
RESEARCH ARTICLE Open Access

Hospice care self-efficacy among clinical
medical staff working in the coronavirus
disease 2019 (COVID-19) isolation wards of
designated hospitals: a cross–sectional
study
Ze-hong Zheng1†, Zhong-chen Luo2†, You Zhang3, Wallace Chi Ho Chan4, Jian-qiong Li5, Jin Pang6,
Yu-ling Jia2 and Jiao Tang7*

Abstract

Background: The COVID-19 pandemic has caused more than 462,417 deaths worldwide. A large number of
patients with severe COVID-19 face death in hospital. Hospice care is truly a philosophy of care that delivers
patient-centred care to the terminally ill and their families. Hospice care could provide many benefits for patients,
families, and for hospice caregivers. The aim of this study is to investigate hospice care self-efficacy and identify its
predictors among Chinese clinical medical staff in COVID-19 isolation wards of designated hospitals.

Methods: A cross-sectional design was used. The Hospice Care Self-Efficacy, Self-Competence in Death Work Scale,
Positive Aspects of Caregiving, and Simplified Coping Style Questionnaires were administered between February
and April 2020. A total of 281 eligible medical staff responded to the questionnaires, with a response rate of
≥78.9%.

Results: The mean score of hospice care self-efficacy was 47.04 (SD = 7.72). Self-efficacy was predicted by self-
competence in death work (B = 0.433, P < 0.001), positive aspects of caregiving (B = 0.149, P = 0.027), positive coping
(B = 0.219, P < 0.001), giving hospice care to dying or dead patients before fighting against COVID-19 (B = -1.487,
P = 0.023), occupational exposure while fighting against COVID-19 (B = -5.244, P = 0.004), holding respect for life and
professional sentiment as motivation in fighting against COVID-19 (B = 2.372, P = 0.031), and grade of hospital
employment (B = -1.426, P = 0.024). The variables co-explained 58.7% variation of hospice care self-efficacy.
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(Continued from previous page)

Conclusion: Clinical nurses and physicians fighting COVID-19 reported a moderate level of hospice care self-efficacy
during this pandemic. Exploring the traditional Chinese philosophy of life to learn from its strengths and make up
for its weaknesses and applying it to hospice care may provide a new framework for facing death and dying during
the COVID-19 pandemic. Continuous hospice care education to improve self-competence in death work, taking
effective measures to mobilize positive psychological resources, and providing safer practice environments to avoid
occupational exposure are also essential for the improvement of the hospice care self-efficacy of clinical nurses and
physicians. These measures help caregivers deal effectively with death and dying while fighting against the COVID-
19 pandemic.

Keywords: Coronavirus disease 2019 (COVID-19), Hospice care self-efficacy, Medical staff, Self-competence in death work

Background
Coronavirus disease 2019 (COVID-19), the third known
zoonotic coronavirus disease after severe acute respira-
tory syndrome (SARS) and the Middle East respiratory
syndrome (MERS), is an acute, infectious pneumonia
caused by a novel coronavirus [1]. Because of its high
transmissibility, strong infectivity, high mortality rate
(1–15%) and absence of clinically approved antiviral
drug or vaccine, it has become a pandemic and has been
seriously endangering human health and life [2–4]. As of
15:00 on September 25, 2020, the World Health
Organization (WHO) reported that there were 7,512,285
confirmed cases of COVID-19 and 987,415 deaths, and
that number was increasing [5]. A large number of pa-
tients with severe pneumonia died in COVID-19 desig-
nated hospital or inevitably faced death during the
pandemic. Symptoms of patients with severe COVID-19
can escalate rapidly [6, 7], and patients often suffer from
anxiety, depression, and insomnia. These symptoms
positively correlated with fatigue, dyspnoea, myalgia, and
sore throat [8]. In response, a series of emergency med-
ical and psychology plans as well as strategies used to
manage deterioration and potential deaths were became
necessary [9].
Hospice care generally falls into the category of pallia-

tive care [10]. It is a philosophy and system of care for
terminally ill patients that allows them to accept death
in an affirmative way, and provides palliative care and
emotional support for dying patients and their families
[11]. Hospice care aims to improve the quality of life ra-
ther than its length, and to prepare patients and their
families for the end of life [12] by meeting the needs of
terminally ill patients through expert symptom manage-
ment, facilitation of caregiver support, and even
provision of home-based care [13]. Hospice care is truly
a philosophy of care that embodies the concept of
patient-centred care [12, 14]. Evidence showed that hos-
pice care was not only beneficial to terminally ill patients
and families (e.g., emotional support, companionship,
and practical assistance,), but also to hospice caregivers
(e.g., being able to make a difference in the lives of

others, personal growth, and greater appreciation of
what is really important in life) [15–17].
Hospice care is most often provided at home; however,

it can also be provided in an inpatient setting, including
hospital, nursing home, or stand-alone hospice facilities.
Hospice care requires a multidisciplinary team-based ap-
proach to care and relies on families, friends, and other
loved ones as well as volunteers to assist in quality care
[12]. However, because of the need to control nosoco-
mial infections and make the best use of limited per-
sonal protective equipment (e.g., mask, goggles, medical
protective clothing, etc.), patients’ family members and
other medical personnel who were not responsible for
this kind of infectious disease have less chance to intim-
ately contact patients with confirmed COVID-19. To a
large extent, instead of a multi-disciplinary team, the
clinical nurses and physicians who are involved in fight-
ing against COVID-19 become the main providers of
hospice care for dying COVID-19 patients.
Nurses and physicians involved in fighting against pan-

demics such as the COVID-19 suffer from high physical
and mental workloads, stress, and risk of infection [18–
20], all of which affect their comfort and health [21, 22].
Researches also reported that nurses might adopt nega-
tive attitudes or actions, including avoiding confirmed or
suspected cases, when they were involved in the man-
agement of patients who are infected or even who died
of infectious diseases [23, 24].
Self-efficacy refers to the personal judgment of how

well an individual can execute required courses of action
to deal with prospective situations, and the hospice care
self-efficacy is targeted at hospice care and addressed the
health workers’ confidence regarding the provision of
mental and spiritual care for the terminally ill and their
family members [25]. Studies found that high level of
hospice care self-efficacy helps hospice care givers avoid
negative emotions (e.g., escape, fear) [26, 27], and ac-
tively assume their professional responsibilities [28].
Queries regarding the attitudes and self-efficacy of clin-
ical nurses and physicians involved in fighting against
COVID-19 during the implementation of hospice care
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for patients with dying COVID-19 was the focus aim of
this study.
The aim of this study was to investigate hospice care

self-efficacy and to identify its predictors among Chinese
clinical medical staff in the COVID-19 isolation wards of
designated hospitals. The findings may provide clinical
managers in China and in other countries with experi-
ence on psychological strategies regarding the fight of
medical staff against COVID-19 so as to develop more
effective strategies to cope with COVID-19 deaths and
dying patients.

Methods
Study design and setting
This was a cross-sectional questionnaire survey. The
data were collected from a large number of clinical med-
ical staff fighting against COVID-19 pandemic between
February and April 2020 in China. These medical staff
were invited to take part in this study if they: (1) had
nurse or physician qualifications granted by the National
Health Commission (NHS); (2) had assisted and worked
in the COVID-19 isolation ward of COVID-19 desig-
nated hospitals, both in Hubei province and in other
local provinces. We excluded medical personnel who
were not involved in the treatment and care of COVID-
19 patients in the isolation wards of designated hospitals,
including logistics personnel and medical technicians.
Ethical approval was obtained from the Medical Ethics
Committee of Guizhou Medical University in Guiyang,
China. The research conformed to the provisions of the
Declaration of Helsinki in 1995 (as revised in Edinburgh
in 2000).

Data collection
The data were collected by combining a convenience
sampling method and a snowballing sampling method.
We collected all participant information using the Ques-
tionnaire Star, a professional online survey platform de-
veloped by Changsha Ranxing Information Technology
Co. (China). This survey platform has 33.75 million
users and has previously been used to collect 2.334 bil-
lion responses to questionnaires in China. The data col-
lection process was as follows:

E-questionnaire setting
We edited our in-house e-questionnaire using the plat-
form and generated a link that would provide access to
our e-questionnaire via WeChat, an instant mobile mes-
saging software with the largest user groups in China.
The questionnaire stated the purpose and methods of
our study. The risk of participating in the survey was de-
scribed to acquire informed consent on the first page,
and each participant could decide of their own free will
whether to join our survey. They also had the right to

quit the survey at any time without any further conse-
quences. If the potential participants were not willing to
join or would like to quit the survey, they could directly
exit the questionnaire link to drop out. Each participant
would also have to answer two questions (‘Are you a
clinical nurse or physician with qualification granted by
the National Health Commission (NHS)?’, and ‘Have
you worked in the COVID-19 isolation ward of desig-
nated hospitals?’) at the top of the questionnaire to en-
sure that the inclusion and exclusion criteria of our
study would be met.

E-questionnaire distribution
Medical staff who assisted and worked at COVID-19
designated hospitals in Hubei province or their own
provinces would be invited to participate in the study by
sending the e-questionnaire link to their official WeChat
groups. In this step, we invited 23 medical staff (four
medical staff who came from Guizhou Province, three
from Chongqing municipality, and four from Shanxi
Province, Sichuan Province, Inner Mongolia Autono-
mous Region and Guangzhou city, respectively) who met
our selection criteria. These participants were encour-
aged to send our e-questionnaire link to acquaintances
who met these criteria. To increase the number of par-
ticipants, all participants were given the chance to draw
a random digital red packet on WeChat as the reward,
and the distributors would receive an additional bonus.
Based on these sampling methods, our link was dissemi-
nated quickly via a wide network and participants simply
needed to click the link and follow the online prompts
to complete the questionnaire.
The sample size was determined through power ana-

lysis and calculated using the G*Power program [29, 30].
When considering an effect size of 0.15 and 26 related
factors [25, 28, 31, 32], significance level (p) of 0.05, 95%
power, at least 241 participants were required.
A total of 360 participants joined our study. All sub-

mitted the questionnaire; however, 18 were excluded be-
cause they were not a nurse or physician (e.g., medical
technicians, managers and logisticians), and 61 were not
working in the infectious disease isolation ward of
COVID-19 designated hospitals (working in departments
such as fever outpatient and wards not for COVID-19
patients) (Fig. 1). As shown in Questionnaire Star, there
were 435 clicks on our questionnaire link, and we re-
ceived from 360 respondents. Among them, 281 met the
inclusion and exclusion criteria. We could only count
the number of times the questionnaire was visited (in-
cluding the number of visits in which the questionnaire
was not ultimately submitted), instead of the exact num-
bers of visits to their internet protocol address. This
means that if a respondent visited our questionnaire
more than once, the platform automatically recorded
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their actual visit number although the visitor represented
only one subject. Therefore, our response rate may be
equal to or greater than 78.9% (Response rate ≥ 281/
(435–[360–281]).

Measures
Hospice care self-efficacy scale
The Hospice Care Self-Efficacy Scale was one of dimen-
sions of Death Coping Self-Efficacy Scale. It was adapted
from the Hospice-Related Death Coping Self-Efficacy
Scale presented by Robbins [33]. The Death Coping Self-
Efficacy Scale included 29 questions and the Hospice
Care Self-Efficacy Scale dimensions accounted for 12
questions [25]. Each question item was rated using a 5-
point Likert scale. The total scores of the Hospice Care
Self-Efficacy Scale ranged from 12 to 60 points. Higher
scores indicated a higher level of hospice care compe-
tency. The content validity test results of the whole
Death Coping Self-Efficacy Scale in the Chinese version
indicated that the content validity indices (CVIs) of its
three dimensions ranged from 0.40 to 1.00 with an aver-
age of 0.87, and the Cronbach’s α of the official Chinese
version was 0.88. Nevertheless, it was not a clear inde-
pendent report of the CVIs or Cronbach’s α of the Hos-
pice Care Self-Efficacy Scale dimensions [25]. In the
present study, the Cronbach’s α of the scale was 0.95.

Self-competence in death work scale (SC-DWS)
Self-competence in death work was measured using the
16-item SC-DWS, developed and validated in Hong
Kong [34]. The authors recommended using the whole
scale to report the overall score of self-competence in
death work. Participants were asked to rate their re-
sponses according to the extent to which the items were
compatible with their current situation, on a scale of 1
point (completely incompatible) to 5 points (completely
compatible). The rating of each item was summed to
form a total score. A higher score represented a higher

level of self-competence in death work. The whole scale
showed good internal consistency, with Cronbach’s α
0.88 [35, 36].

Positive aspects of caregiving (PAC)
PAC was developed by Tarlow in 2004 to measure the
positive feelings of caregivers of patients with Alzhei-
mer’s disease [37]. Since then, the scale has been trans-
lated into several languages and has been widely used to
determine the positive feelings of caregivers of cancer
patients, chronic patients, community nurses, and others
[38–40]. It includes nine items that were made up of
two dimensions. The first five items cover the dimension
of self-affirmation and the last four items cover the di-
mension of life outlook. Five-point Likert ratings were
used, with a scale ranging from 1 point (strongly dis-
agree) to 5 points (strongly agree). Higher scores indi-
cated higher positive feelings experienced by the
caregiver. Zhang et al. translated the scale into a Chinese
version [41]. The whole scale Chinese version, including
subscales, showed good internal consistency, with Cron-
bach’s αs of 0.90, 0.89, and 0.83, respectively, and the
content validity test indicated that the CVIs ranged from
0.80 to 1.00 with an average of 0.95.

Simplified coping style questionnaire (SCSQ)
SCSQ were adapted by Xie [42] based on the Ways of
Coping Questionnaire (WCQ) [43]. It was measured
using the 20-item instrument and was divided into a
positive coping (12 items) dimension and a negative cop-
ing (eight items) dimension, on a 4–point Likert scale
ranging from 0 point to 3 points. The SCSQ had ad-
equate content validity, internal consistency, and test–
retest reliability in the Chinese version [42]. The Cron-
bach’s α of the positive coping and negative coping di-
mensions were 0.89 and 0.78, respectively.
Demographic characteristics were collected using a

demographic data sheet. The items ‘work motivation in
fighting against COVID-19’ were assessed using
multiple-answer questions with eight selections.

Statistical analyses
Survey data were exported from Questionnaire Star into
the Statistical Package for Social Sciences (SPSS) pack-
age (v20.0, IBM, USA), which was used for all data ana-
lysis. Descriptive statistics were used to express the
sample characteristics and study variables. Differences in
the hospice care self-efficacy of participants with differ-
ent demographics, work motivations in fighting against
COVID-19, self-competences in death work, coping
strategies and positive aspects of caregiving were
assessed using t-tests, or one–way analysis of variance
(ANOVA), or the correlation test (continuous variables
in this study showing a normal distribution). Variables

Fig. 1 Data collection process diagram
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identified as being significant (P < 0.05) in these initial
tests were then entered into a multiple linear regression
models to determine predictors for the levels of hospice
care self-efficacy of medical staff fighting against
COVID-19.

Results
Socio-demographic characteristics
Table 1 displays the demographic information of our
participants. The mean age was 32.96 ± 5.96 years. More
than 70.0% participants were females and were married;
63.0% of participants came from level 3 hospitals; how-
ever, only 27.0% had ever cared for or treated patients
with secondary protection or above prior to this public
health emergency. More than half worked in or assisted
at COVID-19 designated hospitals in Hubei province,
33.1% in intensive care units for patients with COVID-
19. The length of exposure to patients COVID-19
ranged from 1 to 90 days with an average of 33.1 ± 16.27
days.

Self-competence in death work, coping strategy, positive
aspects of caregiving and hospice care self-efficacy
Table 2 displays the levels of self-competence in death
work (mean = 59.85, SD = 9.63) and positive aspects of
caregiving (mean = 38.23, SD = 5.91). Coping strategies
(positive and negative coping strategies were mean 4.43
(SD = 6.52) and 10.79 (SD = 5.38) respectively, and hos-
pice care self-efficacy of the participants was mean 47.04
(SD = 7.72).

Predicting the level of hospice care self-efficacy among
medical staff fighting against COVID-19
Univariate analysis identified a range of factors that were
significantly associated with the hospice care self-efficacy
of the participants: grade of employing hospital (t =
3.206, P = 0.002), professional titles (F = 6.061, P = 0.003),
self-competence in death work (r = 0.701, P < 0.001), his-
tory of providing hospice care for dying or dead patients
before fighting against COVID-19 (t = 2.404, P = 0.017),
occupational exposure while fighting against COVID-19
(t = 2.404, P = 0.017), positive aspects of caregiving (r =
0.505, P < 0.001), positive coping (r = 0.516, P < 0.001),
negative coping (r = 0.208, P < 0.001), holding respect for
life and professional sentiment (t = − 4.180, P < 0.001)
and expectations for the futures (t = − 2.342, P = 0.020)
(Table 3).
A best-fit multiple linear regression models identified

several significant predictors of the level of hospice care
self-efficacy of participants: grade of employing hospital
(B = − 1.426, P = 0.024), self-competence in death work
(B = 0.433, P < 0.001), history of having given hospice
care for dying or dead patients before fighting against
COVID-19 (B = − 1.487, P = 0.023), occupational

exposure while fighting against COVID-19 (B = − 5.244,
P = 0.004), positive aspects of caregiving (B = 0.149, P =
0.027), positive coping (B = 0.219, P < 0.001), and holding
respect for life and professional sentiment (B = 2.372,
P = 0.031). The variables co-explained 58.7% of the vari-
ation of hospice care self-efficacy (Table 4).

Discussion
To our best knowledge, this was the first study to inves-
tigate hospice care self-efficacy among caregivers treat-
ing fatal infectious diseases in mainland China. Hospice
care has been reported as being an effective measure to
improve the life quality of dying patients and to help
their families cope with bereavement [12]. Medical staff
employing effective hospice care might avoid the adverse
effects of sleep disorders, irritability, interpersonal prob-
lems, and other issues [44]. For these reasons, it is essen-
tial to investigate hospice care self-efficacy and to
identify its predictors among clinical medical staff in-
volved in fighting against the COVID-19 pandemic.
In this study, clinical nurses and physicians reported

moderate levels of hospice care self-efficacy while offer-
ing care to dying COVID-19 patients. The COVID-19
pandemic led to the emergence of a large number of
confirmed patients in a short period of time [5], which
further led to shortages of medical supplies (e.g., medical
protective equipment, etc.) and health professionals.
Communication was difficult between medical staff and
patients because the latter needed to wear personal pro-
tective equipment and in some cases patients were deli-
rious or had hearing or sight impairments [9]. More
importantly, nurses and physicians who were involved in
fighting against COVID-19 pandemic suffered from
heavy workloads and stress [18, 19], which might further
restrict the time and energy that they could have spent
implementing hospice care.
These findings may be related to the Chinese trad-

itional philosophy of life that includes the ethical
thoughts in traditional Chinese culture, including Confu-
cianism (e.g., paying attention to the present world and
pursuing living forever), Taoism (e.g., believing that life
and death are unified and life is immortal), and Bud-
dhism (e.g., deeming that individuals are reincarnated
without extinction) [45]. The traditional Chinese phil-
osophy of life respects the natural law of death and
values life; however, it places taboos on death and at-
taches great importance to the continuation of life. To
some extent, Chinese traditional philosophy of life is dis-
sonant with the concept of hospice care, and this could
affect the development and implementation of hospice
care in China. Therefore, exploring the traditional
Chinese philosophy of life to learn from its strengths
and compensate for its weaknesses and examining the
psychology of hospice care providers may be conducive
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Table 1 Characteristics of the participants (n = 281)

Characteristic Mean ± SD f %

Age (year) 32.96 ± 5.96

Gender

Male 70 24.9

Female 211 75.1

Marital status

Unmarried 67 23.8

Married 206 73.3

Divorced or widowed 8 2.8

Profession

Physician 54 19.2

Nurse 227 80.9

Educational attainment

Technical secondary school or Junior College 43 15.3

Undergraduate 208 74.0

Postgraduate or above 30 10.7

Professional titles

Primary 162 57.7

Intermediate 99 35.2

Senior 20 7.1

Length of work (year) 10.01 ± 6.26

Grade of employing hospital

Level 3 hospitals 177 63.0

Level 2 hospitals 104 37.0

Department of employing hospital

Intensive care unit 56 19.9

Others 225 80.1

Had ever cared or treated any patients with secondary protection or above before fighting against COVID-19

Yes 205 73.0

No 76 27.0

The location of COVID-19 designated hospital

Hubei Province 157 55.9

Others Province 124 44.1

Post in COVID-19 designated hospitals

Intensive care unit for patients with COVID-19 93 33.1

Other departments of COVID-19 188 66.9

Work motivation in fighting against COVID-19 (Multiple response)

Respect for life and professional sentiment 257 91.5

Support from leaders or colleagues 169 60.1

Support from family 197 70.1

Expectations for the future 118 42.0

Have confidence in fighting against COVID-19 224 79.7

Government’s policy support 189 67.3

Preferential treatment offered by the employing organization 60 21.4

Othersa 4 1.4
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to providing new directions for the integration of di-
lemmas faced by hospice care providers in the context of
infectious diseases characterized by high infectivity and
mortality.
We found that nurses and physicians with higher self-

competence in death work had better hospice care self-
efficacy. Self-competence in death work refers to ‘the
competence required to cope with the emotional and ex-
istential challenges to self in working with death or mat-
ters related to death’ [46]. Assessing self-competence in
death work among hospice care professionals may help
to better reflect their needs in facing death [34]; success-
fully development of self-competence in death work may
improve attitudes and self-efficacy, resulting in better
job performance of hospice care, especially for those
who had early experiences with patient death [44, 47]. A
systematic review and qualitative meta-synthesis found
that continuous education regarding how to face and
accept death would promote hospice care professional
growth among nurses [32]. Hospice care education, es-
pecially scenario simulations to place medical staff into
simulated bereavement or death situations and to allow

them to become aware of their personal needs in facing
death, were used urgently to improve medical staff self-
competence and self-efficacy in the death work associ-
ated with treating emerging infectious diseases [32, 35].
Nurses and physicians who had acquired hospice care

experience by giving hospice care for dying or dead pa-
tients in a hospital or hospice prior to the COVID-19
pandemic also had better hospice care self-efficacy, as
did those from higher-level hospitals. Medical staff
might acquire relevant knowledge and skills from their
own hospice care experience and then display higher
hospice care self-efficacy. Medical staff from level 3
hospitals may have more access to continuous hospice
education and may have better knowledge of and atti-
tudes towards hospice care than those from lower level
hospitals; this might be beneficial for their hospice care
self-efficacy [48, 49]. However, studies showed Chinese
health care providers in general lacked systematic and
professional knowledge and skills for caring for terminal
patients [50–52]. A survey investigated 141 trainees in
the 2016 National Hospice and Palliative Medicine
Training Program and found that only 21.3% had

Table 1 Characteristics of the participants (n = 281) (Continued)

Characteristic Mean ± SD f %

Had ever given hospice care for dying or dead patients before fighting against COVID-19?

Yes 192 68.3

No 89 31.7

Have given hospice care for dying or dead patients while fighting against COVID-19?

Yes 106 37.7

No 175 62.3

Had any occupational exposure working in COVID-19 designated hospitals?

Yes 8 2.8

No 273 97.2

Duration of exposure to patients with COVID-19 (day) 33.11 ± 16.27

Working hours per day in COVID-19 designated hospitals 7.17 ± 3.37
aincluding ‘I believe motherland is my powerful support so not afraid to get infected’, ‘The Wuhan government provides adequate living security’, ‘Personal
Accountability’ and ‘I must stick to it out, it’s not good to quit halfway’

Table 2 Self-competence in death work, positive aspects of caregiving, coping strategies, and hospice care self-efficacy of the
participants (n = 281)

Range of total scores Minimum of actual score Maximum of actual score Mean scores
(Mean ± SD)

Self–competence in death work 16.00–80.00 16.00 80.00 59.85 ± 9.63

Existential coping 10.00–50.00 12.00 60.00 44.77 ± 7.32

Emotional coping 4.00–20.00 4.00 20.00 15.08 ± 2.86

Positive aspects of caregiving 9.00–45.00 12.00 45.00 38.23 ± 5.91

Coping strategies

Positive coping 0.00–48.00 0.00 36.00 24.43 ± 6.52

Negative coping 0.00–32.00 0.00 24.00 10.79 ± 5.38

Hospice care self-efficacy 5.00–60.00 12.00 60.00 47.04 ± 7.72
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Table 3 Differences in Hospice care self-efficacy among various demographic sub-groups (n = 281)

Characteristic Hospice care competency

Mean ± SD t/F/r P

Age (year) 0.092 0.124

Gender 1.817 0.070

Male 48.49 ± 8.65

Female 46.46 ± 7.35

Marital status 0.506 0.603

Unmarried 46.24 ± 6.95

Married 47.26 ± 8.03

Divorced or widowed 48.00 ± 5.73

Profession −1.00 0.920

Physician 46.94 ± 9.08

Nurse 47.06 ± 7.38

Educational attainment 2.304 0.102

Technical secondary school or Junior College 47.53 ± 6.95

Undergraduate 46.55 ± 8.13

Postgraduate or above 49.70 ± 4.92

Professional titles 6.061 0.003*

Primary 45.70 ± 7.81

Intermediate 48.70 ± 7.53

Senior 49.65 ± 5.61

Length of work (year) 0.102 0.088

Grade of employing hospital 3.206 0.002*

Level 3 hospitals 48.15 ± 7.02

Level 2 hospitals 45.14 ± 8.49

The department of employing hospital 0.537 0.592

Intensive care unit 47.54 ± 9.19

Others 46.92 ± 7.32

Had ever cared or treated any patients with secondary protection or above before fighting
against COVID-19

1.851 0.065

Yes 47.56 ± 8.18

No 45.65 ± 6.16

Have given hospice care for dying or dead patients before fighting against COVID-19 2.404 0.017*

Yes 47.79 ± 6.92

No 45.43 ± 9.04

Had given hospice care for dying or dead patients while fighting against COVID-19 1.677 0.095

Yes 48.03 ± 7.10

No 46.44 ± 8.35

Had occupational exposure while fighting against COVID-19 2.279 0.023*

Yes 53.13 ± 5.74

No 46.86 ± 7.71

Duration of exposure to patients with COVID-19 (day) −0.015 0.804

Working hours per day in COVID-19 Designated Hospitals −0.077 0.199

Self-Competence in Death Work 0.701 < 0.001*

Positive coping 0.516 < 0.001*
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attended any hospice and palliative care course prior
[53]. Even in the Hospice Care Department of Commu-
nity Hospice Care Pilot Settings, only 50.8% medical staff
had received continuous hospice care education in
Shanghai [54]. Hospice care developed slowly nation-
wide, mainly in large cities such as Shanghai, Tianjin,
and Guangzhou [55]. There remains much work to es-
tablish hospice care service with professional multi-
disciplinary teams. Medical staff who assisted and
worked at the COVID-19 designated hospitals in Hubei
province or their own provinces were recruited from
hospitals, rather than from hospice care settings.
Equipped with limited knowledge and skills on hospice
care, they might not be competent enough to implement
hospice care. This may be one of causes of their lower
level of hospice care self-efficacy.
Clinical nurses and physicians in the COVID-19 isola-

tion wards of designated hospitals with positive coping

and PAC had better hospice care self-efficacy, especially
those who respected life, and had strong responsibility
and professional ethics. This result was similar to that of
Zheng et al. [32]. Research showed that exposure to
death influenced the way health care workers perceive
death [56]. Individuals with positive coping have positive
thoughts and solutions (e.g. taking constructive actions
and creating better living conditions and higher per-
formance levels) [57, 58]. PAC is considered a subjective
event that participates in enhancing caregiver health;
PAC among caregivers is often associated with a sense
of pride, self-worth, and higher self-esteem [59, 60]. In
short, positive coping and PAC, as protective psycho-
logical factors, are useful for medical staff to effective
deal with death work during the COVID-19 pandemic.
Therefore, taking a series of measures (e.g., strengthen-
ing humanistic care, venting emotions through crying or
other means rather than keeping them suppressed,

Table 3 Differences in Hospice care self-efficacy among various demographic sub-groups (n = 281) (Continued)

Characteristic Hospice care competency

Mean ± SD t/F/r P

Negative coping 0.208 < 0.001*

Positive Aspects of Caregiving 0.505 < 0.001*

Work motivation in fighting against COVID-19(Multiple Response)

Respect for life and professional sentiment 40.92 ± 8.46 −4.180 < 0.001*

Support from leaders or colleagues 47.54 ± 7.97 −1.350 0.178

Support from family 47.05 ± 8.10 −0.022 0.983

Expectations for the future 48.30 ± 6.68 −2.342 0.020*

Have confidence in fighting against COVID-19 47.33 ± 7.71 − 1.235 0.218

Government’s policy support 46.66 ± 7.45 1.176 0.240

Preferential treatment offered by the employing organization 47.33 ± 8.27 −0.332 0.740

Othersa 50.00 ± 6.58 −0.772 0.441

*Statistically significant in t-test, ANOVA, or correlation test, P < 0.05
aOthers including ‘I believe motherland is my powerful support so not afraid to get infected’, ‘The Wuhan government provides adequate living security’, ‘Personal
accountability’ and ‘I must stick to it out, it’s not good to quit halfway’

Table 4 Predictors of hospice care self-efficacy (n = 281)

Variable B SE -B β t p 95% CI VIF

Low Up

Constant 22.139 4.417 / 5.012 < 0.001 13.444 30.835 /

Self-competence in death work 0.433 0.037 0.540 11.826 < 0.001 0.361 0.505 1.414

Positive coping 0.219 0.059 0.185 3.696 < 0.001 0.102 0.336 1.702

Had occupational exposure during fighting against COVID-19 −5.244 1.812 −0.113 −2.894 0.004 −8.810 −1.677 1.037

Grade of hospital −1.426 0.628 −0.089 −2.270 0.024 −2.663 −0.189 1.051

Respect for life and professional sentiment was the work
motivation in fighting against COVID-19

2.372 1.096 0.086 2.165 0.031 0.215 4.529 1.071

Have ever given hospice care for dying or dead patients
before fighting against COVID-19

−1.487 0.649 −0.090 −2.292 0.023 −2.764 −0.210 1.040

Positive aspects of caregiving 0.149 0.067 0.114 2.221 0.027 0.017 0.281 1.792

Abbreviations: B unstandardized coefficient beta, SE -B standard error of B, β standardized coefficient beta, CI Confidence Interval, VIF variance inflation factor
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improving working and rest condition, etc.) to mobilize
medical staff’s positive psychological resources were crit-
ical to helping them face death or dying in fighting
against the COVID-19 pandemic [61–63].
By contrast, medical staff with occupational expos-

ure had lower hospice care self-efficacy in fighting
against the COVID-19 pandemic. Health-care workers
had high risk of occupational exposure to COVID-19
through intimate contact with patients with confirmed
or suspected COVID-19 [64]. Medical personnel sub-
ject to blood-borne occupational exposure are easily
susceptible to psychological problems and post-
traumatic stress disorder, both of which are detrimen-
tal to the job performance and mental health of med-
ical staff as well as patient outcomes [65]. Therefore,
providing a safer practice environment and exploring
comprehensive strategies for effective prevention and
control of the occupational exposure of front-line
medical staff in the fight against the COVID-19 pan-
demic are crucial for occupational safety and health,
as well as practicing hospice care. In addition to the
reasonable use of personal protective articles, it is ne-
cessary to implement more effective prevention and
control measures for occupational exposure to infec-
tious disease scientifically and in a standard fashion,
as well as to intensify engineering, management, and
behaviour control during prevention and control of
infectious diseases [66].
The present study has some limitations. First, this

is a cross-sectional study; therefore, the relationship
between self-competence in death work, positive as-
pects of caregiving, coping strategies, and hospice
care self-efficacy cannot be established. Second,
based on the purpose of this study, self-reported
questionnaires were used to collect the data. These
methods are subject to social desirability bias [67].
Third, our study set only one question named ‘had
ever given hospice care for dying or dead patients
before fighting against COVID-19?’ to measure the
hospice care experience of medical staff. Important
as it is, the set of Chinese medical staff’s knowledge
and skills in hospice care could not be included in
our statistical analysis model and therefore, it might
not directly reflect the inner connection between the
medical staff’s skills and experience and self-efficacy
in hospice care, even though the results of previous
studies on this topic were cited, presumably reflected
the connection in hospice care between the medical
staff’s knowledge and skills and self-efficacy. Never-
theless, this study provides a foundation for future
empirical research among medical staff in relation to
hospice care self-efficacy and self- competence in
death work and it adds to the body of knowledge on
Chinese medical staff.

Conclusion
Nurses and physicians reported a moderate level of hos-
pice care self-efficacy during the COVID-19 pandemic.
Hospice care self-efficacy was promoted by better self-
competence in death work, effective coping strategies,
higher level of positive aspects of caregivers, and experi-
ence of hospice care before the COVID-19 pandemic;
however, it was reduced by experience of occupational
exposure in fighting against the COVID-19 pandemic.
Exploring the traditional Chinese philosophy of life to
learn from its strengths and make up for its weaknesses
and applying it to hospice care may provide a new direc-
tions for facing death or dying during the COVID-19
pandemic. Additionally, health systems could carry out
continuous hospice care education to promote medical
staff’s self-competence in death work by improving their
hospice care knowledge and skills. Taking effective mea-
sures to mobilize positive psychological resources and
providing safer practice environments to avoid occupa-
tional exposure are also essential for the improvement of
the hospice care self-efficacy of nurses and physicians to
effectively deal with death or dying when fighting against
the COVID-19 pandemic.

Abbreviations
COVID-19: Coronavirus disease 2019; CI: Confidence interval; SARS: Severe
acute respiratory syndrome; MERS: Middle East respiratory syndrome;
WHO: World Health Organization; NHS: National Health Commission;
DMA: Disaster medical assistance; CVIs: Content validity indices; SC-DWS: Self-
competence in Death Work Scale; PAC: Positive Aspects of Caregiving;
SCSQ: Simplified Coping Style Questionnaire

Acknowledgements
We would like to extend our sincere appreciation to all the participates.

Authors’ contributions
ZZ: Design of the work; interpretation of data; have drafted the work and
substantively revised the article. ZL: The conception and design of the study;
analysis and interpretation of data; drafted the article. YZ: Acquisition of data;
revised it critically for important intellectual content. WC: The conception
and design of the study; revised it critically for important intellectual content.
JL: Analysis and interpretation of data; revised it critically for important
intellectual content. JP: Acquisition of data; revised it critically for important
intellectual content. YJ: Acquisition of data; revised it critically for important
intellectual content. JT: The conception and design of the study; acquisition
of data; revised it critically for important intellectual content. The author(s)
read and approved the final manuscript.

Funding
The authors report no external funding source for this study.

Availability of data and materials
All datasets during and/or analysed during this study are available from the
corresponding author on reasonable request.

Ethics approval and consent to participate
Institutional review board approval was obtained from the Ethics Committee
of Guizhou medical University (ID#: 2020106).

Consent for publication
This manuscript does not contain any specific individual’s data.

Competing interests
The authors declare that they have no competing interests.

Zheng et al. BMC Palliative Care          (2020) 19:188 Page 10 of 12



Author details
1Guizhou Minzu University, Huaxi, Guiyang, China. 2School of Nursing,
Guizhou Medical University, Guiyang, China. 3School of Foreign Languages,
Chongqing Medical University, Chongqing, China. 4Department of Social
Work, The Chinese University of Hong Kong, Shatin, Hong Kong, SAR, China.
5School of Nursing, Chongqing Three Gorges Medical College, Tianxing
Road, Chongqing, China. 6Nursing Department, Guizhou Provincial People’s
Hospital, Guiyang, China. 7School of Nursing, Chongqing Medical University,
1#, Medical College Road, Chongqing 400016, China.

Received: 25 June 2020 Accepted: 2 December 2020

References
1. Haeck G, Ancion A, Marechal P, Oury C, Lancellotti P. COVID-19

andcardiovascular diseases. Rev Med Liege. 2020;75(4):226–32.
2. Palacios Cruz M, Santos E, Velázquez Cervantes MA, León Juárez M. COVID-

19, a worldwide public health emergency. Rev Clin Esp. 2020;20:S0014-
2565(20)30092-8.

3. Shereen MA, Khan S, Kazmi A, Bashir N, Siddique R. COVID-19 infection:
origin, transmission, and characteristics of human coronaviruses. J Adv Res.
2020;24:91–8.

4. Bulut C, Kato Y. Epidemiology of COVID-19. Turk J Med Sci. 2020;50(SI-1):
563–70.

5. World Health Organization. Coronavirus disease (COVID–2019) situation
reports. 2020. (https://www.who.int/emergencies/diseases/novel-
coronavirus-2019/situation-reports). Accessed 21 June 2020.

6. Wang D, Hu B, Hu C, Zhu F, Liu X, Zhang J, Wang B, Xiang H, Cheng Z,
Xiong Y, Zhao Y, Li Y, Wang X, Peng Z. Clinical characteristics of 138
hospitalized patients with 2019 novel coronavirus-infected pneumonia in
Wuhan, China. JAMA. 2020;323(11):1061–9.

7. COVID-19 Surveillance Group. Characteristics of COVID-19 patients dying in
Italy. Report based on available data on March 26th, 2020. https://www.
epicentro.iss.it/coronavirus/bollettino/ReportCOVID-2019_26_marzo_eng.
pdf. Accessed 1 May 2020.

8. Miao S, Luo X, Wang Z, Lyu JX, Liu X, Li CC, Jia Z, Tang JH, Xiang MF.
Analysis of psychological status and influencing factors of COVID-19
patients in the intensive care unit. J Xuzhou Med Univ. 2020;40(8):612–6.

9. Ting R, Edmonds P, Higginson IJ, Sleeman KE. Palliative care for patients
with severe covid-19. BMJ. 2020;370:m2710.

10. Davis MP, Gutgsell T, Gamier P. What is the difference between palliative
care and hospice care? Cleve Clin J Med. 2015;82(9):569–71.

11. Plumb JD, Ogle KS. Hospice care. Prim Care. 1992;19(4):807–20 PMID:
1465489.

12. Roth AR, Canedo AR. Introduction to hospice and palliative care. Prim Care.
2019;46(3):287–302.

13. Odejide OO. A policy prescription for hospice care. JAMA. 2016;315(3):257–8.
14. Viswanath V. Hospice-where peace and turmoil coexist. J Pain Palliat Care

Pharmacother. 2016;30(1):53–4.
15. While A. Quality of death and end-of-life care. Br J Community Nurs. 2016;

21(1):58.
16. Claxton-Oldfield S. NHospice palliative care volunteers: the benefits for

patients, family caregivers, and the volunteers. Palliat Support Care. 2015;
13(3):809–13.

17. Zhang Y, Han Z, Lu Q, Jin L, Sun X, Bi J, Wang L, Zhang L, Liu X. Home
hospice care services model for advanced cncer patients and effect
evaluation. Chin Gen Pract. 2014;31:3773–6.

18. Huang JZ, Han MF, Luo TD, Ren AK, Zhou XP. Mental health survey of 230
medical staff in a tertiary infectious disease hospital for COVID-19.
Zhonghua Lao Dong Wei Sheng Zhi Ye Bing Za Zhi. 2020;38(0):E001.

19. Mo Y, Deng L, Zhang L, Lang Q, Liao C, Wang N, Qin M, Huang H. Work
stress among Chinese nurses to support Wuhan in fighting against COVID-
19 epidemic. J Nurs Manag. 2020;28(5):1002–9.

20. Kouassi DP, Ekra KD, Angbo-Effi O, Kouakou AÉ, Bliabo GM, Yéo NS, Coulibaly
D, Dagnan NC. Preparation of healthcare workers against the threat of Ebola
virus disease in Ivory Coast. Sante Publique. 2016;28(1):113–22.

21. Mohammadi M, Mazloumi A, Kazemi Z, Zeraati H. Evaluation of mental
workload among ICU ward’s nurses. Health Promot Perspect. 2016;5(4):280–7.

22. Rubio S, Díaz E, Martín J, Puente JM. Evaluation of subjective mental
workload: a comparison of swat, nasa-tlx, and workload profile methods. AP:
IR. 2004;53(1):61–86.

23. Oh N, Hong N, Ryu DH, Bae SG, Kam S, Kim KY. Exploring nursing intention,
stress, and professionalism in response to infectious disease emergencies:
the experience of local public hospital nurses during the 2015 MERS
outbreak in South Korea. Asian Nurs Res (Korean Soc Nurs Sci). 2017;11(3):
230–6.

24. Keck VE, Walther LS. Nurse encounters with dying and nondying patients.
Nurs Res. 1977;26(6):465–9.

25. Chang LJ, Cheng ML, Wang HC. A study to death coping self-efficacy scale
for hospice nurse in Taiwan. Taiwan J Hosp Palliat Care. 2006;11(1):1–13.

26. Marshall B, Clark J, Sheward K, Allan S. Staff perceptions of end-of-life care in
aged residential care: a New Zealand perspective. J Palliat Med. 2011;14(6):
688–95.

27. McLeod-Sordjan R. Death preparedness: a concept analysis. J Adv Nurs.
2014;70(5):1008–19.

28. Chang WP. How social support affects the ability of clinical nursing
personnel to cope with death. Appl Nurs Res. 2018;44:25–32.

29. Erdfelder E, Faul F, Buchner A. GPOWER: a general power analysis program.
Behav Res Methods Instrum Comput. 1996;28:1–11.

30. Faul F, Erdfelder E, Lang AG, Buchner A. G*power 3: a flexible statistical
power analysis program for the social, behavioral, and biomedical sciences.
Behav Res Methods. 2007;39:175–91.

31. Forster E, Hafiz A. Paediatric death and dying: exploring coping strategies of
health professionals and perceptions of support provision. Int J Palliat Nurs.
2015;21(6):294–301.

32. Zheng R, Lee SF, Bloomer MJ. How nurses cope with patient death: a
systematic review and qualitative meta-synthesis. J Clin Nurs. 2018;27(1–2):
e39–49.

33. Robbins RA. Death competency: a study of hospice volunteers. Death Stud.
1992;16(6):557–69.

34. Chan WC, Tin AF, Wong KL. Coping with existential and emotional
challenges: development and validation of the self-competence in death
work scale. J Pain Symptom Manag. 2015;50(1):99–107.

35. Cheung J, Au D, Chan W, Chan J, Ng K, Woo J. Self-competence in death
work among health and social care workers: a region-wide survey in Hong
Kong. BMC Palliat Care. 2018;17(1):65.

36. Chan WC, Tin AF, Wong KL. Effectiveness of an experiential workshop for
enhancing helping professionals’ self-competence in death work in Hong
Kong: a randomised controlled trial. Health Soc Care Community. 2017;
25(3):1070–9.

37. Tarlow BJ. Positive Aspects of Caregiving: Contributions of the REACH
project to the development of new measures for Alzheimer’s caregiving.
Res Aging. 2004;26(4):429–53.

38. Luo J, Lin H, Huang X, He P, Liao Z, Wan Y. Correlation study on main
caregivers’ care-giving burden and positive experience for the patients with
spinal cord injury. J Nurses Training. 2016;31(24):2216–8.

39. Zeng C, Lu Y, Ma S, Zhang R. Research progress on positive aspects of
primary caregivers of patients with malignant tumors. Chin J Mod Nurs.
2019;25(18):2373–6.

40. Zang W, Jiang C. Study for the effects of community home visiting service
on the positive aspects of care-giving among community-dwelling family of
senile dementia patients. J Nurs Train. 2017;32(23):2115–8.

41. Zhang R, Li Z. Reliability and validity of Chinese version of positive aspects
of caregiving. Chin J Nurs. 2007;42(12):1068–71.

42. Xie Y. The reliability and validity test of the simplified coping style
questionnaire. Chin J Clin Psychol. 1998;6:114–5.

43. Folkman S, Lazarus R. Ways of coping questionnaire: research edition. Palo
Alto: Consulting Psychologists Press; 1988.

44. Kent B, Anderson NE, Owens RG. Nurses’ early experiences with patient
death: the results of an on-line survey of registered nurses in New Zealand.
Int J Nurs Stud. 2012;49(10):1255–65.

45. Han X, Zhang M. Thoughts on traditional Chinese philosophy of life and
hospice care. Med Philos. 2019;40(7):37–9.

46. Chan WC, Tin AF. Beyond knowledge and skills: self-competence in
working with death, dying, and bereavement. Death Stud. 2012;36(10):
899–913.

47. Desbien J, Fillion L. Development of the palliative care nursing self-
competence scale. J Hosp Palliat Nurs. 2012;13:230–41.

48. Chen S, Li HL, Liu L, Zhou K. The comparison in awareness and attitude of
hospice care among medical staff in different levels of hospital. Chin J Pract
Nurs. 2016;32(6):429–34.

Zheng et al. BMC Palliative Care          (2020) 19:188 Page 11 of 12

https://www.who.int/emergencies/diseases/novel-coronavirus-2019/situation-reports
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/situation-reports
https://www.epicentro.iss.it/coronavirus/bollettino/ReportCOVID-2019_26_marzo_eng.pdf
https://www.epicentro.iss.it/coronavirus/bollettino/ReportCOVID-2019_26_marzo_eng.pdf
https://www.epicentro.iss.it/coronavirus/bollettino/ReportCOVID-2019_26_marzo_eng.pdf


49. Pan SQ, Luo MQ, Xie JZ, Sun LJ, Li YM, Li XF. Knowledge and attitude
toward palliative care among nurses in Qinghai province. J Nurs Sci. 2020;
35(9):78–80.

50. Shi H, Shan B, Zheng J, Peng W, Zhang Y, Zhou X, Miao X, Hu X. Knowledge
and attitudes toward end-of-life care among community health care
providers and its influencing factors in China: A cross-sectional study.
Medicine (Baltimore). 2019;98(45):e17683. https://doi.org/10.1097/MD.
0000000000017683 PMID: 31702621; PMCID: PMC6855584.

51. Zheng YL, Zheng YP. Analysis on the current situation and influencing
factors of hospice care knowledge of medical staff in secondary hospitals.
Today Nurse. 2009;7:69–71. https://doi.org/10.3969/j.issn.1006-6411-B.2009.
07.046.

52. Ma XC, Yu J, Li RD, Fu LY. Investigation on cognitive attitude and
educational needs of nurses in intensive care unit toward hospice care
nursing. Clin Res. 2020;28(4):17–9.

53. Ge N, Qu X, Ning XH, Liu XH. Needs of continuing education on hospice
and palliative care in China:a questionnaire-based survey. Zhongguo Yi Xue
Ke Xue Yuan Xue Bao. 2018;40(3):390–4.

54. Zhou JQ, Yang WY, Shi YX. Status of human resources in the hospice gare
department of gommunity hospice gare pilot settings in Shanghai. Chin
Gen Pract. 2015;22:2648–50.

55. Xie Y, Zhu H. Predicament and outlet of hospice care localization. Chin Med
Ethics. 2014;27(3):367–8.

56. Payne SA, Dean SJ, Kalus C. A comparative study of death anxiety in
hospice and emergency nurses. J Adv Nurs. 1998;28(4):700–6.

57. Ding Y, Yang Y, Yang X, Zhang T, Qiu X, He X, Wang W, Wang L, Sui H. The
mediating role of coping style in the relationship between psychological
capital and burnout among Chinese nurses. PLoS One. 2015;10(4):e0122128.

58. Sabine BK. Burnout for experts: prevention in the context of living and
working. New York: Springer; 2013.

59. Given CW, Given B, Stommel M, Collins C, King S, Franklin S. The caregiver
reaction assessment (CRA) for caregivers to persons with chronic physical
and mental impairments. Res Nurs Health. 1992;15(4):271–83.

60. Motenko AK. The frustrations, gratifications, and well-being of dementia
caregivers. Gerontologist. 1989;29(2):166–72.

61. Health Commission Of Henan Province. Specific rules of Henan Province on
the protection of the rights and interests of medical personnel fighting the
coronavirus in the frontline. 2020.

62. King PA, Thomas SP. Phenomenological study of ICU nurses’ experiences
caring for dying patients. West J Nurs Res. 2013;35(10):1292–308.

63. National Health Commission Of The People's Republic Of China. Notification
of the Leading Group of the CPC Central Committee for Novel Coronavirus
Prevention and Control on the full implementation of a number of
measures to further care for and protect medical personnel. 2020.

64. Amer H, Alqahtani AS, Alaklobi F, Altayeb J, Memish ZA. Healthcare worker
exposure to Middle East respiratory syndrome coronavirus (MERS-CoV):
revision of screening strategies urgently needed. Int J Infect Dis. 2018;71:
113–6.

65. Sun ZX, Yang Q, Zhao L. Mental health sataus and influencing factors of
medical staff after blood-borne occupational exposure. Zhonghua Lao
Dong Wei Sheng Zhi Ye Bing Za Zhi. 2019;37(11):835–9.

66. Fu Q, Zhang XY, Li SW. Strategies for risk management of medical staff's
occupational exposure to COVID-19. Chin J Nosocomiol. 2020;30(6):801–5.

67. Raphael K. Recall bias: a proposal for assessment and control. Int J
Epidemiol. 1987;16(2):167–70.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Zheng et al. BMC Palliative Care          (2020) 19:188 Page 12 of 12

https://doi.org/10.1097/MD.0000000000017683
https://doi.org/10.1097/MD.0000000000017683
https://doi.org/10.3969/j.issn.1006-6411-B.2009.07.046
https://doi.org/10.3969/j.issn.1006-6411-B.2009.07.046

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Study design and setting
	Data collection
	E-questionnaire setting
	E-questionnaire distribution

	Measures
	Hospice care self-efficacy scale
	Self-competence in death work scale (SC-DWS)
	Positive aspects of caregiving (PAC)
	Simplified coping style questionnaire (SCSQ)
	Statistical analyses


	Results
	Socio-demographic characteristics
	Self-competence in death work, coping strategy, positive aspects of caregiving and hospice care self-efficacy
	Predicting the level of hospice care self-efficacy among medical staff fighting against COVID-19

	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

