
priorities and significance to patients. This observation was made based on how
frequent each theme was brought up, as well as the depth in which the theme was
discussed. Having a safe, approachable, professional, and supportive environment,
engaging with whanau and psychosocial support, promoting independence as well as
nutritional support were perceived to be of the highest value and priority amongst
patients. This conclusion was made as majority, or all of the patients had expressed the
significant influence it had during treatment. Therefore, it was also deduced that
patients would have higher expectations for these themes as well. Holistic care, which
includes supporting rest, mental and spiritual well-being, building rapport, as well as
minimising language barrier was perceived to be of moderate value and expectations
to patients. While they were still significant to patients, fewer patients related to these
themes as significant aspects to cancer care. The remaining themes which include
knowledge gaps, efficiency, patient engagement and geographical separation were
brought up by only a few patients. This implies that while the remaining themes are
crucial to a few patients, they are not the main priorities amongst the overall patient
population. After the completion of the thematic analysis, each sub theme was used to

create an anonymous online survey for the registered nurses in the Haematology and
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Oncology inpatient ward, in accordance with the exploratory sequential approach. This

will be further explored in the next section.

Part 2: Quantitative findings

6.4 Demographics of registered nurses

An anonymous online Likert scale survey was created and sent out along with a
participant sheet to the work email of all the registered nurses (n = 53) in the
Haematology and Oncology in patient ward of Health New Zealand (T'e Whatu Ora)
Waikato. A type of non-probability sampling design also known as voluntary sample
design was used with the aim of achieving an ideal census size of 53 responses
(Murairwa, 2015). However, despite multiple attempts to reach out to the nurses
through their email, only 15 (n=15) participants responded during the two-week
collection period. Amongst the participants, there is a relatively equal distribution of
nurses with varying years of experience in nursing. More than half of the participants
are aged between 31 to 40 years of age and one third are in the 20 to 30 age range.
Only one participant was in the 41 to 50 age range. When asked about the ethnicity
they identified as, the majority of the participants identified themselves as Asians, while
a quarter of participants identified as NZ European, Maori and Pacific Islander
combined. Only one participant identified as South African. Approximately half of the
participants have lived in NZ for more than ten years. A quarter have lived in NZ for
five years or less and a quarter was born and raised in NZ. This demonstrates the huge
diversity in the cultural background within the nursing population as mentioned earlier
in this study, which emphasizes again the crucial need to understand the perspectives
and expectations of nurses and patients in order to achieve equitable and person-
centred cancer care. Table 7 portrays the demographics of registered nurses who took

part in the surveys.
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Characteristics Categories No. Percentage (%)
Nursing experience Total 15 100
1-2 years 3 20
3-5 years 3 27
6-10 years 3 27
>10 years 3 27
Age group Total 15 100
20-30 6 53
31- 40 8 40
41-50 1 7
51-60 0 0
60 + 0 0
Ethnicity Total 15 100
NZ European 2 13
Maori/Pacific Islander 2 13
Asian 10 67
Others 1 7
Years lived in NZ (%) Total 15 100
<1 year 0 0
1-2 years 2 13
3 — 5 years 2 13
6-10 years 0 0
> 10 years 7 47
Born and raised in NZ 4 27

The following sections will examine how descriptive statistics was used to analyse the

data collected from the surveys.

6.5 Descriptive statistics

Descriptive statistics is described by Kaliyadan and Kulkarni (2019) as the summary of

data, which can be presented using simple measures such as percentage, mean, mode

and central tendency. Descriptive statistics in this study will be represented using
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frequency, which includes number count and percentage, as well as central tendency
such as mean, mode, median, standard deviation, minimum and maximum, and
interquartile range. Mean refers to the sum of all values added up, divided by the
number of participants (n=15). It illustrates the average response that participants have
(Kaliyadan & Kulkarni, 2019). Mode portrays the most common response that
participants have, and median refers to the middle value across all responses if they
were placed in sequential order. It was analysed together with the mean value to
determine if there is normal distribution amongst the data or if it is skewed. Normal
distribution is classified when the mean and median are the same. A skewed
distribution refers to when there are differences between the median and mean due to
possible outlier responses (Kotronoulas et al, 2023). In order to have a better
understanding of the distribution of responses, standard deviation (SD) was also
analysed together with interquartile range (IQR). IQR and SD were used to evaluate
consistency and consensus in responses respectively. IQR measured the distribution
of the middle portion of the data, while SD measured how far the responses were from
the mean (Kotronoulas et al., 2023). For both measurements, a lower score signifies
less variability and stronger consensus. When interpreting the data, Kotronoulas et al.
(2023) explained that IQR and median should be used as the primary source for
interpretation if the data is skewed. Whereas if there is normal distribution, SD can be
used. Having an in-depth understanding of the distribution of responses in this analysis
is a crucial aspect to determining the perspectives of nurses in relation to person-
centred and equitable care, as well as to patients' perspectives and expectations. Table
8 illustrates the frequency of responses, while Table 9 portrays the calculated central

tendency.
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SR Ements Strongly agree  Agree Neutral Disagree  Strongly disagree
No. (%) No. (%) No. (%) No. (%) No. (%)

Every shift, I i with my patients' about their sleep and ways to promote rest. 8 (53) 427) 2(13) 1(7) 0

Every shift, I i with my patients' about their appetite and nutritional needs. 8 (53) 7 47) 0 0 0

Every shift, I i with my patients' about their mental and spiritual needs. 3 (20) 6 (40) 2(13) 427) 0

Every shift, I i with my patients' about their whanau and psychosocial needs. 2(13) 10 (67) 3 (20) 0 0

Iam able .lo con.fideml.y identify the need for referrals to allied health professionals during 863) 7 47) 0 0 0

conversations with patients

Every shift, I assess my patients' understanding and knowledge of their treatment plan. 7@47) 6 (40) 10) 10) 0

Every shift, I build rapport with my patient by growing and strengthening connections. 12 (80) 2(13) 10) 0 0

I rarely engage with my patients' in partnership when I'm planning my nursing cares for the shift. 0 10) 2(13) 7 @47) 5(33)

Every shift, I work alongside my patients to encourage independence. 6 (40) 9 (60) 0 0 0

I rarely attend to my patients' request within a timely manner. 0 30 10) 6 (40) 5(33)

Iad for safe, professional, app hable, and supportive cancer ing through the g

cares I provide. 11 73) 427) 0 0 0

When conversing with my patients, I practice active listening by paraphrasing what they say to

7 @47 7 @47 1 0 0
ensure I have fully understood them. én 7 0
Table 9 Central Tendency
Statements Mean Mode Median SD Min Max IQR
Every shift, | communicate with my patients' about their sleep and ways to promote rest. 42 5 5 0.96 2 5 1
Every shift, I communicate with my patients' about their appetite and nutritional needs. 45 5 3 0.52 4 5 1
Every shift, | communicate with my patients' about their mental and spiritual needs. 35 4 B 1.13 2 5 2
Every shift, I communicate with my patients' about their whanau and psychosocial needs. 39 4 4 0.59 3 5 0
I am able to confidently identify the need for referrals to allied health professionals during 5 5 5 0.52 4 5 1
conversations with patients &
Every shift, I assess my patients' und ding and knowledge of their plan. 43 5 4 0.88 2 5 1
Every shift, I build rapport with my patient by growing and strengthening connections. 4.7 5 5 0.59 3 5 0
Every shift, I work alongside my patients to encourage independence. 44 4 4 0.51 4 5 1
I [.or safe, p pp and supp cancer nursing through the nursing 47 5 5 046 4 5 1
cares I provide.
When conversing with my patients, I practice active listening by paraphrasing what they say to 44 4&5 4 0.63 3 4 !
ensure I have fully understood them.
Allocated values: Strongly agree = 5, Agree =4, Neutral = 3, Disagree = 2, Strongly disagree = 1

I rarely engage with my patients' in partnership when I'm planning my nursing cares for the shift. 4.1 4 4 0.88 2 5 1
I rarely attend to my patients' request within a timely manner. 3.9 4 4 1.13 2 5 2

Allocated values: Strongly disagree = 5, Disagree =4, Neutral = 3, Agree = 2, Strongly agree =1
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6.5.1 Sleep interventions

” Every shift, I communicate with my patients' abont their sleep and ways to promote rest.”

Slightly more than half of the participants strongly agree that they communicate about
sleep and rest with their patients. A quarter agreed with the statement, while two were
neutral and one disagreed. This resulted in a data that is slightly skewed to the left
(Mean: 4.2, Median: 5). Since the data is skewed, IQR and median was used as the
primary data to interpret the results, while SD was utilised as extra evidence and
support. A median of 5 and IQR of 1 suggests that the majority of the participants
consistently strongly agreed with the statement. However, an SD of 0.96 also points
out that there are some varying responses. This therefore demonstrates that there is
strong consensus amongst participants about communicating with patients on sleep

and rest, with a slight variance.

6.5.2 Nutritional support

“Every shift, I communicate with my patients' about their appetite and nutritional needs.”

More than half of the participants strongly agreed that they communicate about
appetite and nutritional needs with their patients every shift, while the rest responded
with agreement. This slight difference explains a mildly skewed data to the left. Once
again since the data is skewed, IQR and median was used as the primary data to
interpret the results, while SD was utilised as extra evidence and support. Despite
having skewed data, an IQR of 1, median of 5 and SD of 0.52 suggests that there is
very strong and consistent consensus amongst the nurses. Thus, it can be concluded
that there is very strong consensus and consistency amongst the responses of nurses
that they communicate with their patients about appetite and nutritional needs every

shift.
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6.5.3 Mental and spiritual support

“Every shift, I communicate with my patients about their mental and spiritnal needs.”

Two thirds of the participants either strongly agree or agree with the statement, while
one third of the participants was either neutral or disagreed. Due to the differing
responses, the data is skewed to the left (Mean: 3.5, Median: 4). Using IQR and median
as the primary data to interpret the results, an IQR of 2 and SD of 1.13 indicates that
while most of the participants agree with the statement, there are mixed consensus and
inconsistent opinions when it comes to communicating with patients about mental and

spiritual needs amongst participants with some disagreements.

6.5.4 Whanau and psychosocial needs

“Every shift, I communicate with my patients" about their whanau and psychosocial needs.”

More than two thirds of the participants agree with the statement. Two participants
strongly agreed and the remaining three stayed neutral. Due to the few lower
responses, the data was slightly skewed to the left (Mean: 3.9, Median: 4). Using IQR
of 0, median of 4 and SD of 0.59 for analysis, all of the data concludes that there is
very strong consensus and consistency amongst the participants agreeing that they

communicate with patients about whanau and psychosocial needs every shift.

6.5.5 Access to support

“T am able to confidently identify the need for referrals to allied health professionals during conversations
with patients (eg.Dietician, Cancer Psychologists, Kaitiaki/Chaplains, Social workers, cancer

support groups).”

Slightly more than half the participants strongly agreed with the statement, while the
rest chose 'Agree’. With a mean response, mode, and median value of 5, it can be
concluded that the data is well distributed. Therefore, SD was used in this statement
as the primary source to evaluate the data instead. With a SD of 0.52, IQR of 1, as well
mean, mode and median of 5, it can therefore be concluded that there is very strong

consensus and consistently amongst all the participants when it comes to strongly
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agreeing that they are confident in identifying the need for referrals to allied health

professionals.

6.5.6 Knowledge gaps

“Every shift, I assess my patients' understanding and knowledge of their treatment plan.”

Majority of the participants strongly agreed or agreed with the statement, however
there were 2 participants who chose 'Neutral' and 'Disagree’. This explains the slight
skew to the right with a mean response value of 4.3 and median of 4. Using IQR and
median as the primary measurement for analysis, an IQR of 1 and median of 4 suggests
that there is relatively strong consensus and agreement amongst the participants in
assessing patients' understanding and knowledge of their treatment plan. However, an

SD of 0.88 suggests that there are still some slight inconsistencies.

6.5.7 Building rapport

“Every shift, I build rapport with ny patient by growing and strengthening connections.”

All of the participants except one either strongly agreed or agreed to the statement.
One patient responded with neutral, therefore resulting in a slight skewed to the left
(Median: 5, Mean: 4.7). However, when analysing IQR of 0 and median of 5, it shows
that there is very strong consensus and consistency amongst participants in strongly
agreeing that they build rapport with patients every shift. This is also supported by a
SD of 0.59.

6.5.8 Patient engagement

“T rarely engage with my patients in partnership when I'm planning nmy nursing cares for the shift.”
Majority of the participants either strongly disagree or disagree with the statement.

However, three participants had differing responses, therefore leading to a slightly

skewed to the right (Mean: 4.1, Median: 4). An IQR of 1 and median of 4 suggests that
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there is strong consensus amongst participants with some variance consensus, as also

supported by a SD of 0.88.

6.5.9 Independence

“Every shift, I work alongside my patients to enconrage independence.”

All of the participants either strongly agreed or agreed with the statement. With a mean
response value of 4.4 and median of 4, it shows that the data is slightly skewed to the
right. However, an IQR of 1 and standard deviation of 0.51 suggest that there is
consistent and strong consensus amongst participants agreeing that they work

alongside patients every shift to encourage independence.

6.6.1 Efficiency

“T rarely attend to my patients' request within a timely manner.”

The majority of the participants either strongly disagreed or disagreed with the
statement (Mode: 4). However, 4 participants shared differing responses (Mean: 3.9,
Median: 4), which led the data to being slightly skewed to the left. An IQR of 2 and
median of 4 suggest that whilst most participants disagreed with the statement, there
is a considerable number of differing and inconsistent opinions. This is supported by

a standard deviation of 1.13.

6.6.2 Safe, professional, approachable, and supportive

“T advocate for safe, professional, approachable, and supportive cancer nursing through the nursing
cares 1 provide.”

Three quarters of the participants strongly agree with this statement. With a mean
response value of 4.7 and median of 5, it can be concluded that the data is slightly
skewed to the left. However, an IQR of 1 and standard deviation of 0.46, suggests that
there is a very high level of consensus, consistency, and agreement amongst
participants when it comes to advocating for safe, professional, approachable, and

supportive care.
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6.6.3 Language barrier

“When conversing with my patients, I practice active listening by paraphrasing what they say to
ensure I have fully understood them.”

All of the participants except one either strongly agreed or agreed to the statement.
The single outlier response resulted in a data that is skewed to the right (Mean: 4.4,
Median: 4). However, with an IQR of 1 and median of 4, it can be concluded that most
of the patients consistently agreed with the statement. This therefore suggests that
there is strong and consistent consensus amongst participants with minimal variance,

in agreeing that they practice active listening.

Opverall based on the descriptive statistics, the themes that had strong consensus and
consistency amongst nurses were whanau and psychosocial needs, insufficient access,
building rapport, as well as having a safe, professional, approachable, and supportive
environment. Themes that were classified as moderate consensus and consistency
include sleep intervention, nutritional support, knowledge gaps, patient engagement,
independence, and language barrier. Efficiency, mental support, and spiritual support
were the remaining themes that were observed to have inconsistent consensus and
more mixed opinions. With the analysis of both qualitative and quantitative data
completed, the following chapter will further elaborate and discuss the integration of

both data sets using data triangulation in order to answer the research questions.
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Chapter VI: Discussion

The beginning of knowledge is the discovery of something we do not understand.

Frank Herbert, 1920 — 1986

7.1 Introduction

This study employed an exploratory sequential mixed methods research design to
explore the perspectives and expectations of patients and nurses in a Haematology and
Oncology inpatient ward. The aim was to explore and gain insights into their
perspectives and expectations in relation to person-centred and equitable cancer care.
Henceforth, three guiding research questions were formulated in order to achieve this
aim. Literature searches, semi-structured patient interviews and anonymous online
staff surveys were also carried out and analysed accordingly. Creswell and Inoue (2025)
suggested that further analysis is still required to integrate the findings and draw
connections that would provide a comprehensive representation of patients’ and
nurses’ perspectives and expectations. Therefore, this chapter will be organised to
achieve this in three different parts. The first part focuses on addressing the three
research questions through methodological triangulation that combines, integrates,
and compares qualitative and quantitative data findings. The three research questions

are:

1. What perspectives and expectations do Haematology, and Oncology patients have

in relation to person-centred and equitable care?

2. What perspectives and expectations do Haematology, and Oncology registered

nurses have in relation to person-centred and equitable care?
3. How do Haematology, and Oncology registered nurses perceive patients’

perceptions and expectations in relation to person-centred and equitable cancer

care?

Page | 120



Discussion

Hofler et al. (2018), also highlights that conclusions drawn from this study could incur
implications to the current cancer care system as well as future research. Therefore,
part two of this discussion would explore this study’s impact on current practice, and
part three would provide an overview of the limitations, conclusions and implications

that could be used to inform future research.

Part1: Research questions

7.2 What are the Haematology, and Oncology patients’
perspectives and expectations in relation to person-centred and

equitable cancer nursing care?

The perspectives and expectations of patients are important aspects to understanding
and improving person-centred and equitable cancer care in NZ. It creates more
awareness amongst nurses with regards to patients’ needs and wants, in order to best
provide care that would optimise health outcomes. The perspectives and expectations
of patients were explored in the qualitative phase of this study using semi-structured
interviews. The themes that emerged will be used to discuss the perspectives and
expectations of Haematology and Oncology patients, based on the highest to lowest

perceived value and expectation that was identified in the qualitative findings.

Having a safe, approachable, professional, and supportive environment, engaging in
whanau and psychosocial support, promoting independence as well as nutritional
support were perceived to be of the highest value and priority amongst patients. Firstly,
while patients value a positive environment that is safe, approachable, professional,
and supportive, the findings from other studies such as those done by Egan et al.
(2016) and Perelini et al. (2025), show that patients have varying perceptions of what
a positive environment means to them. Other aspects such as having an empathetic,
compassionate, culturally safe, and caring environment were also mentioned

throughout the studies done as part of the literature review. This disparity
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demonstrates that since having a positive environment is significant to a wide range of
patients, nurses would in turn be expected to understand and tailor their care according
to what it means to patients on an individual level. This suggests a need for connections
and rapport to be built between patients and nurses, which was an important aspect
that was also highlighted by at least half of the patients both in this study as well as in

others.

Whanau and psychosocial support emerged as the next most crucial aspect of cancer
care amongst patients during the interview. It was clearly demonstrated that the
physical presence, engagement, and involvement of whanau played a major role in
helping patients get through treatment smoothly. This is comparable to the findings
of other studies in the literature review, such as those done by Egan et al. (2016);
Lamprell et al. (2023) and Perelini et al. (2025), which concluded that family and friends
were pivotal sources of support for patients in a multitude of ways. However, patients

in these studies also brought up deeper insights to whanau and psychosocial support.

Apart from receiving support from whanau, the access to psychosocial support and
resources available for whanau during treatment was also one of the biggest
contributing factors in influencing patients’ mental and emotional well-being. This is
especially significant amongst patients who are physically away from family, as well as
female patients with young children. Hence, it can be inferred that patients would not
only appreciate receiving support, but also appreciate that resources provided to them

include information and support that their caregivers and whanau can access as well.

Patients also expressed that they highly valued maintaining physical independence and
autonomy in their daily activities. Therefore, they held the expectation that nurses
would support and advocate for them in this aspect. While other studies such as those
done by Puhringer et al. (2015) and Keogh et al. (2017), had similar findings, they were
solely based on the perspectives of nurses, which suggests the need for further studies

to be done in order to fully grasp its significance to patients.

Lastly, the majority of the patients also demonstrated that they understood the

significance of maintaining good nutrition through their expression of interest in
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seeking support from nurses and dieticians. While this is consistent with the finding
from Garcia, Whitehead, & Winter. (2015), the study was conducted based on the
perspectives of nurses and was inconsistent with other studies included their research.
Thus, this also suggests the need for more in-depth research to be done based on

patients’ perspectives.

Holistic care, including supporting rest, access to support, mental and spiritual well-
being, as well as minimising language barrier was perceived to be of moderate value to
patients. While they are still crucial to patients, fewer patients spoke about these themes
as significant aspects of cancer care. Despite nursing interventions, many patients still
faced interrupted sleep due to side effects from treatment and environmental noise
disruptions. However, patients were observed to prefer non-pharmacological
interventions over oral sedatives. This is consistent with the study conducted by
Delpachitra et al. (2020). Apart from having sufficient rest, patients also demonstrated
that they understood the significance of maintaining mental well-being through their
expression of interest in seeking support. This finding was inconsistent with the study
done by Aldez et al. (2017), that claimed patients lacked insight and incentive to seek
support. However, despite their expressed interest, the majority of these patients have
not had access to support and resources from nurses or other professionals. The lack
of support is consistent with findings from studies by Dew et al. (2015), Egan et al.
(2016), Koea etal. (2019) and Yeo et al. (2023), where access to support was sometimes

a challenge.

The interviews also demonstrated that Maori patients were also less likely to have
access to and self-advocate their need to seek for support as compared to the NZ
European patients. While the reason for the lack of self-advocacy and support was not
explored in the interview, other studies such as Prip et al. (2018) suggest insufficient
insights, motivation, fear of judgement and the perception that their symptoms are not
severe enough. In addition, male participants in the patient interviews were also
observed to be more reserved when compared to female participants. This was
hypothesised by noting that male participants required more prompting questions to
gather in-depth information. While female patients on the other hand appeared more

proactive in sharing details of their experiences and less reserved especially when it
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came to discussing mental and emotional well-being. These findings suggest that
proactive initiation from nurses, as well as ongoing support and follow through of
referrals to other support resources and professionals will help support patients in
receiving the care that they need. Last but not least, the majority of the patients who
expressed that spiritual support was vital to them were observed to have sought their
own support from people that they know. This is contradictory to other studies done
in NZ such as Dew et al. (2015), Prip et al. (2018), and Perelini et al. (2025) which
suggests that patients relied more heavily on nurses for spiritual support and struggled

to have their needs met.

Minimising language barrier was also a relatively crucial aspect amongst patients, with
half of the patients expressing that communication was sometimes broken or lost in
translation. This impeded their needs from being met, despite having attempted to
self-advocate for themselves. The findings are consistent with other studies such as
those by Egan et al. (2016) and Perelini et al. (2025), which state that there are gaps in

person-centred and culturally safe communication.

Finally, patient engagement, knowledge gaps and efficiency were the remaining themes
that were brought up by two patients. This implies that while these themes are
important, they may not be generalisable to the overall patient population. However,
the study done by Koea et al. (2019) suggest otherwise, indicating that patient
engagement is strongly associated with patient satisfaction and improved nursing care.
In addition, Koea et al. (2019) also showed that minimising knowledge gaps not only
results in better self-advocacy and support especially for Maori and Pacific Islander
patients, but also reduced anxiety and mental distress amongst a considerable
population of patients. Two patients in the interview shared how the efficiency of
nurses both negatively and positively impacted their experience and perception of care
during treatment. This finding was consistent with other studies done by Egan et al.
(2016) and Prip et al. (2018), where some patients highlighted barriers with regards to
timeliness amongst nurses in meeting their needs. This suggests that while patients may
not perceive these themes to be of the highest priorities, they still have significant
influence on patient outcomes and therefore it can be concluded that nurses are still

expected within their professional scope to ensure that they are not disregarded. This
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is particularly relevant to Maori and Pacific Islanders who may encounter more barriers
when navigating cancer treatment. Interestingly, while all the themes brought up by
patients in the interview were discussed in studies identified from the literature review,
seugnone of these patients mentioned requiring support for finance and service
accessibility, which were significant factors for patients in those studies, especially

amongst those of lower socioeconomic statuses.

These conclusions only provide a one-sided overview of what person-centred and
equitable cancer nursing care entails based on the perspectives and expectations of
patients. Therefore, the following research question will aim to discuss and further

analyse the perspectives and expectations of registered nurses.

7.3 What perceptions and expectations do Haematology, and
Oncology registered nurses have in relation to person-centred and

equitable cancer nursing care?

Having a clear understanding of the perspectives and expectations nurses have is
crucial, as they play a major role in influencing cancer care and patient outcomes. Based
on the descriptive data collected in the quantitative phase, this research question will
outline the perspectives and expectations of registered nurses from the highest to the

lowest level of consistency and collective agreement amongst nurses.

Based on the descriptive data collected, the themes that emerged with strong
consistency and agreement amongst nurses are nutritional support, access to support,
independence, building rapport, as well as safe, professional, approachable, and
supportive environment. Firstly, the majority of the nurses indicated that they
advocated for nutritional support and independence on every shift. However, some
discrepancies were noted when comparisons were made with other studies. In the
studies done by Puhringer et al. (2015) and Keogh et al. (2017), only half of the nursing
participants were shown to actively promote and advocate for nutrition and
independence. This suggests that nurses in general regard nutritional support and

independence as expected vital aspects of cancer care. However potential variabilities

Page | 125



Discussion

could still be present in different settings. Nurses also indicated that they were
confident in assessing and referring patients to other allied health for support. This
finding was comparable to the findings from Puhringer et al. (2015) and Keogh et al.
(2017), indicating that nurses are aware of the significant role other health professionals
play in ensuring that patients receive the support they require. It also implies that
nurses understand the expectations surrounding their role when it comes to assessing

and appropriately referring patients to other professionals for support.

The descriptive statistics revealed that nurses actively promoted a positive
environment that is safe, professional, approachable, and supportive. While there were
no comparable findings from studies in the literature review, the study by Aldez et al.
(2017) mentioned that nurses recognised the value of having an empathetic and caring
environment. This highlights that there are also differing perspectives amongst nurses
as to what a positive environment entail. In order to ensure that patients are cared for
in an environment that best optimises patient outcome, nurses were also observed to
heavily prioritise the building of rapport with patients. This is consistent to findings by
Aldez et al. (2017), Matthews et al. (2020), which demonstrate that nurses recognise
the benefits and significance of building rapport and connections with patients to

better understand their needs.

Patient engagement, language barrier as well as whanau and psychosocial support were
themes that also garnered strong collective agreement and consistency amongst nurses.
Despite that, slight variances and mixed opinions were noted at the same time. The
majority of the participants agreed that they engaged with patients when making
decisions on nursing care. However, there were several differing responses that
indicated otherwise. Similarly, the study conducted by Prip et al. (2018), have also
demonstrated comparable findings that had varying responses. This reinforces the
conclusion that while most nurses are aware of the significance that patient
engagement has on treatment outcome, some of them struggle to include patients in
the planning and decision-making process. It could be theorised that nurses struggled
to engage patients due to the perceived lack of time, and high work demands as shown
in studies by Puhringer et al. (2015), Whitehead et al. (2015) and Keogh et al. (2017).

All except one nurse expressed that they practiced active listening and paraphrasing to
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ensure effective and clear communication. While there were insufficient studies in the
literature review exploring nurses’ perspectives on language barrier and
communication, findings from Puhringer et al. (2015) and Aldez et al. (2017) did briefly
mention that nurses feel improvements are still required to ensure clear and effective
communication between nurses and patients. Whanau and psychosocial support also
attained some mixed responses from the survey. While the perspectives of nurses were
not extensively explored in the literature review with regards to whanau and
psychosocial support, studies done by Dew et al. (2015), Egan et al. (2016), Aldez et
al. (2017), Matthews et al. (2020), Lamprell et al. (2023) and Perelini et al. (2025) did
acknowledge the importance of whanau and psychosocial support in reducing
emotional distress amongst patients. In addition, findings from Peniamina et al. (2021)
and Lamprell et al. (2023) also pointed out that nurses felt patients lack the insight and
incentives to seek support. This could potentially justify the mixed responses received
in the surveys and imply that there might be some varying perspectives and
expectations amongst nurses as to whether nurses or patients should take the first

initiative in suggesting whanau and psychosocial support.

Mental and spiritual support, efficiency, knowledge gaps and sleep interventions were
the remaining themes that emerged as vital aspects of person-centred and equitable
cancer care. However, unlike the previous themes, nurses had more noticeable variance
and discrepancies in perspectives within these remaining themes. Limited studies
within the literature review were found to understand the perspectives and
expectations of nurses in these aspects. However, they may still provide some insights
into the discrepancies and barriers. While nurses in studies by Aldez et al. (2017) and
Garcia, Whitehead, & Winter. (2015), recognised the benefits of having mental and
spiritual support, efficient care, reduced knowledge gaps and promotion of rest, two
recurring barriers were cited across several studies. Firstly, many nurses in those studies
cited that the lack of time, inadequate knowledge, increased work demands heavily
impacted their abilities to provide patients with the care that they require. In addition,
some nurses may also rely more on fellow allied health professionals, perceiving that
they should be the primary resource for providing patients with the needed education

and support. Secondly, nurses may struggle with being proactive and initiating
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conversations with patients about their needs as they assume that patients are also

responsible for advocating for themselves and speaking up when they require support.

These conclusions gathered from the discussion of patients and nurses provided a
complete overview of the different priorities and perspectives that both sides have
with regards to person-centred and equitable care cancer care. However, these
differences could greatly impact the quality of care delivered, which could ultimately
be detrimental to the goal of person-centred and equitable care. Therefore, the last
research question will further discuss and analyse similarities and differences between

patients and nurses.

7.4 How do Haematology, and Oncology registered nurses
perceive patient’s perception and expectations of person-centred

and equitable cancer nursing care?

This final research question aims to further analyse and discuss similarities and gaps
between the perception and expectations of patients and registered nurses. Gaps
highlighted would not only be helpful in informing future policies, but also
interventions that could help bridge the gaps to obtain more streamlined and quality
cancer care. This research question involves the integration and comparison of
findings from both data sets and will be discussed according to patients’ perceived

priorities in cancer care.

When comparing what patients and nurses perceive to be of highest priorities and
expectations in person-centred and equitable cancer care, both sides have mostly
similar preferences, except for engaging whanau and psychosocial support. Patients
considered whanau and psychosocial support as one of the most important aspects of
cancer care, however some inconsistencies and disagreements were noted from the
perspective of nurses. This implies that while the main priorities of nurses are mostly
aligned with patients, they may not fully understand or grasp the significance that

whanau and psychosocial support has for patients. On the contrary, nurses perceived
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it was more important to be able to assess and refer patients to allied health
professionals for support, than compared to facilitating whanau and psychosocial
support for patients. Holistic care, including supporting rest, mental and spiritual well-
being, as well as minimising language barrier were the next most important aspects of
cancer care to patients. However, this is vastly different to what nurses perceived as
important, as language barrier was the only aspect that nurses saw equivalent
significance in. Additionally, substantial inconsistencies and varied levels of agreement
were identified amongst nurses for holistic care, promotion of rest as well as mental
and spiritual well-being. The considerable number of discrepancies between the
perspective of patients and nurses suggests that there is a significant lack of awareness
amongst nurses in relation to the needs of patients. Lastly, patient engagement,
knowledge gaps and efficiency were deemed to be of lower priorities based on the
perspectives of patients. Whereas for nurses, mental and spiritual support, efficiency,
knowledge gaps, as well as promotion of rest were of the least importance to nurses.
Once again, the difference in perspectives emphasises that as a whole, nurses have
limited awareness and knowledge of what patients truly value in person-centred and
equitable cancer nursing care. This also further suggests while the main priorities such
as having a safe, approachable, professional, and supportive environment, promoting
independence as well as nutritional support are being addressed, the other needs of

patients may not be met in a timely manner or could go entirely unmet.

Part 2: Aligning perspectives and expectations of
person-centred and equitable nursing care

Equitable and person-centred cancer care is the ideal and “gold standard” level of care
that Health New Zealand - Te Whatu Ora aims to achieve for cancer patients and
services. It ensures that patients’ unique needs are met, which results in optimal health
outcomes and therefore reduced burden on individuals and the health system. While
efforts have been put in place by the health system to encourage equitable and person-
centred care, the presence of multi-faceted barriers prevent nurses and patients from

providing and receiving equitable and person-centred care respectively. One such
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prominent barrier is the lack of cultural competency and the misalignment in
petspectives and expectations between nurses and patients, as evident in the discussion
above and in studies by Chin et al. (2018) and Kanengoni-Nyatara et al. (2024). These
mismatched perspectives and expectations not only impact the patient nurse
relationship, but they also lead to unmet needs and potentially poorer health outcomes.
Therefore, this highlights the significance of needing and having cancer services that
seek to understand and align the perspectives and expectations of nurses and patients
within their care. Through the exploration and findings of this study, deeper insights
were obtained into the similarities and disparities between the perspectives and
expectations of nurses and patients, which can be utilised to bridge the gaps and create
more awareness. In order to achieve this, implementation of interventions and
strategies would be beneficial to facilitate and provide a guide on how to address these
barriers and disparities. Coulter & Oldham. (2016) proposed that interventions and
strategies should aim to improve cancer care at multiple levels within the healthcare
system, including the policy, educational and clinical sectors. By addressing equitable
and person-centred care at different levels, it would ensure consistency and
sustainability by reducing fragmentation within the sectors. In addition, strategies and
recommendations should also not only seek to align perspective and expectations
between nurses and patients, but also to prevent and minimise possible future
disparities between them that could arise. Therefore, potential implications and
recommendations on policies, clinical and educational practice will be further

discussed later in this chapter.

Part 3: Limitations, conclusions, and implications

7.5 Study limitations

Study limitations refers to flaws in a research design that may impact the accuracy and
reliability and generalisability of a study, which is also known as validity. Ross and
Bibler Zaidi (2019), highlighted that all researchers are obliged to include a clear
presentation of limitations in their study, as it assures transparency for both the

researcher and participants, and is also part of an ethical requirement. Since validity
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consists of both internal and external validity, this section of the research is organised
around the discussion of internal and external limitations that affect internal and
external validity respectively. Limitations will be evaluated based on study designs, data
collection, data analysis and findings. In the following sections, possible limitations,
implications to the study, and probable alternative methods as well as any strategies
that were used to reduce limitations will also be provided as suggested by Ross and

Bibler Zaidi (2019).

7.5.1 Internal limitations

Internal limitations refer to flaws in the research that may impact the reliability and
accuracy of the study’s findings (Ross & Bibler Zaidi, 2019). This includes sample size,
selection bias, data collection instruments, interviewer bias, interpretation bias,
response bias as well as reporting bias. Firstly, sample sizes in this study were small,
and hence may not be the most accurate representative of the studied population
(Ahmed, 2024). This was largely due to time constraints of the research and the
sampling strategies put in place. In qualitative phase one, purposeful sampling as well
as inclusion and exclusion criteria were incorporated to ensure that patients identified
were medically well enough to participate and were admitted for at least a week to
optimise the collection of rich data. However due to this, none of the patients who
were of Asian and Pacific Islander background could be included in the study, as they
were all admitted for less than a week. In attempts to address this, the researcher
looked for evidence of recent past admissions into the ward, but unfortunately all the
Asian and Pacific Islander patients at that point were either previously treated in the
outpatient department or were newly diagnosed. While no new themes were
discovered after the analysis of the interviews with the six successfully recruited
patients, these six patients only consisted of NZ European and Maori patients.
Therefore, it would be difficult to ascertain if true data saturation was attained due to
the lack of cultural representation in the qualitative sample in relation to NZ’s

demographics (Rahimi & Khatooni, 2024).

Contrastingly, there were more than one patient who qualified for the NZ European

and Maori above 65 years old categories. While these patients were arranged and
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selected according to their nursing needs based on Trendcare, the Trendcare
assessment was subjective based on what the patient’s primary nurse has indicated
which could have potentially led to a selection bias. Therefore, to address this, the
researcher conducted an independent assessment of Trendcare based on the patients’
clinical notes. The interview and survey questions were not formally validated or
accredited, which could have affected and limited the scope and depth of findings
captured. However, the researcher utilised a well-respected and established health
model such as Te Whare Tapa Wha to develop the interview and survey questions. As
a result of resource constraints, the interviews and subsequent thematic analysis were
also solely conducted by the researcher, which could bring about interviewer and
interpretation bias especially since the researcher was also a Nurse Educator in the
same department. In addition, the researcher is also of Asian cultural background and
may not have been able to accurately capture and analyse data in a way that would best
represent patients of other cultural backgrounds. This could lead to patient responses
and analysis that is influenced by the perception and role of the researcher, thus leading
to inauthentic and inaccurate findings. In order to minimise biases, the researcher
utilised pre-developed structured questions and practiced reflexivity, thereby being
self-aware and intentional when conducting interviews and analysis. Stricter member
checking could have also been put in place by sending transcripts, analysis, and findings
to patients for confirmation. However not all patients wanted to be contacted and due

to time constraints, results of the study could only be sent at the end of the study.

In the quantitative phase, sample size also plays a significant role in determining the
accuracy and validity of the findings. Out of 53 surveys that were sent out, only 15
participants responded, which highlights potential response and non-response biases.
Firstly, the small response number may not adequately represent all the registered
nurses in the Haematology and Oncology ward, as valuable information may not have
been fully captured due to non-response. Secondly, registered nurses who responded
and agreed to participate could potentially be nurses who are usually more engaged
with contributing and improving cancer nursing care. This therefore results in
statistically unreliable data (Cao et al, 2024). To minimise biases, the survey was
developed in a way that would reduce as much variability and confounding factors as

possible. Pilot tests were also done with the researcher’s supervisors to ensure that the
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online survey instruments were functioning as intended to. Descriptive analysis was
also utilised to optimise the accuracy of data analysis. On top of that, appropriate
measurements were used to analyse the quantitative data depending on whether the
results were skewed due to the sample size. Lastly since the study was conducted by a
sole researcher, there is also a higher risk of reporting bias where some data could have
been left out due to potential blind spots, confirmation bias and selective
interpretation. Therefore, informal peer review and supervision was undertaken by the
researcher with at least one supervisor. Some reporting guidelines such as the adapted

PRISMA diagram were also used to clearly illustrate literature search.

7.5.2 External limitations

External limitations refer to flaws in a research study that could impact the
generalisability of results to larger or similar populations with respect to context,
setting, participants, and time (Ross & Bibler Zaidi, 2019). Majority of the external
limitations in this study is also linked to the impacts of internal limitations mentioned
previously. This includes participants, sample size, diversity, and geographical
constraints. Firstly, this study was conducted in an inpatient Haematology and
Oncology ward within an urban hospital, and therefore may not be generalisable and
transferable to other specialties, communities, as well as outpatient or rural settings
within NZ or internationally. Secondly, the small sample sizes for both qualitative and
quantitative also limits the generalisability and transferability of findings to the wider
population of Haematology and Oncology patients and registered nurses in NZ. While
the findings have provided valuable insight, it may not have captured the full diversity
of perspectives and expectations especially since there is also a lack of sufficient

cultural diversity amongst patients.

7.6 Conclusions

To summarise, person-centred and equitable cancer care is the gold standard of care
that NZ is aiming to work towards. It holds significance within cancer care as it not

only ensures that patients’ needs are met through individualised care, but also optimises
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and enhances health outcomes for all cancer patients. This in turn reduces morbidity
and mortality rates associated with cancer, which ultimately leads to the reduction in
burden on individuals and the healthcare system. This is especially crucial and relevant
in view of expected increase in cancer prevalence as well as diversity amongst patient
and nursing populations, which could lead to more inequities and disparities in health
outcomes if not addressed. While a diverse nursing population may prove to be
beneficial in meeting the needs of a culturally diverse patient population, barriers such
as cultural incompetence and lack of awareness on health disparities could impede the
delivery of person-centred and equitable nursing care. Since the perspectives and
expectations of nurses and patients on cancer care have been shown to influence these
barriers, this research strived to explore the perspectives and expectations of cancer
nurses and patients within an acute in-patient Haematology and Oncology ward within
Health New Zealand (Te Whatu Ora) Waikato. Through the guidance of the pragmatic
research paradigm and phenomenological approach, an exploratory mixed method
research was implemented, which involved the use of semi-structured interviews and
anonymous online surveys to collect qualitative and quantitative data from registered
nurses and patients respectively. Based on the thematic analysis of the interviews,
descriptive statistics of the surveys, and discussions from the findings, it was apparent
that the perspectives and expectations between nurses and patients were concerningly
misaligned. Therefore, this suggests that cancer services should aim to address this by
focusing on aligning the perspectives and expectations of nurses and patients, building
stronger nurse-patient relationships and minimise potential barriers to person-centred
and equitable cancer nursing care. through strategies implemented at a policy,

educational and clinical level.

7.7  Policy implications and recommendations

Findings from this study suggests that policies in cancer services should focus on
ensuring that there are consistent trainings, ongoing support, and continual
professional development for nurses with regards to the incorporation and application
of health models that advocate for person-centred and equitable cancer care. This
ensures that strategies suggested are not only based on findings from this study but are

also evidenced based and widely recognised. An already existing model is the Te Whare
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Tapa Wha (Durie, 1984), in which patient interviews and staff surveys in this study
were developed from. While nurses are aware of this model and its four main pillars
that make up an individual’s wellbeing, many of them are unsure on how to effectively
apply it into their practice in order to provide person-centred and equitable care as
mentioned earlier in this study. Therefore, mandatory trainings, ongoing support, and
continual professional development with regards to holistic health models could
support nurses in addressing barriers to person-centred and equitable care that were
identified in this study, such as whanau engagement, ongoing assessments, and timely
access to support, knowledge gaps and cultural competence. On top of that, more
focus on cultural competence training would also be beneficial as part of nurses
ongoing and professional development, to equip them with the knowledge and skills
to provide care for patients of diverse cultural background. Utilising or improving
already existing models and trainings provides a more simplistic and resource mindful

solution at the policy level.

However, given the persistent knowledge gap and lack of confidence in applying the
existing health models, a complementary nursing frameworks could be considered as
well alongside the Te Whare Tapa Wha health model to provide a clearer and more
structured manner. An example of a relevant nursing framework is the Swanson-
Kauffman’s middle-range theory of caring (Grobbel et al., 2015). The framework
revolves around five main core processes namely, ‘Knowing’, ‘Being with’, ‘Doing for’,
‘Enabling’ and ‘Maintaining belief’. Firstly, ‘Knowing’ refers to nurses striving to
understand the unique experiences, perceptions and needs of patients under their care.
Secondly, ‘Being with’ highlights the need for nurses to be present with patients
physically, mentally, emotionally, and spiritually, offering support when required.
Thirdly, ‘Doing for’ involves nurses taking initiative and interventions to meet patients’
needs. Fourthly, ‘Enabling’ involves encouraging and empowering patients to
participate in decision making, maintaining independence and self-advocacy. Lastly,
‘Maintaining belief’ involves nurses supporting patients to foster hope and resilience
especially during challenging moments. The Swanson- Kauffman’s middle-range
theory of caring not only addresses several aspects of person-centred and equitable
care that patients perceived as crucial in the interviews. Studies have also shown that

it has made a significant positive impact on patients’ and nurses’ satisfaction. Its
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integration into current relevant guidelines, protocols and tools could potentially help
support nurses in the application of holistic health models, thereby reducing disparities
and increasing alignment in perception between patients and nurses. However, the
researcher also acknowledges that any implementation of new framework would

involve change on a large scale that would incur significant time, cost, and resources.

7.8 Educational implications and recommendations

Nursing education plays a major role in keeping nurses up to date on current research
findings and practice updates. In order for nurses to provide person-centred and
equitable care, they would need to understand the perspectives of patients, barriers to
person-centred and equitable care, as well as strategies they can apply in clinical
practice. Without education, policies would not be effectively disseminated into clinical
areas as well. Education can be achieved through existing and ongoing educational
programmes, trainings study days, workshops, or in-services as mentioned eatlier.
Firstly, these trainings should be focused on demonstrating to nurses the importance
of providing person-centred and equitable cancer care. Instead of disease and clinical
skill focused trainings, education could also place more emphasis in demonstrating
patients’ cancer journeys. This could provide more insights to the barriers and
challenges that patients face that could impact their health outcomes apart from
treatment related adverse effects. In addition, these training could also be tailored to
portray the findings from this research, in order to give nurses an overview of current
petspectives, expectations, and barriers, as well as to support them in making more
well-informed nursing care plans and decisions that meet patients’ needs. In line with
policy implications, it would be valuable for ongoing nursing education and support to
include teachings on how to apply holistic health models like Te Whare Tapa Wha in
practice. Training would also further support nurse if they included strategies and
available resources that nurses can access to help them communicate, engage, and
provide educational resources to patients of diverse background in an effective and

culturally safe manner.
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7.9 Clinical implications and recommendations

With educational support and guidelines in place, nurses should be more confident in
providing person-centred and equitable care by assessing, recognising, and responding
appropriately to patients’ perspectives and expectations, as well as identifying barriers
and challenges that patients face. However, since barriers such as high workload and a
perceived lack of time is still a significant barrier for nurses with regards to providing
person-centred and equitable care, clinical support would be vital and beneficial
ensuring that nurses are well supported to provide the care patients need. This could
include methods that would maximise time spent with patients, such as ensuring
appropriate patient to staff ratio, assigning championship roles to nurses who are keen
to be advocates on the ground, ensuring that educational resources are readily available
for both nurses and patients or potentially developing admission packs that includes
relevant and culturally information that patient can access. These packs could provide
information to patients on available support resources, self-advocacy, patient
autonomy and independence, mental health support, as well as treatment plan and side
effects. Further information could also be provided to inform patients on ward
schedules and what they can expect from their primary nurses, so as to align

expectations.

8.0 Future research

This study aimed to explore the perspectives and expectations of haematology and
oncology nurses and patients. Qualitative interviews were used to gain insights into the
perspectives and expectations of patients. However quantitative surveys were used for
registered nurses, which would have impacted the depth of insights gathered.
Therefore, more nursing focused qualitative research should be conducted so as to
obtain deeper insights into their perspectives, expectations, and barriers to providing
person-centred and equitable cancer care. Additionally, since this study was only
conducted in Health New Zealand (Te Whatu Ora) Waikato and may not be
generalisable to other regions of NZ, further studies could be done to explore the
perspectives and expectations of patients and nurses from different regions or settings.
Since the perspectives and expectations of nurses and patients are greatly influenced

by a multitude of different factors such as age, gender, socioeconomic status and
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Discussion

cultural background, nursing experience and cultural diversity, more in-depth research
could be done to explore, compare and contrast similarities and differences in
perspectives and expectations of patients and nurses within each factor. Future
research should also be conducted using a validated research tool that is able to
consistently facilitate the study of patients and nurses’ perspectives and expectations
but would also be generalisable to different cancer service areas. An example is the
Person-Centred Care Assessment Tool (P-CAT). With the possibility of more future
studies, paired with research-informed interventions and implementations, more
opportunities would be available address barriers and achieve the aim of providing

person-centred and equitable cancer care in NZ.
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Appendix 1: Oncology healthcare professionals’ perspectives on the psychosocial support needs of cancer

patients during oncology treatment (Aldez et al. 2017)

Patients and HCPs are sceptic about CAM due to earlier lack of marker
regulation and seams.

HCPs have misinformation and negative attitudes towards CAM and
wraditional indigenous therapies.

HCPs recognised porential utility of CAM and exercise options o reduce
patients” distress and improve their well- being during and after treatment.

Title Author | Purpose Research Sample Findings Strength Limitations Key ideas
Method

Oncology Aldaz et Explore Qualitative Nine Oncology New Six themes Identified: Clinical Lack of cultural Person
healthcare al. (2017) oncology Research: Zealand Pikeha . expertise within diversity centred
professiooals’ healtheare Participants from 1. Treating paticnts as people _ ) toscatch temm relationships
R epecives professionsle i e *  Being caring and building rapport allays anxicty and supports patients to i ) o
on the perspectives | *  Semi- Hospital: expeess emotion] needs valicity and Soull single communicati
peychasocial on the structured, s Challenging to meet patients’ needs within time constrains insegeiey of werban locarion on
suppoe nceds poychsosocil individual ) »  Information delivered should catet to patients’ communication preference findings may affect
of cancer support needs face-to- ¢ Two specialist and aim to reduce information overlo - wransferability .

PP face nurses (one in a of findings. Cultural
paticts of diverse foe . safety
during cancer lnterviews primasy i Ethical
. M | ® nbne | e, | 2 Facng deu trngs new mearings ol sy ricps [ &
e aring themate | * A medical Significant increase in anxicty and uncertainty over life and recurrence of obained oy vt bad Support

ancology analysis oncologist illness observed by HCPs in patients. a0 above :I‘fl::\::gn
treatment . A radiation Personal average interest :
oncologist 3. Social support buffer reflexivity used in psychosocial Managing
s Achaphin ®  Social support is crucial to mitigate anxicty, fear and emotional distress. to gain greater support trestment
. Two clinical insight and and
psychologists who . enhance Unclear how .
work with cancer 4. Barriers ransparency of "uclx :' qualiey of R
patients - Patients feel offended and reject support due to mental health stigma. methods, participan d
*  Twocancersupport | ®  Limited access to post freament psychosocial support in public. analysis and were recruited. Barsiers
services” »  Berter communication needed berween chaplainey and service findings
coordinators. *  Reluctance to engage with support if sessions are 100 short for complex.
concerns. rimary
®  Patients have lack of insight and motivation 1o receive help rescarcher had
experience in
conducting
5 Accep denial and end: of dil semi-structured
®  Having ‘positive mindsct’ helped paticnts get through treatment casicr. interviews.
«  Empathetic conversations could help increase acceptance.
®  Denial and suppression could lead to unwanted repercussions and more Peer Reviewed
post treatment difficultics.
©  Denial jeopardised rapport building and treatment delivery by reducing
effective use of limited time with patient.
s Nomacceptance led to more feclings of desperation and distress
6. Compatibility of modem and alternative medicine

Appendix 2: Current nutrition promotion, beliefs, and barriers among cancer nurses in Australia and New

Zealand (Puhringer et al., 2015)

Title Author Purpose Research Sample Findings Strength Limitations Key ideas
Method
Current Puhringeret | 1. Examine Cross- 123 Australasian | Dieticians believed to be the main provider of nutritional advice, | ®  Ethical approval *  Undearif *  Educational and
nutrition al. (2015) current sectional, cancer nurses but nurses also play a major role in addressing concems, while obtained questionnaire was lifestyle support
promotion, healthy b dto logi ibuted the least. anonymous.
beliefs and cating study using survey N o Barriers
barriers promotion | online, web- ) . * Questionnaire was )
. *  Nurses working in metropolitan areas tend to regard dieticians as initially trialled with | ®  Small proportion of
among cancer practices, based . e  Person centred
tnmecin belicfsand | questionnaie primary person for nutriional advice more than rural nurses. 12 nurses before the registered crion centred
Australia and barriersof | survey :f:ﬁb'}:‘f;“m e communication
New Zealand cancer nurses ®  ‘Three quarter (75%) of participants indicated that healthy eating . e ity oot
in Australia P ion was most y done during fecumie
N representation
2:1;: *  Peer Reviewed e
»  Slightly more than half of nurses promoted healthy eating pre, cancer nurses.
during and post treatment
2 Gain insight Untbl "
. . nable to provide
F‘“;":;::'l'“ * Majoriy felt healthy cating had positive effects on the cances acoumis
o patients’ quality of life, weight management, mental health, representation for
barricrs were activities of daily living, and risk of other chronic diseases, but New Zealans
influcnced by only 75.5% agreed or strongly agreed that this is due to a strong nurses alone
e evidence base.
hospital or *  Participants could
years of work ®  Lack of time, adequate support structures, nutrition expertise, have been
experience. wete cited as the most common barriers to promoting healthy influenced by
cating, dicticians.
®  Cancer nurses healthy cating promotion practices, beliefs and
barriers were largely unaffected by hospital location or years of
experience.
. Cancer nurses thought that most of their patients were interested
in healthy eating, which is contradictory to other studies.
*  Improved communication is necessary to meet patients’ needs.
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Appendix 3: Oncology Nurses’ Perception of Cancer Pain: A Qualitative Exploratory Study (Garcia,
Whitehead, & Winter. 2015)

Tide Author Purpose Research Sample Findings Strength Limitations Key ideas
Method
Oncology Explore how Qualitative Purposive sampling | 6 themes identified: e  PecrReviewed | ® Genenlisationof [ e  Managing
Ni oncology nurses descriptive method findings is limited treatment i
ive cancer oratory . . ) duc to sample size and quality of life
e o :ﬁ) — i 1. Meaning of and interpretation of cancer pain o Trusworthiness horliden ke ol quality
A Qualicative rre o pos: Five second-level Majority described cancer pain as being complex, achieved through R
Bepliianey prokide catt, o chemotherapy difficult to treat, and it varics from patient to paticat. bracketing past ery
Study bl certified oncology Some part s viewed cancer as a terminal discase theoretical o Small sample may
nurses in a NZ and identified the futility’ of pain treatment. conceptions not be
oncology ward. representative of all | ¢ Support system
. . - . oncology nurscs in and self-advocacy
2 ations, frustration and realities . Participants were New Zealand
Age of participants Participants had high cxpectations of themselves and given access to s =)
ranged from 32 to were committed to achieving the best possible their original
55 years, with an outcomes but felt frustrated and helpless due to lack transcripts for ®  Other factors such
average time of ten of time. confirmation a3 where nurses
years working in the received their first
oncology Beld 3. Place in managing patient's pain ©  Ethical approval 3 :““““,’:‘"
Interpersonal relationships with other health obtained e omiorie A0
All were female professionals were valued to support and guide patient oe teconted.
care. ®  Crosschecking of
the transeripts
4. Unreported pain carried out by the
Patient's fear of addiction and treatment side effects primary
affected cffectivencss of pain management process. sescarcher
Therefore recognising patients' non-verbal
communication was a reported advantage o  Peer Reviewed
5. Psychological interventions
P recognisc imp of psy
support in pain management but find it a challenge to
meet the need due to demanding work environment
6. Training and education
icnt cducation on oncology-related pain
pain and pain

Appendix 4: Physical Activity Promotion, Beliefs, and Barriers Among Australasian Oncology Nurses
(Keogh et al., 2017)

Title Author Purpose Research Sample Findings Strength Limitations Key ideas
Physical Keoghet | 1. Explore G | ne ®  Participants belicved they are the primarily responsible for ®  Peer reviewed Sample size only s Education
Acuvity al. 2017) physical activiry | study using RNs responded promoting physical activity amongst patients. represented a fraction al and
Promotion, promotion online, web- e Eihical approval (less than 6%) of lifestyle
:""l':‘.z’;"‘d Piehs od based surveys Partieipants *  Promotion of physieal aetivity was most commonly done during obeained. ;‘\“_"’"’""‘ oncalogy tupport
Among bassiers of accessed link to treatment, with almost half of participants promoting in all pre, -

o oncology the survey on the during and post stages. _ o ®  Barriers
Oncology nurses in Cancer Nurses ®  Response h::' Representation is also
Nurscs Australa and i:ﬂ:‘;rn say | ® Msiosty of the oncology nurses beleved that physical actviy hud hen developing Hffected us nurses
New Zealnd - ) many benefits for their paticats, including improving health- sorvey b Tooacicnts aed
(Austealasi) site of by related QOL, mental health and activities of daily living while public hospi
responding to a0 reducing risk for other chronic discases. were more
B cmail from the expericnced and
2 Gain Cancer Nurses in more
preliminary Section of the ®  Years of practice or hospital location had no significant effect on healthy behaviours
m;ieg'lhu ino New Zesland physical activity promotion practices.
whether ;i
practices and ?g:umn ) } Surveys were
et B, *  Nurscs in metropolitan hospitals were significantly more likely to shortened to promote
were influenced = believe that physical activities could improve patient outcomes betrer response rares.
by the nurses” than rural nurses
hospital Unclear if surveys
location (rural, *  Participants believed that a moderately high proportion of their were anonymaous
regional, and tients were interested in physical activity, which is mostly
metropolitan) consistent with other studies
of years of Unable to provide
work - . accurate
rpericae. *  Patient education regarding the benefits of physical activity for representation for
cancer survivorship is needed. New Zealand nurses
alone

Three quarters of participants cited lack of time, lack of adequate
support structures, risk to patient, and lack of expertisc s primary
barriers while one quarter cited no barriers.

More i icipants indicated knowled; wa
basricr, compared to rural nurscs.

Participants with more than 25 years of experience were
significantly more likely to report no barricrs to promoting
physical activiry.
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Appendix 5: Single cases from multiple perspectives: a qualitative study comparing the experiences of patients,

patients’ caregivers, surgeons, and nurses when bad news is delivered about cancer (Matthews et al., 2020)

Title Author |  Purpose Research Sample Findings Strength Limitations Key ideas
Single cases Matthew | Directly Qualitative Five linked 1. A P iving and responding to needs Triangulation & Only one of the linked Person centred
from multiple | s eral. compare the research using | casesata *  Recognizing and attending to patients’ and caregivers’ through exploring cases was complete due relationships
pesspectives:a | (2020) perspectives of | semi hospital in the | needs and delivering i in the way aspects of to challenges with and
qualitative patients, their | structured North Island that suited each patient importance from recruitment from busy communication
study caregivers, and | interviews and | of New various workload
comparing the health care interpretative | Zealand, & HCPs accuraic assess nceds by taking time to find ont perspectives.
eapedences of professionals | phenomenolog the patient’s priorities, attending to the questions they *  Twoof the linked cases Support system
padents, (HCPs) ical analysis asked, and responding to cues from their facial Linked case study did not include the and sclf-
P molvedin expressions. design enabled petspectives of a HCP. sdvocacy
surgeons, and single patient _ _ direct comparion
nurses when cases of ®  Patients’ needs can be complicated when needs are : ®  Delay between the
bad news is breaking bad not expressed to HCP. experiences of delivery of bad news
delivered news the patient, and when the
about cancer «  HCPs have an active role in perceiving paticnts” verbal :“‘g::’:;d interviews were

and nonverbal cues when assessing their needs, . conducted.
2. Reading different informational needs Peer reviewed ®  2paticats "}‘Id their be
«  HCPs accurately perceiving the amount of ::::2:\2; ;”‘.}‘;ﬂ
information the patient needed at the time of breaking . ¢ wogether,
bad news, .whlch may have
" influenced how
congruent their
3. Carers fulfilling necessary roles experiences were
*  Role of HCP involved covering patient’s need for reported to be in this
information and a personal connection. study.
4. HCPs as providers of connection and ®  Participation bias as
information. patients who
*  Receiving information and establishing an participated may have
" ! weze g aspects of a had better rapport with
patient’s interaction with the HCP team. HCPs and the HCPs
who agreed to
5. Caregivers as able and willing to meet needs. participate may have

Caregivers were vital in mecting, advocating the needs
of patients and taking on role to retain information

when they received bad news.

been more attentive to
patients’ needs.

Appendix 6: Exploring the important determinant shaping treatment preferences: Qualitative Insights

into Breast Cancer Patient Experiences and Perspectives in New Zealand (Yeo et al., 2023)

Title Author | Purpose Sample Findings Strength Limitations Key ideas
Exploring the | Yeo et Explore Qualitative ®  Purposive Themes Identified Diverse spectrum of | @ Sample selection e Barriers
important al. patient research sampling socio-cultural bias.

;i::cr,r:mam (2023) ::ldxnencc :}:I;I)-lm::c(,}fn Positive treatment outcomes backgrounds to ®  Managing
s i ; *  Participants e Paticnts valu treatments that can provide reduce selection bias. | o Small sample size treatment
treatment perspective and In depth ited PR N N b impact and
ceferences: regarding B ooy recruited longer survival and remission times, while also o may not be o 4
iy from both preventing cancer recurence. Combination of two generalisable and quality of life
'Q“? S ek Auckland independent data may not capture
nygats mto precsoences Oncology " ” collection methods heterogeneity of the
Breast Cancer and identify y Negative impact of treatment-related side e N s
Y (private 8 P was utilised Mg and Pacific ® Person
Patient the effects on quality of life ) < d
2 y clinic) and h . s s populations as a centre
Experiences important BC clinics at ®  Reducing treatment side effect is pivotal to = lationshi
dacits gl ; i i Co-moderator used to whole. e
and determinants Middlemore patients since patients value having minimal Ay and
Perspectives in that shape Hospical impact to their overall well- being and daily facilitate the _ TE——
New Zealand these (public lives. interviews. e  Sample c?nsxsxed of e
preferences hospital) *  Importance of incorporating patient fewer Maggi and
in the preferences, values and priorities into Member check Pacific patticipants
context of treatment decision making processes, as well as method used for than anticipated
New providing i on ¥
Zealand. plans, outcomes and costs

T ibility,
timeliness

and

®  Access to services, availability and convenience
are important considering factors when it
comes to treatment

Cost of treatment

*  Financial factors is a critical influencing factor,
with patients preferring to opt for treatment
with funding or insurance coverage.

Interviewees could
verify transcripts and
provide feedback

Peer Reviewed
Data saturation

achieved

Ethical approval
obuained
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Appendix 7: Preference for sleep management strategies among prostate cancer patients: An

Aotearoa/New Zealand perspective (Delpachitra et al., 2020)

Preference for | Delpachi [ 1. Determine if Quantitative | o 82 male ®  Patients with more severe insomnia symptoms | ®  Ethicalapproval | e  Online collected | ®  Support
tra etal. sleep quality Research using participants over expressed fatigue and daytime sleepiness and are obtained data may not be a system and
management (2020) influences online surveys 40 years old in more likely to seck interventions. good self-
strategies parameters that New Zealand ®  Survey included representation of advocacy
e ::n '“'“ ®  Most patients are willing to consider making consent form all pusienss. 3
prostate m’“’?" - e Recruited online lifestyle and behavioural changes to improve ¢ Barrier
i OeHoag imarily through sleep including hypnosis. ®  PeerReviewed o Small sample size,
tients: An prostate cancer P P
Roxmacea/Ne dients Faccbook with lack of o Educational
S Zidiand B advertising. o Sleep/behaviour education is vital for insomnia . sy ficenccalon e
H Iversity.
perspective 2. Explore ty. support
strategies *  Some participants are cautious of the use of . .
patients had medications duc to side cffects and would rather * Moy
e g o o s ——
sleep problems, background and
as well as other ®  Strategies mentioned by participants includes may not represent
treatments that having comfortable room and bed, as well as ‘ather
they would consistent schedule for waking up and sleeping. demographics.
consider using.
®  Majority of participants did not consider cost as Participant
a barrier, except for two participants. * bebi:wd:::“yrdl
patients with
insomnia.
®  Patients in sample
may have
underlying sleep
apnoea problem
prior to having
prostate cancer
treatment.

Appendix 8: The Cancer Stories Project: narratives of encounters with cancer in Aotearoa, New

Zealand (Egan et al., 2016)
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Appendix 9: The Patient-Healthcare Professional Relationship and Communication in the Oncology

Outpatient Setting (Prip et al., 2018)

Title Auth Purpose Research Sample Findings Strength Limitations Key ideas
or
The Paticnt Pripet | Summasise the Systematic Nine studies included; | Three Themes identified Broad litcrature scarch with | ©  Only 1 paper was
m::ﬂ (.; o literature of adult | Review qualitative (n = 5) and strct systematic methods. ed in NZ *  Penon centred
0t penrs’ antitative (o = 4) relanonships and
Relaionship and ';pmm pesn s 1.Relationship between the patients and HCPs is important for the )
oo ia need for patients’ ability to cope and has an impact on satisfaction of care Quaitative and quantitative | »  Limited number of commun
the Oncology relationships and Europe & Belgium (0= | @ Nurses played an important mole for patients® satisfaction. studies included, providing a studies
Ouspatient Setting communication Patients valued HCP having good interpersonal and moee mwkifuceted resuk proved that paienns” [ TR PR
with healtheare Germany (o = 1) communication skills such as being caring, a good listener, expetiences in an oftfe.
professionals Iecland (0 = 1) trustworthy, compassionate, addressing by patients' first name, [T S— oncology outpaticnt
during lsckend (a =2) having personal and meaningful conversations with eye contact, wwols utlised coateit have been
chemor in Spain (0 = 1), Sweden while using an understandable language s M"P’“ sparscly investigated, o Bamiers
the oncology (:.:.,l.g) Kingdom(a=1) | * Paticats appreciated the continuity of meeting the same HCP at evaluation of the studics. L
ourpaticnt scrting o Ay each ourpatient visit. Limited studics with
NewZedaod(3=1). |4 Duiiiua belioved s ey iy ol o combsonication ) * .,.":...,.,.k.,,,w.d
information to reduce anxicty and increase coping mechanisms Ovenall the o
about treatment and adverse cffects, but needs are not sufficienty quality of the qualitative and stocdics sesults Gy ot
ety quantitative studies ranged b piprcscntidive of
©  Paticnts who reported adverse cffcts (g, pain or gastrointestinal between mediom to bigh the wider population
discomforts) were less satisficd with their HCP of patients with cancer.
©  Patient value nurses who take up mole as a pychosocial caregiver, Poce Reviewed
encouraging them to express concems and make time for them P
o Patients want o be involved in treatment plans and decision rnipny)
making but almost half of them are not included. :me
2Hope and positivity are a need and a strategy for patients with
cancer and are facilitated by HCPs.
©  Maintining hope and positivity was crucial to cope with cancer
©  Patients expressed a need for the HCP to enhance hope in their
interactions with them, however were also concern that it coukd
lead to overlooking patient nceds
3.Outpaticnt clinic visits frame and influence communication and
®  Outpatient allowed paticnt to maintain sense of normaley, positivity
and routine.
©  Paticnts felt isolated with a lack of professional support.
©  Treament in an ourpasient clinic was compared with visiting a fast-
food restaurant.
©  Environment in the outpatient dlinic had an influence on paticnts”
pericnces of their i i relationship with the HCP,
Appendix 10: Developing a regional cancer service; lessons from the Waitemata Cancer Patient
Experience Survey (Koea et al., 2019)
Title Author Purpose Research Sample Findings Strength Limitations Key ideas
Method
Developing a et To assess the Quantitative 959 surveys e Improved patient experience between 2013 to ®  Validared survey *  Lower response *  Patient
regional al. (2019) current services administered with a 2015, Over 90% of patients rated their cancer ool from Miori, and relationship
cancer service; available for total of 648 responses care as good or excellent with a P value of 0.001 pacific and
lessons patients diagnosed (67.57%). *  Positive response populations due communica
from the with cancer to The high satisfaction came from areas such as ratcs © }_‘jghﬂ Bon
Waitemata further dc"FhP outpatient assessments, minimal surgical dates incidence of
Cancer CANCET SCIVICES at being lled, surgical and di: i cancer and poor *  Culral
Emm_( :’un:}‘mnml]z!isuic: o Implementation outcomes safety
apericnce calth Box Improved performance recorded in areas, of CNS roles _
Survey related to patient communication and care, *  Lackof *  Barriers
generalisability
06 bati 3 i i i due to lack of
Miori patients value Maori-specific clinical *  Ethical approval
p pe PP representation

support and assistance with financial and
Lransport issucs.

Lack of readily available information for cancer
patients nati ide, and individual instituti
only have mostly paper-based resources.

Transport and accommodation are not
considered when planning treatment.

®  Pecr Reviewed

®  Adjustment for
differences in
surveys not
accounted for
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Appendix 11: Dissonant roles: The experience of Maori in cancer care (Dew et al., 2015)

Dissonant
roles: The

Dew etal.
(2015

Qualitative

19 self-selected Miori

15 New Zealand

1Role dissonance

‘There are disparitics amongst Miori on what is
expected within the healthcare system versus.
can affect their engagement with healthcare
services

2.Cultural influence

Patients should be treated appropriately
according to their cultural needs.

Lack of cultural awareness and recognition can
lead to needs being overlooked, which results in
conflicts.

Whanau involvement is vital in the diagnosis
and journey of cancer.

3.Healthcare access and equity

Through the meta-analysis it was found that
individuals with higher social capital had
reported better health status

Both structural and cognitive social capital were
found to be relevant to health outcomes, even
though the health outcomes differed

Barriers
Cultural
safety

Support
system & Self
advocacy

Appendix 12: Food, nutrition, and cancer: perspectives and experiences of New Zealand cancer survivors

(Peniamina et al., 2021)

i
ctal. 2021)

Qualitative
(Thematic
analysis)

Total 25; 10 Miori
Participants, 10 New
Zealand European and 5
Pacific

Four Themes identified:

1. Need for more nutritional information and support in

.

There is a significant lack of nutritional education,
support and information as part of cancer treatment
or follow up care.

NZ Europeans were more likely to actively seck
support on their own as compared to Maori or pacific
patients as they were more aware of the benefits of
nutrition in cancer recovery and prevention.

2.Dietary changes during and after treatment

Duc to lack of awareness and support, majority of the
participants especially Maon and Pacific Peoples did
not consider adjusting their dict to improve recovery

Barriers to and enablers of healthy eating with
cancer (during and after treatment)

Ovenll lack of awareness regarding importance of
nutrition in cancer recovery and prevention due to
insufficient access to resources and support

Low income was a barrier to some Maori and Pacific

courses on how to preparc healthy food for cancer
patients

Patients valued having whanau support people when
information is provided,

All patients should be educated on the importance of
noutrition and the available resources during treatment
rather than waiting for patients to seck help first.

The study cmployed | ®  Small sample size

Te Whare Tapa

Wha and Fonofald | ®  As interviews were

o ensure an conducted in

approach which was English it may have

culturally sensitive limited answers and

and relevant. participation due to

possible language

Broad range of mnfn_:mndnemn
ives and

exped were ¥ _' in the

found by including English language

Msori , Pacific and

New Zealand

Europeans in the

study

Peer Reviewed

Educational
and lifestyle
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Appendix 13: Pacific Peoples’ Experiences of Cancer and Its Treatment in Aotearoa New Zealand

Through Talanoa: A Qualitative Study of Samoan and Tongan Participants (Perelini et al., 2025)

Title Author | Purpose | Research Sample Findings Strength Limitati Key ideas
Pacific Perclinict | To d 13 participants 8 | Five d Use of culurally Small sample size ®  Manging
Peoples’ al. (2025) and explore | rescarch using | face to face appropriate treatment
Experiences the experience | semi interview and 5 LCancer means death methodology side effects
of Cancer of cancerand | structured a00m platform 9 N ) d quality

Pas feared ficved tha death. Belicf and quality
and Its its weatment | interviews Samoan 4 acsioed by untaie “‘,“":,'“i' e Trwolviog iy Geographical arca of life.
Teestrsent in for pacific Tongan influenced by upbringing, education, ethnicity, or stage of cancer. i el limits

*  Cancer imposed significant emotional and mental struggle on patients, members an generalisability
Aotearoa people in the ! ¢ - s nncl
New Auckland ‘however information was still delivered in a cultrally insensitive suppott perso ®  Person
in interviews
z d sctting manncr. centred
Through As interviews were relationships
Tulanos: A ) conducted in amd
Qualiative 2 Holistic and colleetive support Echical approval English it may have communicati
Study ®  Family both immediate and extended as well as church community obaincd limited answers and on
of Samoan played a major role in ing paticnts X lly and participation duc to
and Tongan financially. possible language ®  Suppon
Participants & Paticnts often sought complementary traditional treatment but fear Member checking constraints duc o a system and
sharing with primary clinicians due to fear of judgement involved an participants self-
+  Spirituality and Christian faith was vital in giving patients a source of opportunity for all proficiency in the advocacy.
strength, hope, comfore and acceptance. participants 1o English language
review their
transcript and cdit it ®  Bamer
3.Communication and trust
; ’ N *  Cultural
»  Distrust is created when patients are not heard , face discrimination or sty

have a lack of continuity with the same HCPs
+  Empathy, compassion and respect increases positive cxpericnecs
*  Information delivery should be based on patients preferences and needs

4. Cost and Access

®  Costis a barrier to accessing cancer care cg| parking and travel
& Paticnts fear undergoing treatment duc to potential side cffects
®  Paticnts preferred being close to home

5.Pachic representation

*  Paticnts valued having access 1o HCPs and support with similar language
and cultural background

Peer Reviewed

Appendix 14: Things I need you to know: a qualitative analysis of advice- giving statements in early-

onset colorectal cancer patients’ personal accounts published online (Lamprell et al., 2023)

Title Author | Purpose | Research Sample Findings Strength Limitati Key ideas
Method
Things I nced | Lamprell | To Internet 158 texts ®  Self-advocacy was the main influencing factor ensuring patients’ Filledingapof | ® Inviewof the ¢ Support
you to know: ctal understand Mediated need are met. carly onset retrospective system and
a qualitative (2023) the Research colorectal cancer nature of the self-
analysis of perspectives | from ®  Access to support was not identified as an issue, however about their how narratives the advocacy
advice- onwaysto | Australia, patients have suggested that HCPs provide contacts for support their needs and secounts
giving improve care | UK and and offer early referral to dicticians challenges differ provided could
statements in experiences New from patients have inaccuracies | ¢ Pperson
carly- onsct in patients | Zcaland ©  Patients expressed feeli y for being away from family who were older which'coukd centred
colorectal diagnosed P g galliy foe beiag ey ? with colorectal resultin a recall relationship
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Appendix 15

JBI CRITICAL APPRAISAL CHECKLIST FOR
QUALITATIVE RESEARCH

Reviewer: Clara Leow

Appendices

Title: Oncology healthcare professionals’ perspectives on the psychosocial support needs of cancer patients during
oncology treatment

Author: Aldaz et al. Year: 2017

10.

Overall appraisal:

Is there congruity between the stated philosophical
perspective and the research methodology?

Is there congruity between the research methodology
and the research question or objectives?

Is there congruity between the research methodology
and the methods used to collect data?

Is there congruity between the research methodology
and the representation and analysis of data?

Is there congruity between the research methodology
and the interpretation of results?

Is there a statement locating the researcher culturally
or theoretically?

Is the influence of the researcher on the research, and
vice- versa, addressed?

Are participants, and their voices, adequately
represented?

Is the research ethical according to current criteria or,
for recent studies, and is there evidence of ethical
approval by an appropriate body?

Do the conclusions drawn in the research report flow
from the analysis, or interpretation, of the data?

Comments (Including reason for exclusion)

Yes

O

X X X X
o 0o 0o o o o o o 0o 0O

X

No

Include X Exclude D Seek further info D

Unclear

o o o o o o o o O x

Not
applicable

O

o 0o o o o o o o O

Page | 146



Appendix 16

JBI CRITICAL APPRAISAL CHECKLIST FOR
ANALYTICAL CROSS SECTIONAL STUDIES

Reviewer: Clara Leow

Title: Current nutrition promotion, beliefs and barriers among cancer nurses in Australia and New Zealand

Author: Puhringer et al. (2015)

1. Were the criteria for inclusion in the sample clearly
defined?

2. Were the study subjects and the setting described in
detail?

3. Was the exposure measured in a valid and reliable
way?

4. Were objective, standard criteria used for
measurement of the condition?

5. Were confounding factors identified?

6. Were strategies to deal with confounding factors
stated?

7. Were the outcomes measured in a valid and reliable
way?

8. Was appropriate statistical analysis used?

Yes

x

x

o O
o O o O o o o od

No

Overall appraisal: Include X Exclude D Seek further info D

Comments (Including reason for exclusion)

Unclear

X 0O 0O 0O 0O

x

O

Not
applicable

O

o O O O o O 0O

Appendices
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JBI CRITICAL APPRAISAL CHECKLIST FOR
QUALITATIVE RESEARCH

Reviewer: Clara Leow

Title: Oncology Nurses’ Perception of Cancer Pain: A Qualitative Exploratory Study

Author: Garcia, Whitehead, & Winter. (2015)

10.

Overall appraisal:

Is there congruity between the stated philosophical
perspective and the research methodology?

Is there congruity between the research methodology
and the research question or objectives?

Is there congruity between the research methodology
and the methods used to collect data?

Is there congruity between the research methodology
and the representation and analysis of data?

Is there congruity between the research methodology
and the interpretation of results?

Is there a statement locating the researcher culturally
or theoretically?

Is the influence of the researcher on the research, and
vice- versa, addressed?

Are participants, and their voices, adequately
represented?

Is the research ethical according to current criteria or,
for recent studies, and is there evidence of ethical
approval by an appropriate body?

Do the conclusions drawn in the research report flow
from the analysis, or interpretation, of the data?

Comments (Including reason for exclusion)

Yes

No

o O O o o O

O

Include x Exclude D Seek further info D

Unclear

x O O O O O

o 0O O

O

Not
applicable

a

o o o o o o o O

O
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Reviewer: Clara Leow

Author: Keogh et al. (2017)

. Were the criteria for inclusion in the sample clearly

defined?

. Were the study subjects and the setting described in

detail?

. Was the exposure measured in a valid and reliable

way?

. Were objective, standard criteria used for

measurement of the condition?

. Were confounding factors identified?

. Were strategies to deal with confounding factors

stated?

. Were the outcomes measured in a valid and reliable

way?

. Was appropriate statistical analysis used?

Comments (Including reason for exclusion)

JBI CRITICAL APPRAISAL CHECKLIST FOR
ANALYTICAL CROSS SECTIONAL STUDIES

Yes

No

B TEm B R m mE O E B

Overall appraisal: Include X Exclude D Seek further info D

Title:_Physical Activity Promotion, Beliefs, and Barriers Among Australasian Oncology Nurses

Unclear

O O 0O 0Od

X

Not
applicable

O

o O o O O 0O 0O

Appendices
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JBI CRITICAL APPRAISAL CHECKLIST FOR
QUALITATIVE RESEARCH

Reviewer: Clara Leow

Appendices

Title: Single cases from multiple perspectives: a qualitative study comparing the experiences of patients, patients’
caregivers, surgeons, and nurses when bad news is delivered about cancer

Author: Matthews et al. (2020)

Yes

No

1. Is there congruity between the stated philosophical x D
perspective and the research methodology?

2. s there congruity between the research methodology x D
and the research question or objectives?

3. s there congruity between the research methodology x D
and the methods used to collect data?

4. s there congruity between the research methodology x D
and the representation and analysis of data?

5. s there congruity between the research methodology x D
and the interpretation of results?

6. Is there a statement locating the researcher culturally x I:I
or theoretically?

7. s the influence of the researcher on the research, and x D
vice- versa, addressed?

8. Are participants, and their voices, adequately x D
represented?

9. Is the research ethical according to current criteria or,
for recent studies, and is there evidence of ethical x |:|
approval by an appropriate body?

10. Do the conclusions drawn in the research report flow x D
from the analysis, or interpretation, of the data?

Overall appraisal: Include x Exclude D Seek further info D

Comments (Including reason for exclusion)

Unclear

o O o o o o o o o Od

Not
applicable

a

o O O 0O o o o o a4
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JBI CRITICAL APPRAISAL CHECKLIST FOR
QUALITATIVE RESEARCH

Reviewer: Clara Leow

Appendices

Title: Exploring the important determinant shaping treatment preferences: Qualitative Insights into Breast Cancer
Patient Experiences and Perspectives in New Zealand

Author: Yeo et al. (2023)

10.

Overall appraisal:

Is there congruity between the stated philosophical
perspective and the research methodology?

Is there congruity between the research methodology
and the research question or objectives?

Is there congruity between the research methodology
and the methods used to collect data?

Is there congruity between the research methodology
and the representation and analysis of data?

Is there congruity between the research methodology
and the interpretation of results?

Is there a statement locating the researcher culturally
or theoretically?

Is the influence of the researcher on the research, and
vice- versa, addressed?

Are participants, and their voices, adequately
represented?

Is the research ethical according to current criteria or,
for recent studies, and is there evidence of ethical
approval by an appropriate body?

Do the conclusions drawn in the research report flow
from the analysis, or interpretation, of the data?

Comments (Including reason for exclusion)

Yes

x

O 0O X
o O O O O o o o O O

No

Include X Exclude D SeekfurtherinfoD

Unclear

X 0O 0O O O 0O

x

O O O

Not
applicable

O

o O o o o o o o O
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Appendix 21

JBI CRITICAL APPRAISAL CHECKLIST FOR
ANALYTICAL CROSS SECTIONAL STUDIES

Reviewer: Clara Leow

Title: Preference for sleep management strategies among prostate cancer patients: An Aotearoa/New Zealand
perspective

Author: Delpachitra et al. (2020)

Yes No  Unclear Not
applicable
1. Were the criteria for inclusion in the sample clearly X D

defined?

2. Were the study subjects and the setting described in
detail?

X

3. Was the exposure measured in a valid and reliable
way?

X

4. Were objective, standard criteria used for
measurement of the condition?

X 0O 0O 0O 0O

5. Were confounding factors identified?

6. Were strategies to deal with confounding factors
stated?

O O X
o O O o o o O O

x

7. Were the outcomes measured in a valid and reliable
way?

X
O O O O O O 0O

X

8. Was appropriate statistical analysis used?

Overall appraisal: Include X Exclude D Seek further info D

Comments (Including reason for exclusion)
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JBI CRITICAL APPRAISAL CHECKLIST FOR
QUALITATIVE RESEARCH

Reviewer: Clara Leow

Title: The Cancer Stories Project: narratives of encounters with cancer in Aotearoa, New Zealand

Author: Egan et al. (2016)

10.

Overall appraisal:

Is there congruity between the stated philosophical
perspective and the research methodology?

Is there congruity between the research methodology
and the research question or objectives?

Is there congruity between the research methodology
and the methods used to collect data?

Is there congruity between the research methodology
and the representation and analysis of data?

Is there congruity between the research methodology
and the interpretation of results?

Is there a statement locating the researcher culturally
or theoretically?

Is the influence of the researcher on the research, and
vice- versa, addressed?

Are participants, and their voices, adequately
represented?

Is the research ethical according to current criteria or,
for recent studies, and is there evidence of ethical
approval by an appropriate body?

Do the conclusions drawn in the research report flow
from the analysis, or interpretation, of the data?

Comments (Including reason for exclusion)

Yes

No

Oo 0O 0 O 0o o o o o d

Include X Exclude D SeekfurtherinfoD

Unclear

O O O 0O O Od

X

O 0O 0Od

Not
applicable

O

o O O o o o o o O
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JBI CRITICAL APPRAISAL CHECKLIST FOR

SYSTEMATIC REVIEWS AND RESEARCH SYNTHESES

Reviewer: Clara Leow

Appendices

Title: The Patient-Healthcare Professional Relationship and Communication in the Oncology Outpatient Setting

Author: Prip et al. (2018)

No

1. Is the review question clearly and explicitly stated? x D
2. Were the inclusion criteria appropriate for the review

question? X D
3. Was the search strategy appropriate? x D
4.  Were the sources and resources used to search for

studies adequate? X D
5. Were the criteria for appraising studies appropriate? X D
6. Was critical appraisal conducted by two or more

reviewers independently? X D
7. Were there methods to minimize errors in data

extraction? D D
8. Were the methods used to combine studies appropriate? X D
9. Was the likelihood of publication bias assessed? D D
10. Were recommendations for policy and/or practice

supported by the reported data? X D
11. Were the specific directives for new research

appropriate? X D

Overall appraisal: Include x Exclude D Seek further info D

Comments (Including reason for exclusion)

Unclear

O

O 0O X O X OO0 00

Not
applicable

O

O 000000000
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Reviewer: Clara Leow

Author: Koea et al. (2019)

. Were the criteria for inclusion in the sample clearly

defined?

. Were the study subjects and the setting described in

detail?

. Was the exposure measured in a valid and reliable

way?

. Were objective, standard criteria used for

measurement of the condition?

. Were confounding factors identified?

. Were strategies to deal with confounding factors

stated?

. Were the outcomes measured in a valid and reliable

way?

. Was appropriate statistical analysis used?

Comments (Including reason for exclusion)

JBI CRITICAL APPRAISAL CHECKLIST FOR
ANALYTICAL CROSS SECTIONAL STUDIES

Yes

No

O O O 0O O

O

Overall appraisal: Include X Exclude D SeekfurtherinfoD

Unclear

o O o o o o o o

Not
applicable

d

o O o O o 4o 0O

Appendices

Title:. Developing a regional cancer service; lessons from the Waitemata Cancer Patient Experience Survey
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JBI CRITICAL APPRAISAL CHECKLIST FOR
QUALITATIVE RESEARCH

Reviewer: Clara Leow

Title:_ Dissonant roles: The experience of Maori in cancer care

Author: Dew et al. (2015)

10.

Overall appraisal:

Is there congruity between the stated philosophical
perspective and the research methodology?

Is there congruity between the research methodology
and the research question or objectives?

Is there congruity between the research methodology
and the methods used to collect data?

Is there congruity between the research methodology
and the representation and analysis of data?

Is there congruity between the research methodology
and the interpretation of results?

Is there a statement locating the researcher culturally
or theoretically?

Is the influence of the researcher on the research, and
vice- versa, addressed?

Are participants, and their voices, adequately
represented?

Is the research ethical according to current criteria or,
for recent studies, and is there evidence of ethical
approval by an appropriate body?

Do the conclusions drawn in the research report flow
from the analysis, or interpretation, of the data?

Comments (Including reason for exclusion)

Yes

No

X 0O O o o O o

O O 0O

Include x Exclude D SeekfurtherinfoD

Unclear

o o O o o o o o o Od

Not
applicable

O

o O O o o o o o Od
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Appendix 26

JBI CRITICAL APPRAISAL CHECKLIST FOR
QUALITATIVE RESEARCH

Reviewer: Clara Leow
Title: Food, nutrition and cancer: perspectives and experiences of New Zealand cancer survivors
Author: Peniamina et al. (2021)

Yes No  Unclear Not
applicable

a

1. Is there congruity between the stated philosophical x
perspective and the research methodology?

2. Is there congruity between the research methodology x
and the research question or objectives?

3. Is there congruity between the research methodology x
and the methods used to collect data?

4. |s there congruity between the research methodology x
and the representation and analysis of data?

5. Is there congruity between the research methodology x
and the interpretation of results?

o O O 0O 0O 0O

6. s there a statement locating the researcher culturally x
or theoretically?

7. Is the influence of the researcher on the research, and D
vice- versa, addressed?

x

8. Are participants, and their voices, adequately x
represented?

9. Is the research ethical according to current criteria or,
for recent studies, and is there evidence of ethical x
approval by an appropriate body?

o o 0o o o o o o o O

o O O O O O O 0 0O

O 0O 0O

10. Do the conclusions drawn in the research report flow x
from the analysis, or interpretation, of the data?

Overall appraisal: Include x Exclude D Seek further info D

Comments (Including reason for exclusion)
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JBI CRITICAL APPRAISAL CHECKLIST FOR
QUALITATIVE RESEARCH

Reviewer: Clara Leow

Appendices

Title:_ Pacific Peoples’ Experiences of Cancer and Its Treatment in Aotearoa New Zealand Through Talanoa: A
Qualitative Study of Samoan and Tongan
Participants

Author: Perelini et al. (2025)

10.

Overall appraisal:

Is there congruity between the stated philosophical
perspective and the research methodology?

Is there congruity between the research methodology
and the research question or objectives?

Is there congruity between the research methodology
and the methods used to collect data?

Is there congruity between the research methodology
and the representation and analysis of data?

Is there congruity between the research methodology
and the interpretation of results?

Is there a statement locating the researcher culturally
or theoretically?

Is the influence of the researcher on the research, and
vice- versa, addressed?

Are participants, and their wvoices, adequately
represented?

Is the research ethical according to current criteria or,
for recent studies, and is there evidence of ethical
approval by an appropriate body?

Do the conclusions drawn in the research report flow
from the analysis, or interpretation, of the data?

Comments (Including reason for exclusion)

Yes

No

o O O o o o o o O 0O

Include X Exclude D Seek further info D

Unclear

o O O o o o o o O 0O

Not
applicable

O

o O O o o o o o O
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JBI CRITICAL APPRAISAL CHECKLIST FOR
ANALYTICAL CROSS SECTIONAL STUDIES

Reviewer: Clara Leow

Appendices

Title:_ Things | need you to know: a qualitative analysis of advice- giving statements in early- onset colorectal cancer
patients’ personal accounts published online

Author: Lamprell et al. (2023)

Yes

No

11. Is there congruity between the stated philosophical x D
perspective and the research methodology?

12. Is there congruity between the research methodology x D
and the research question or objectives?

13. Is there congruity between the research methodology x D
and the methods used to collect data?

14. |s there congruity between the research methodology x D
and the representation and analysis of data?

15. Is there congruity between the research methodology x I:l
and the interpretation of results?

16. Is there a statement locating the researcher culturally D x
or thearetically?

17. Is the influence of the researcher on the research, and I:I I:I
vice- versa, addressed?

18. Are participants, and their voices, adequately x D
represented?

19. Is the research ethical according to current criteria or,
for recent studies, and is there evidence of ethical X I:l
approval by an appropriate body?

20. Do the conclusions drawn in the research report flow x D
from the analysis, or interpretation, of the data?

Overall appraisal: Include x Exclude D Seek further info D

Comments (Including reason for exclusion)

Unclear

o O O O O a4d

x

O O O

Not
applicable

O

O O O O O o o o od
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Appendix 29: Ethics approval letter

The University of Waikato Human Research Ethics Committee
Private Bag 3105 Roger Moltzen THE UNIVERSITY OF
Gate 1, Knighton Road Telephone: +64021658119

WAIKATO

Hamiton, New Zealand Email:humanethics@waikato.ac.nz

13 May 2024

Clara Leow

Te Huataki School of Health

DHECS

By email: clara.leow@waikatodhb.health.nz

Dear Clara

HREC(Health)2024#19 : Quality of Cancer Care Through Patients’ Eyes

Thank you for your responses to the Committee feedback.

We are now pleased to provide formal approval for your project.

Please contact the Committee by email (humanethics@waikato.ac.nz) if you wish to make
changes to your project as it unfolds, quoting your application number with your future

correspondence. Any minor changes or additions to the approved research activities can be
handled outside the monthly application cycle.

We wish you all the best with your research.

Regards,

G~

Emeritus Professor Roger Moltzen MNZM
Chairperson
University of Waikato Human Research Ethics Committee
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Appendix 30: Patient information sheet

CENTRED AND EQUITABLE CANCER NURSING CARE

‘BEEl] THE UNIVERSITY Of
PrOJECT TITLE: PERSPECTIVES AND EXPECTATIONS OF PERSON- : ; O
Ny WAIKAT

Researchers: Clara Leow [Principal Investigator],
Lara Wall [Co-investigator]
Professor Matthew Parsons [Co-investigator],

Patient Information Sheet

Researcher Introduction

Clara Leow, Lara Wall, Matthew Parsons,

Project Invitation and Description

We would like to invite you to participate in a research study that explores the
perspectives and expectations of cancer nursing care amongst patients and registered nurses
in an acute Haematology/Oncology ward in Waikato Hospital. The study will commence 15
June 2024 and finish on 30" May 2025. Before deciding whether to participate in this study,
it is crucial that you understand more about the research and what participation entails. In
order to assist you in making an informed decision, please read this information sheet
carefully.

The aim of this study is to gain a greater understanding on the expectations on cancer
nursing care in relation to activities of daily living (ADL) between Haematology/Oncology
patients in the ward and the registered nurses providing care. Up to 12 patients will be
interviewed and all registered nurses (approximately 60) will be given a survey to complete
to obtain this information. Patients included in the interviews have been selected based on
the sampling framework, categorised by age (below 65 and above 65), ethnicity
(Maori/Pasifika, NZ European and others), gender (male and female) and well as acuity and
nursing needs (highest to lowest).

If you would like to participate in the interview, the researcher will arrange an
appropriate time for an interview. The interview will take place within the ward either in
individual rooms or in a quiet area. The interview will last no longer an hour for individual
interviews. These interviews will be recorded using an audio-recorder and will later be
transcribed. You will be provided an informed consent form concerning your participation at
the beginning of the interview. Your participation is entirely voluntary. You will be able to
withdraw from participation at any time and leave the interview without giving any reasons
during the interview.
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ERSITY OF

I'H UNIVE
PROJECT TITLE: PERSPECTIVES AND EXPECTATIONS OF PERSON- g O
& WAIKAT

CENTRED AND EQUITABLE CANCER NURSING CARE

Researchers: Clara Leow [Principal Investigator],
Lara Wall [Co-investigator]
Professor Matthew Parsons [Co-investigator],

Anonymity and Confidentiality

Taking part in this study is voluntary and your participation or nonparticipation will
not affect patient care or your relationship with the organisation. Any personal information
will be kept separately on a password-protected computer and will be assigned a pseudonym
/ code for data analysis. It will not be possible to identify you in any reports from the research.

Right to Withdraw from Participation

During the interview or survey, you have the right to refuse to answer any question
without giving reason. You have the right to withdraw your consent to participate at any time
without giving a reason. Patients will be offered the chance to edit their interview transcript
for up to two weeks after participation and have the right to any traceable data from the
study up to one month after receiving the interview transcript. You can ask questions about
the study at any time, either to the person organising this study or if you want to talk to
someone not involved in this study, you can contact the Chair of the University of Waikato
Human Participants Ethics Committee.

Data storage/retention/destruction/future use

Participant’s personal information and interview transcripts will be kept separately on
a password-protected computer, and the information will be assigned a code for data analysis.
The audio recording of your interview will be stored on a password-protected computer at
The University of Waikato, and only the researchers will be able to access it. After one year,
it will be destroyed. The transcript of your interview will be stored on a password-protected
computer at The University of Waikato, and only the researchers will be able to access it. It
will be destroyed after six years. Your signed consent form will be kept in a locked cabinet at
The University of Waikato, and only the researcher will have access to it. It will be destroyed
after six years. The answers that you give in this interview will be used in the student
researcher’s doctoral thesis and may also be presented at conferences and published in
journal articles. Thank you very much for your time and help in making this study possible.
Should you require any further information, please do not hesitate to contact us.
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CENTRED AND EQUITABLE CANCER NURSING CARE

Researchers: Clara Leow [Principal Investigator],
Lara Wall [Co-investigator]
Professor Matthew Parsons [Co-investigator],

THE

Appendices

UNIVERSITY OF

' WAIKATO

Clara Leow

Email: Clara.leow@waikatodhb.health.nz
Phone: +64 020 4094 3296

The University of Waikato

Lara Wall
Email: Lara.Wall@waikato.ac.nz
The University of Waikato

Professor Matthew Parsons

Email: mparsons@waikato.ac.nz

Phone: +64 21 753 204

Waikato DHB / The University of Waikato
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Appendix 31: Patient consent form

PROJECT TITLE: PERSPECTIVES AND EXPECTATIONS OF PERSON- THE UNI
CENTRED AND EQUITABLE CANCER NURSING CARE i - / T
Ny WAIKATO

RSITY O

Researchers: Clara Leow [Principal Investigator],
Lara Wall [Co-investigator]
Professor Matthew Parsons [Co-investigator],

Consent Form
This form will be held for a period of FIVE years

| have read the participant information sheet (PIS) concerning this project and understand the nature
of the research. | have had the opportunity to ask questions and have them answered. | am satisfied
with the answers given. And understand that | can ask further questions if needed.

e |agree to take part in this research.

e | understand that taking part in this study is voluntary and | can withdraw my consent to
participate at any time without giving reason during the interview.

e | understand that | can withdraw my interview at any time after taking part without giving
reason up to two weeks after receiving the interview transcript.

e |agree to be audio recorded.

e lunderstand that | can edit the transcript of my interview for up to two weeks after taking
part.

e lunderstand that | can withdraw any traceable data from the study up to one month after
receiving the interview transcript.

e | understand that my employer (if applicable) has given assurance that my participation or
nonparticipation will not affect my employment or my relationship with the organisation.

e | wish / do not wish to receive a copy of my transcript for editing (circle one)

e | wish / do not wish to receive a summary of the findings (circle one)

e If you would like to receive a copy of the transcript for editing a summary of the findings and
please provide your email address:

Name:

Signature:

Date:

Thank you very much for your time and help in making this study possible. Should you require any
further information, please do not hesitate to contact us.

Clara Leow Lara Wall

Email: Clara.leow@waikatodhb.health.nz Email: lara.wall@waikato.ac.nz
Phone: +64 020 4094 3296 Phone: +64

The University of Waikato The University of Waikato
Professor Matthew Parsons

Email: mparsons@waikato.ac.nz

Phone: +64 21 753 204

Waikato DHB / The University of Waikato
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Appendix 32: Te Whare Tapa Wha health model

TE WHARE TAPA WHA

Maori Health Model | Hauora Maori

ST

Taha Tinana Taha Wairua Taha Whanau Taha Hinengaro
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Appendix 33: Staff information sheet

THE UNIVERSITY OF

& WAIKATO

$ Tc Whare Wananga o Waikato

PROJECT TITLE: PERSPECTIVES AND EXPECTATIONS OF PERSON-
CENTRED AND EQUITABLE CANCER NURSING CARE

Researchers: Clara Leow [Principal Investigator],
Lara Wall [Co-investigator]
Professor Matthew Parsons [Co-investigator],

Staff Information Sheet

Researcher Introduction

Clara Leow, Lara Wall, Matthew Parsons,

Project Invitation and Description

We would like to invite you to participate in a research study that explores the
perspectives and expectations of cancer nursing care amongst patients and registered nurses
in an acute Haematology/Oncology ward in Waikato Hospital. The study will commence 1st
June 2024 and finish on 6t July 2025. Before deciding whether to participate in this study, it
is crucial that you understand more about the research and what participation entails. In
order to assist you in making an informed decision, please read this information sheet
carefully.

The aim of this study is to gain a greater understanding on the expectations on cancer
nursing care in relation to activities of daily living (ADL) between Haematology/Oncology
patients in the ward and the registered nurses providing care. Up to 12 patients will be
interviewed and all registered nurses (approximately 60) will be given a survey to complete
to obtain this information.

The administrator will send you the online link to the anonymous survey via your work
email. The survey will last no longer than 15 minutes for registered nurses. These surveys will
be collated at the end of the study and analysed. Your participation is entirely voluntary. You
will be able to withdraw from participation at any time without giving any reasons during the
survey.

Anonymity and Confidentiality

Taking part in this study is voluntary and your participation or nonparticipation will
not affect patient care or your relationship with the organisation. Any personal information
will be kept separately on a password-protected computer and will be assigned a pseudonym
/ code for data analysis. It will not be possible to identify you in any reports from the research.
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Right to Withdraw from Participation

During the survey, you have the right to refuse to answer any question without giving
reason. You have the right to withdraw your consent to participate at any time without giving
a reason. You can ask questions about the study at any time, either to the person organising
this study or if you want to talk to someone not involved in this study, you can contact the
Chair of the University of Waikato Human Participants Ethics Committee.

Data storage/retention/destruction/future use

Participant’s surveys will be kept separately on a password-protected computer at The
University of Waikato, and the information will be assigned a code for data analysis. Only the
researchers will be able to access it. It will be destroyed after six years. The answers that you
give in the survey will be used in the student researcher’s doctoral thesis and may also be
presented at conferences and published in journal articles. Thank you very much for your time
and help in making this study possible. Should you require any further information, please do
not hesitate to contact us.

Clara Leow Lara Wall
Email: Clara.leow@waikatodhb.health.nz Email: Lara.Wall@waikato.ac.nz
Phone: +64 020 4094 3296 The University of Waikato

The University of Waikato

Professor Matthew Parsons

Email: mparsons@waikato.ac.nz
Phone: +64 21 753 204
Woaikato DHB / The University of Waikato
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Appendix 34: Anonymous online Likert scale staff survey

Anonymous Online Survey for Registered Nurses in Acute
Haematology/Oncology Ward

We would like to invite you to participate in a research study that explores the perspectives and expectations of cancer
nursing care amongst patients and registered nurses in an acute Haematology/Oncology ward in Waikato Hospital. The
study commenced 1st June 2024 and will finish on 6th July 2025. Before deciding whether to participate in this study, it is
crucial that you understand more about the research and what participation entails. In order to assist you in making an
informed decision, please read the information sheet attached to the email that has been sent to you carefully. If you
would like to participate in this research, your completion of this survey would be regarded as consent to participate.

Thank you

* Required

Tell us more about yourself

1. How long have you been nursing? *
O 1-2 years
O 3-5 years
O 6-10 years

O >10 years

2. Which age group do you belong to? *
(O 20-30
31-40

41-50

O O O O
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3. Which ethnic group do you identify as? (Select all that applies) *
[] Nz European
[] Maori/Pasifika
[(] Asian
O

4. How long have you lived in New Zealand (N2)? *
O Less than a year
O 1-2 years
O 3-5 years
O 6-10 years

O > 10 years

Tell us more about the nursing care you provide

5. Every shift, | communicate with my patients' about their sleep and ways to promote rest. *
(O strongly agree
O Agree
O Neutral
O Disagree

(O strongly disagree

6. Every shift, | communicate with my patients' about their appetite and nutritional needs. *
(O strongly agree
O Agree
(O Neutral
(O Disagree
O

Strongly disagree

7. Every shift, | communicate with my patients' about their mental and spiritual needs. *
O Strongly agree
O Agree
O Neutral
O Disagree
O

Strongly disagree
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8. Every shift, | communicate with my patients’ about their whanau and psychosocial needs. *

o

10.

1.

(O strongly agree
O Agree
(O Neutral
() Disagree
O

Strongly disagree

. | am able to confidently identify the need for referrals to allied health professionals during

conversations with patients (e.g. Dietician, Cancer Psychologists, Kaitiaki/Chaplains, Social
workers, cancer support groups). *

() strongly agree
() Agree

(O Neutral

(O) nDisagree

O Strongly Disagree

Every shift, | assess my patients' understanding and knowledge of their treatment plan. *
(O strongly agree

() Agree

(O Neutral
(O Disagree
®

Strongly disagree

Every shift, | build rapport with my patient by growing and strengthening connections. *
(O strongly agree

(O Agree

(O Neutral

(O) Disagree

O Strongly disagree

Appendices
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13.

14.

15.

Appendices

| rarely engage my patients' in partnership when I'm planning my nursing cares for the shift.

*
Strongly agree
Agree

Neutral

Disagree

OO 0 0

Strongly disagree

Every shift, | work alongside my patients to encourage independence. *
O Strongly agree

O Agree

O Neutral
O Disagree
O

Strongly disagree

| rarely attend to my patients' request within a timely manner. *
O Strongly agree

(O Agree

O Neutral
O Disagree
Q

Strongly disagree

| advocate for safe, professional, approachable, and supportive cancer nursing through the
nursing cares | provide. *

(O strongly agree
(O Agree

O Neutral
() Disagree
O

Strongly disagree
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16. When conversing with my patients, | practice active listening by paraphrasing what they say
to ensure | have fully understood them. *

O Strongly agree
() Agree

O Neutral

O Disagree

O Strongly disagree

This content is neither created nor endorsed by Microsoft. The data you submit will be sent to the form owner.

@ Microsoft Forms
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