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Regular Article

The diagnosis of cancer is often an important psychological 
and emotional challenge, both for the person experiencing 
the disease and for family members (Möllerberg et al., 2019; 
Northouse et al., 2012). The adaptation of the family to the 
reality imposed by the disease and the demands of care can 
cause an imbalance in the dynamics and functioning of the 
family system (McLeod et al., 2010; West et al., 2015).

The literature indicates that oncological disease is often a 
“family affair” (Konradsen et al., 2021; Wright, 2017). 
Because of this and due to the interdependence that exists 
between family members, the effectiveness of cancer care is 
believed to increase when the focus of care includes the fam-
ily unit (Çol & Kılıç, 2019; Faarup et al., 2019; Holst-
Hansson et al., 2017; Lewis et al., 2019, Wright, 2017; 
Wright & Bell, 2009, 2021). In fact, a systematic review of 
family interventions, carried out by Chesla (2010), con-
cluded that interventions aimed at the family members living 
with a complex disease, such as cancer, positively influened 
the physical and psychological health of both the patient and 
his or her family.

Based on the increasing evidence in the literature about 
the positive outcomes of involving families in health care 
services, several Family Nursing (FN) knowledge translation 
projects have been globally initiated with promising results 
(Kläusler-Troxler et al., 2019; Naef, Kaeppeli et al., 2020; 
Svavarsdottir et al., 2015; Zimansky et al., 2018). Family 
nursing was implemented in Iceland at institutional level, as 
a part of the Landspitali University Hospital Family Nursing 
Implementation Project (Svavarsdottir et al., 2015). However, 
the complex process of implementing and sustaining family 
nursing in health care setting continues to be a challenge 
(Duhamel, 2010; Duhamel et al., 2015). In health services, 
an individual approach centered on the patient and his or her 
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pathology still prevails (Duhamel, 2010). This may be due, 
among other reasons, to the lack of nursing education in fam-
ily-oriented care models as well as the attitudes and beliefs 
of professionals about including the family in nursing care 
(Duhamel, 2017; Svavarsdottir et al., 2015).

According to clinicians and leaders (Wright & Bell, 2009, 
2021; Wright & Leahey, 2013) who conceptualized the influ-
ence of beliefs in their theoretical models, positive beliefs or 
attitudes held by nurses about including the family in nursing 
care are prerequisite for creating a nurse–family therapeutic 
relationship that leads to healing and to a reduction in suffer-
ing caused by the disease. In fact, if family members experi-
ence a meaningful and quality relationship with health care 
professionals, they are less likely to develop feelings of 
abandonment, loneliness, vulnerability, and uncertainty in 
their roles as caregivers, favoring the functioning and well-
being of the family and, ultimately, the health of the patient 
(Wright & Bell, 2009, 2021). In addition, the attitudes and 
beliefs of nurses are key factors in involving families in nurs-
ing care. Nurses who see the family as the unit of care and 
have positive attitudes toward family members are more 
likely to include family members in care. In contrast, nurses 
who perceive the family as a threat to their knowledge and 
professionalism and do not recognize the importance of fam-
ily in the recovery of the patient often show little interest in 
involving families in nursing care (Benzein et al., 2008; 
Sveinbjarnardottir et al., 2011).

Similarly, the evidence indicates that there are several fac-
tors in the context of clinical practice that can increase or 
limit family nursing care such as the lack of professional 
autonomy and organizational support as well as the lack of 
time (Hoplock et al., 2019; Naef, Kaeppeli, et al., 2020). 
These factors influence the quality of clinical practice and 
can lead nursing professionals to focus exclusively on the 
patient, despite recognizing the benefits of using a family 
approach in their care (Weimand et al., 2013; Wong, 2014).

These findings suggest that the attitudes and beliefs of 
health care professionals, as well as factors within the con-
text of the process of implementing knowledge of family 
nursing in clinical practice. In addition, evidence indicates 
that these variables are related to each other; that is, having a 
delilberate and clearly defined approach to the care of fami-
lies in the workplace predicts more positive attitudes of 
nurses towards including the family in daily care (Alfaro-
Díaz et al., 2020; Hagedoorn et al., 2021; Østergaard et al., 
2020).

Experts in the field of family nursing (Duhamel, 2010; 
Leahey & Svavarsdottir, 2009) note that as part of the strat-
egy of implementing family nursing knowledge, it is impor-
tant to first define the context of clinical practice that allows 
for the identification of barriers and facilitators in each care 
environment that affect the implementation of knowledge. 
To our knowledge, no studies have investigated these aspects 
in the context of oncology care. Furthermore, research 
exploring the relationship between nurses’ attitudes and 

beliefs and contextual factors is limited. Therefore, as part of 
the strategy of implementing family nursing in the field of 
oncology at a university hospital in Spain, in this study, we 
proposed the following objectives:

1. to understand the attitudes and beliefs of nursing pro-
fessionals toward the importance of including the 
family in nursing care in oncology;

2. to identify the barriers and facilitators present in the 
context of clinical practice for the implementation of 
family nursing in the context of oncology; and

3. to explore the relationship between beliefs of nurses 
and the barriers that contrain or facilitate the practice 
of nursing in oncology care.

Method

Design and Setting

A cross-sectional survey approach was used adhering to the 
Strengthening the Reporting of Observational Studies in 
Epidemiology (STROBE) guidelines addressing articles 
reporting cross-sectional studies (von Elm et al., 2014; see 
Supplementary File 1). Also, a qualitative analysis of 
responses provided to the open-ended questions of the 
Iceland Health Care Practitioner Illness Beliefs Questionnaire 
(ICE-HCP-IBQ) was used to complement the analysis of the 
quantitative data.

The study was conducted in the oncology department 
(including hospitalization ward, day hospital, consultation, 
and palliative care service) of a hospital in northern Spain: 
Clinica Universidad de Navarra.

Sample

The selection of participants was performed through conve-
nience sampling, i.e., all nursing professionals who were part 
of the oncology staff of the hospital (n = 46) and who met 
the following inclusion criteria: (a) working at the time of the 
study, (b) fluent in the Spanish language, (c) in contact with 
families in their daily clinical practice, and (iv) working in 
the unit for a minimum of 1 year.

Measures

Families’ Importance in Nursing Care–Nurses’ Attitudes scale 
(FINC-NA). The FINC-NA measures the attitudes of nurses 
regarding the importance of including the family in nursing 
care (Saveman et al., 2011). It has been validated in different 
health care settings, and it is the only measure based on Fam-
ily Systems Nursing theory that measures nurses’ attitudes 
toward families in nursing care from a generic nursing per-
spective (Alfaro-Díaz et al., 2019). This scale includes a total 
of 26 items grouped into four subscales: “Family as a 
Resource in Nursing Care (Fam-RNC)” (10 items), “Family 
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as a Conversational Partner (Fam-CP)” (eight items), “Fam-
ily as a Burden (Fam-B)” (four items), and “Family as Its 
Own Resource (Fam-OR)” (four items). All items were 
assessed using a Likert-type scale, with 5 response options, 
ranging from 1 = strongly disagree to 5 = strongly agree. 
The Fam-B subscale scores are scored inversely. A higher 
score on the questionnaire indicates a more positive attitude 
of the nurse toward the importance of including the family in 
nursing care (Saveman et al., 2011).

For this study, a version of the FINC-NA questionnaire 
translated into the Spanish context was used (Pascual 
Fernández et al., 2015), after validation by the authors of this 
study in a sample of 263 nursing professionals. Cronbach’s 
alpha for the total scale was .90, and for the subscales, 
Cronbach’s alpha was .84 (Fam-RNC), .77 (Fam-CP), .64 
(Fam-B), and .74 (Fam-OR).

Iceland Health Care Practitioner Illness Beliefs Questionnaire 
(ICE-HCP-IBQ). The ICE-HCP-IBQ, originally developed 
by Svavarsdottir, Looman, et al. (2018) and later modified 
by Alfaro-Díaz et al. (2020), evaluates the beliefs of health 
professionals about their understanding of the meaning that 
a disease has on a family. This questionnaire consists of one 
dimension (illness beliefs) and includes seven items and 
four open-ended questions: (a) What beliefs do you have 
about the health situation that your patients and their fami-
lies are dealing with that may influence your practice? (b) 
Do you have any beliefs about the health situation that may 
hinder your work with your patients and their families? (c) 
What core belief have you found helpful to rely on when 
dealing with your patients and their families? and (d) What 
do you believe the future holds for your patients and their 
families? All items were assessed using a Likert-type scale, 
with 5 response options, ranging from 1 = never to 5 = 
always. A higher score reflects greater confidence of the 
professional in his or her beliefs about understanding the 
meaning of the illness to the family (Alfaro-Díaz et al., 
2020).

The ICE-HCP-IBQ has been validated in the Spanish 
context, showing good psychometric properties. Cronbach’s 
alpha for the total questionnaire was .83 (Alfaro-Díaz et al., 
2020).

The Demand–Control–Support Questionnaire (DCSQ). The 
DCSQ consists of 17 items, grouped into four subscales: 
“Psychological Demands” (five items), “Control” (six 
items), “Social Support” (six items), and “Satisfaction at 
Work” (five items) (Alfaro-Díaz et al., 2021). The items are 
assessed using a Likert-type scale, with 4 response options, 
ranging from 1 = strongly disagree to 4 = strongly agree. 
The responses are scored inversely for Items 4, 9, and 22. 
Higher scores on the subscales indicate greater psychologi-
cal demands (range = 5–20), greater decision latitude (range 
= 6–24), greater social support at work (range = 6–24), and 
greater satisfaction at work (range = 5–20).

The Spanish version of the DCSQ used in this study 
showed adequate internal consistency for the following sub-
scales: Psychological Demands (Cronbach’s α = .76), 
Control (Cronbach’s α = .62), Social Support (Cronbach’s 
α = .87), and Satisfaction at Work (Cronbach’s α = .76) 
(Alfaro-Díaz et al., 2021).

Data Collection

Data were collected between January and February 2020. 
For access to the sample, a meeting was held with the super-
visor and the advanced clinical nurse of the oncology depart-
ment to explain the objective of the study and request their 
collaboration for the recruitment of the sample. Next, a brief 
introduction to the study was presented at the various oncol-
ogy services, where potential nurse participants were invited.

The nurses who voluntarily agreed to participate in the 
study signed an informed consent form, and the principal 
investigator personally distributed the Spanish versions of 
the FINC-NA, ICE-HCP-IBQ, and DCSQ in paper format, 
along with a sociodemographic questionnaire. Nurses indi-
vidually filled out the survey forms in the presence of the 
principal researcher, who collected them immediately as 
they were completed.

Ethical Considerations

The study was approved by the Clinical Research Ethics 
Committee (CREC) of the University of Navarra (Reference 
2018.086). Data were dissociated by numerical coding, pre-
venting people outside the study from identifying the partici-
pants. The objective and design of the study were explained 
to the participants orally and in writing, and all provided 
signed informed consent for their participation in the study.

Data Analysis

Quantitative data analysis. A descriptive analysis of all vari-
ables was performed, calculating measures of frequency for 
categorical variables and measures of dispersion and central 
tendency for continuous variables. Likewise, bivariate anal-
ysis was carried out, calculating the Spearman correlation 
coefficients for continuous variables. All analyses were 
conducted using IBM SPSS Version 25.0 (IBM Inc., 
Armonk, NY, USA). Listwise deletion was used to address 
missing values.

Qualitative data analysis. The data collected through the four 
open-ended questions of the ICE-HCP-IBQ questionnaire 
were analyzed using thematic analysis by Burnard (1991), a 
method for systematic classification of data into categories. 
The aim of this thematic analysis was to produce a detailed 
and systematic recording of the themes and issues addressed 
in the open-ended questions and to link them together under 
a reasonable category system. Briefly, first, the responses 
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were read in full to become familiar with the data set. Sub-
sequently, the responses were again read in full, and open 
coding was performed; that is, suggestions of categories 
were generated to identify units of meaning that responded 
to the objective of the analysis. The first and the last author 
coded independently all the free-text responses to assure 
trustworthiness and rigor (Lincoln & Guba, 1985). Subse-
quently, the categories were revised and reduced, grouping 
related categories and those with similar content under the 
same heading. Once the categories were obtained and com-
bined with the text extract that supported them, they were 
reviewed and discussed with two other researchers involved 
in the study. They verified that the categories worked in 
relation to the coded extract and the complete data set and 
discussed any differences until reaching a consensus on the 
coding. Finally, a thematic map was generated with the main 
topics formulated, and a formal and clear definition of each 
topic was provided, supported by text excerpts. In attempt-
ing to achieve credibility for this analysis conducted, verba-
tim transcripts of the responses were used to support the 

meanings and interpretations presented in the final results. 
Anonymous files were entered into NVivo Version 12, a 
qualitative data analysis software, to support data manage-
ment and analysis processes.

Results

Characteristics of the Sample

Of the 46 nursing professionals who met the inclusion crite-
ria, 39 participated in the study (Figure 1).

All participants were women, with a mean age of 40.2 
years (SD = 10.46). Regarding the workplace, 25 nurses 
worked in the hospital inpatient ward, six in the day hospital, 
four in consultation, and one on the palliative care team. Of 
the total number of participants, 25 nurses (64.1%) reported 
maintaining a family-oriented approach to care in their clini-
cal practice, although only five of them (2.1%) indicated 
having received education or mentoring in family nursing 
(Table 1).

Figure 1. Flowchart of elegible respondents.
Note. FINC-NC = Families’ Importance in Nursing Care–Nurses’ Attitudes scale; ICE-HCP-IBQ = Iceland Health Care Practitioner Illness Beliefs 
Questionnaire.
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Quantitative Results

Attitudes of nurses toward including the family in nursing care, 
the FINC-NA scale. In this study, the mean score was 103.67 
(SD = 10.61; theoretical range [TR] = 26–130), which indi-
cates a general attitude toward including the family in nurs-
ing care (Table 2).

Family as a Resource in Nursing Care (Fam-RNC.). The Fam-
RNC subscale, which considers the family as a resource in 
nursing care, refers to maintaining a positive attitude toward 
families and valuing their presence in nursing care. The 
mean Fam-RNC subscale score was 41.77 (SD = 4.69; TR 
= 10–50). The majority of nurses (97%) (strongly) agreed 
that it is important to spend time with the family. Likewise, 
the majority of nurses (95%) indicated that the presence of 
family members is important for the family members them-
selves; however, only 51% indicated that the presence of 
family members eases their workload.

Family as a Conversational Partner (Fam-CP). The subscale 
Fam-CP measures recognition of the importance of relating 

to members of a patient’s family and maintaining continuous 
communication with them. The mean Fam-CP subscale score 
was 31.46 (SD = 4.27; TR = 8–40). The majority of nurses 
(97%) (strongly) agreed that it is important to find out what 
family members a patient has, and 85% indicated that they 
invite family members to speak about changes in the patient’s 
situation. However, only half (51%) indicated that they ask 
the family to take part in discussions from the first moment in 
which the patient is under their care.

Family as a Burden (Fam-B). The Fam-B subscale mea-
sures the negative impact the presence of the family exerts on 
nurses and on their work. The mean score was 14.31 (SD = 
2.96; TR = 4–20). Sixty-seven percent of the nurses (totally) 
disagreed that the presence of family members causes them 
to hold themselves back in their work. Likewise, 64% dis-
agreed with the statements that the presence of family mem-
bers makes them feel that the family is checking up on them 
and that the presence of family members causes nurses stress.

Family as its Own Resource (Fam-OR). The Fam-OR sub-
scale measures the recognition by nurses that the family has 
its own resources to cope with the illness. The average sub-
scale score was 16.13 (SD = 1.76; TR = 4–20). The majority 
of the respondents (90%) indicated that they consider them-
selves a resource for the family to cope with the illness, and 
79% indicated that they encourage the family to use their 
own resources so that they have greater possibilities for cop-
ing on their own. However, only 69% of nurses ask how they 
can provide support to the family.

Beliefs of Nursing Professionals (ICE-HCP-IBQ). The mean score 
for the total sample was 25.00 (SD = 2.85; TR = 7–35), 
which indicates average confidence of the nursing profes-
sionals in their belief that they understand the meaning that 
the health situation, i.e., illness has for the family (Table 3). 
The majority of the nurses (84%) reported they believed they 
knew, (almost) always, the cause of the illness experienced 
by their patients and families. However, only half (55%) 
believed they knew who was suffering the most in the family 
due to the changes in family life caused by the illness. Like-
wise, 45% of the participants indicated that they believed 
they knew, (almost) always, the degree of control that their 
patients and families had over the illness, as well as the 
degree of control that the illness exerted on them.

Factors within the context of clinical practice, the DCSQ 
[Demand-Control-Support Questionnaire]

Psychological Demands. The Psychological Demands sub-
scale focuses on the psychological demands that the job 
imparts on a professional. The average subscale score was 
15.71 (SD = 2.41; TR = 5–20; Table 4). All nurses (strongly) 
agreed that they had to work very intensively. Likewise, the 

Table 1. Participants’ Demographic Characteristics.

Characteristics Respondents

Age, M (SD) 40.2 (10.5)
Highest level of education in nursing
 Diplomate, n (%) 23 (59.0)
 Graduate, n (%) 12 (30.8)
 Master degree, n (%) 4 (10.3)
Job training
 Specialization, n (%) 31 (79.5)
 Expert, n (%) 8 (20.5)
 Specialization and expert, n (%) 5 (2.1)
Workplace
 Hospitalization plant, n (%) 28 (71.8)
 Consultation room, n (%) 4 (10.3)
 Day hospital, n (%) 6 (15)
 Palliative, n (%) 1 (2.6)
Time since graduation as RN, M (SD) 18.03 (10.7)
Years working in the current service, M (SD) 10.95 (8.1)
Employment status
 Temporary staff, n (%) 8 (20.5)
 Permanent staff, n (%) 30 (76.9)
 Other, n (%) 1 (2.6)
Training in family nursing
 Yes, n (%) 5 (2.1)
Family-approacha

 Yes, n (%) 25 (64.1)
Had a seriously ill family memberb

 Yes, n (%) 24 (61.5)

Note. RN = registered nurse.
aIs there a general approach to the care of families at your place of work? 
bHas a member of your family ever been seriously ill?
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Table 3. Results for the Iceland Health Care Practitioner Illness Beliefs Questionnaire (n = 38).

(Strongly) 
disagreea

(Strongly) 
agreeb

Subscales and items n (%) n (%)

I believe that . . .  
. . . I know the cause of the health situation that my patients and their families are now dealing with 1 (2.6) 32 (84.2)
. . . I know how much control my patients and their families have over the health situation 2 (5.3) 17 (44.7)
. . . I know how much control the health situation has over my patients and their families 1 (2.6) 17 (44.7)
. . . I would know what the effect would be (if any) on the health situation, if my patients and their 

families would agree on treatments
2 (5.3) 22 (57.9)

. . . I know who is suffering the most (if any), among my patients and their families, because of the 
changes in their family life due to the health situation

2 (5.3) 21 (55.3)

. . . I know what has been the most useful thing health care professionals have offered to my patients 
and their families, to help them cope with their suffering regarding the health situation

1 (2.6) 20 (52.6)

. . . I know what has been the least useful thing health care professionals have offered to my patients 
and their families, to help them cope with their suffering regarding the health situation

4 (10.5) 14 (36.8)

aStrongly disagree concerns nurses’ responses of a 1 or 2. bStrongly agree concerns nurses’ responses of a 4 or 5.

Table 2. Results for the Families’ Importance in Nursing Care–Nurses’ Attitudes Questionnaire (n = 39).

(Strongly) 
disagreea

(Strongly) 
agreeb

Subscales and items n (%) n (%)

Family as a Resource in Nursing Care (Fam-RNC)
 3. A good relationship with family members gives me job satisfaction 0 (0.0) 35 (89.7)
 4. Family members should be invited to take an active part in the patient’s nursing care 0 (0.0) 37 (94.9)
 5. The presence of family members is important to me as a nurse 1 (2.6) 32 (82.1)
 7. The presence of family members gives me a feeling of security 3 (7.7) 24 (61.5)
10. The presence of family members eases my workload 5 (12.8) 20 (51.3)
11. Family members should take an active part in planning patient care 3 (5.1) 28 (71.8)
13. The presence of family members is important for the family members themselves 0 (0.0) 37 (94.9)
20. Getting involved with families gives me a feeling of being useful (0) 29 (74.4)
21. I gain a lot of worthwhile knowledge from families which I can use in my work (0) 31 (79.5)
22. It is important to spend time with families (0) 38 (97.4)

Family as a Conversational Partner (Fam-CP)
 1. It is important to find out what family members a patient has 1 (2.6) 38 (97.4)
 6.  I ask family members to take part in discussions from the very first contact when a patient comes 

into my care
8 (20.5) 20 (51.3)

 9. Discussion with family members during first care contact saves time in my future work 3 (7.7) 25 (64.1)
12. I always find out what family members a patient has 1 (2.6) 29 (74.4)
14. I invite family members to have a conversation at the end of the care period 4 (10.3) 25 (64.1)
15. I invite family members to actively take part in the patient’s care 2 (5.1) 29 (74.4)
19. I invite family members to speak about changes in the patient’s condition (5) 33 (84.6)
24. I invite family members to speak when planning care (10) 26 (66.7)

Family as a Burden (Fam-B)c  
 2. The presence of family members holds me back in my work 26 (66.7) 3 (7.7)
 8. I do not have time to take care of families 18 (46.2) 13 (33.3)
23. The presence of family members makes me feel that they are checking up on me 25 (64.1) (18)
26. The presence of family members makes me feel stressed 25 (64.1) (18)

Family as Its Own Resource (Fam-OR)  
16. I ask families how I can support them 2 (5.1) 27 (69.2)
17.  I encourage families to use their own resources so that they have the optimal possibilities to cope 

with situations by themselves
1 (2.6) (79.5)

18. I consider family members as cooperating partners 0 (0.0) (82.1)
25. I see myself as a resource for families so that they can cope as well as possible with their situation (0) 35 (89.7)

aStrongly disagree concerns nurses’ responses of a 1 or 2. bStrongly agree concerns nurses’ responses of a 4 or 5. cSubscale was reversed.
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majority indicated that they had to work very fast (92%) and 
that their work required too much effort (79%).

Control over Work. The Control or Decision Latitude 
subscale assesses the opportunities and/or resources that an 
organization provides to a professional to make decisions 
regarding the performance of their work. The mean score was 
18.46 (SD = 1.92; TR = 6–24; Table 4). Regarding the use of 
skills, the majority of nurses (97%) (strongly) agreed that they 
have the possibility of learning new things through their work 
and that their work required a high level of skill or expertise. 
Regarding decision-making autonomy, although the majority 
of respondents (78%) indicated that they can decide how they 
do their work, only half (49%) were (completely) in agree-
ment that they can decide what they do at work.

Social Support at Work. The Support subscale measures 
the social atmosphere in the workplace, that is, relation-
ships with colleagues and superiors. The average subscale 
score was 18.72 (SD = 2.17; TR = 6–24; Table 4). All 
nurses (strongly) agreed that they get along well with their 

colleagues. In addition, the majority (strongly) agreed that 
the relationship with their superiors is good (94%).

Satisfaction at Work. The mean subscale score was 15.11 
(SD = 2.47; TR = 5–20; Table 4). Seventy-eight percent of 
the participants indicated being satisfied with their current 
job, although only 65% would encourage a friend to apply 
for a job in their unit.

Correlation Coefficients. The correlation between beliefs 
(evaluated with the ICE-HCP-IBQ) and attitudes (evaluated 
with the FINC-NA) was positive and moderate (r = 0.46,  
p < .01). With greater confidence in nurses’ understanding 
of the meaning that the disease has for the family, the attitude 
of nurses toward including the family in clinical practice was 
more positive.

Likewise, positive and moderate correlations were found 
between the beliefs of the professionals (evaluated with the 
ICE-HCP-IBQ) and the Control (r = .41, p < .05), Support 
(r = .45, p < .01), and Satisfaction at Work (r = 0.38, p < 
.05) subscales of the DCSQ. Therefore, greater confidence of 

Table 4. Results for the Demand–Control–Support Questionnaire.

(Strongly) disagreea (Strongly) agreeb

Subscales and items n (%) n (%)

Psychological Demands (n = 38)
 1. I have to work very fast 3 (7.9) 35 (92.1)
 2. I have to work very intensively 0 (0.0) 38 (100.0)
 3. My work requires too much effort 8 (21.1) 30 (78.9)
 4. I have enough time to do everythingc 34 (89.5) 4 (10.5)
 5. My work often involves conflicting demands 16 (42.1) 22 (57.9)

Control–Decision latitude (n = 37)
 6. I have the possibility of learning new things through my work 1 (2.7) 36 (97.3)
 7. My work requires a high level of skill or expertise 1 (2.7) 36 (97.3)
 8. My work requires ingenuity and creativity 5 (13.5) 32 (86.5)
 9. I have to do the same thing over and over againc 33 (89.2) 4 (10.8)
10. I have a choice in deciding how I do my work 8 (21.6) 29 (78.4)
11. I have a choice in deciding what I do at work 19 (51.4) 18 (48.6)

Social Support at Work (n = 36)
12. There is a calm and pleasant atmosphere where I work 16 (44.4) 20 (55.6)
13. There is a good spirit of unity 3 (8.3) 33 (91.7)
14. My colleagues are there for me (support me) 1 (2.8) 35 (97.2)
15. People understand that I can have a bad day 4 (11.1) 32 (88.9)
16. I get on well with my superiors 2 (5.6) 34 (94.4)
17. I get on well with my colleagues 0 (0.0) 36 (100.0)

Satisfaction at Work (n = 37)
18. In general, I am very satisfied with my present job 8 (21.6) 29 (78.4)
19. I can deal with complicated situations when they arise 4 (10.8) 33 (89.2)
20. I would encourage a friend to apply for a job in my unit 13 (35.1) 24 (64.9)
21. I trust my supervisor 2 (5.6) 35 (97.2)
22. I often think about quitting the jobc 26 (70.3) 26 (29.7)

aStrongly disagree concerns nurses’ responses of a 1 or 2. bStrongly agree concerns nurses’ responses of a 3 or 4. cItems were reversed.
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Table 5. Correlations Between Nurse Demographic Variables and Instruments.

Instruments Age

Time since 
graduation 

as RN

Years working 
in the current 

service ICE-HCP-IBQa Demands Control Support Satisfaction

ICE-HCP-IBQa −.166 −.142 −.029  
Demands −.086 −.075 .355* −.044  
Control −.107 −.068 −.291 .412* −.283  
Support −.068 −.091 .032 .453** −.079 .284  
Satisfaction −.192 −.193 −.387* .382* −.345* .668** .346*  
FINC-NAb .135 .104 −.034 .455** −.060 .496** .539** .649**

Note. RN = registered nurse; ICE-HCP-IBQ = Iceland Health Care Practitioner Illness Beliefs Questionnaire; FINC-NC = Families’ Importance in 
Nursing Care–Nurses’ Attitudes scale.
aHigher scores indicate greater confidence of the nursing professional in their beliefs about the understanding of the meaning that the illness has for the 
family bHigher scores indicate more positive attitudes toward the importance of including the family in nursing care.
*p < .05. **p < .01.

nurses in their belief that they understood the meaning that 
the disease had for the family was correlated with a greater 
perception of control over their work, greater social support 
from colleagues and superiors, and greater job satisfaction 
(Table 5).

Similarly, the attitudes of professionals (evaluated with 
the FINC-NA) was positively and strongly correlated with 
the Control (r = .50, p < .01), Support (r = .54, p < .01), 
and Satisfaction at Work (r = .65, p < .01) subscales of the 
DCSQ. Therefore, the positive attitudes of nurses toward the 
importance of including the family in nursing care are cor-
related with a greater perception of control over their work, 
greater social support from colleagues and superiors, and 
greater job satisfaction. Significant correlations were not 
observed for the other variables (Table 3).

Qualitative Results

The analysis of the open-ended questions on the ICE-HCP-
IBQ resulted in three main categories: (a) cancer, a long and 
terminal disease; (b) the family, a central element of onco-
logical disease; and (c) barriers to implementing a family 
approach in oncology.

Cancer, a Long and Terminal Disease. The majority of oncol-
ogy nurses maintained a negative perspective of oncological 
diseases. They agree that it is a serious health problem that 
changes the life of the patient and his or her family. This is 
reflected in the following excerpt from a nurse:

The health problem that has been presented to them has changed 
their life and that of their family, and they begin a very hard 
period, which will influence their day to day. (Nurse 2)

In addition, nurses indicated that the patient can die in a 
short period of time or that, on the contrary, the illness can 
lead to a long and terminal illness, requiring long hospital 
admissions and frequent hospital visits. Thus, the diagnosis 

is associated with negative aspects such as suffering and 
death, as stated by a nurse:

Unfortunately, death will come to a high percentage, and the 
corresponding suffering will come to their relatives, along with 
the frustration of the wasted effort. For others, the death and 
absence of the loved one will put an end to suffering. Another 
percentage will survive with sequelae, with greater or lesser 
consequences in daily life and impacts on their environment. It 
will be a victory with a toll to pay. (Nurse 4)

Due to this negative perspective of the disease and its 
prognosis, some nurses indicated that their action was lim-
ited to focusing only on the present, responding to the needs 
of the current situation, and not thinking about establishing 
long-term objectives, as indicated by a nurse:

In many cases, time runs against them, and the important thing 
is to focus on the present since it is the only thing we are certain 
of. (Nurse 30)

The Family: Central Element of Oncological Disease. The nurses 
in this study considered oncological disease a “family affair” 
that affects not only the patient but also the rest of the family 
members. This was expressed by a nurse:

I keep in mind that the family participates in the disease process 
because when one member becomes ill, the whole family does 
so. (Nurse 20)

Therefore, to cope with the illness, nurses recognize that 
the family should be included in the care provided and that 
the adaptation of the patient and the family should be pro-
moted, with the nurse serving as a source of support in this 
process, as indicated by a nurse:

I think that the health problem is a turning point for the patient 
and his or her family. We need to reorganize their lives and 
their roles and provide much support; we nurses are there. The 
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health problem is a great unknown, despite being socially 
known. It produces much fear, insecurity, lack of knowledge; 
that is where the nurse has a fundamental role. It is a chronic 
disease to which the patient has to adapt together with his or 
her family. (Nurse 15)

Likewise, nurses reported that to provide quality care to 
patient and their families, two key aspects should not be lack-
ing: a relationship of trust and good communication between 
the professional and the family. In fact, the nurses indicated 
that a lack of communication generates distrust and false 
expectations and even hinders the establishment of therapeutic 
measures. In this sense, when a relationship of trust is estab-
lished, nurses believe that they obtain a greater understanding 
of the situation, their work is eased, and the presence of preju-
dice toward the family is avoided, as revealed by a nurse:

A good relationship opens the doors to discover the world of the 
patient and his or her family. When there is a relationship of trust, 
the patient and the family open up almost unconsciously and 
show the nurse how it has affected them and how they are living 
their disease process, what is most important for them, their 
experiences. Through a deep relationship, you come to understand 
the patient and his family, you understand the behaviors they 
have and avoid “negative” judgments about them. (Nurse 15)

However, the data revealed that the action of nurses with 
families is oriented toward a more practical and instrumental 
dimension of care, as reflected in the following quote from a 
nurse:

I believe that the basic pillar of the nurse-patient-family 
relationship should be communication and confirmation that the 
information about the treatment, care and medication that should 
be taken at home . . . has been understood. I always try to repeat 
explanations, give the option to ask questions and make sure that 
they have understood all the information that has been given to 
them. (Nurse 16)

In addition, some nurses considered that the attitude of the 
family toward the disease process and attempts to protect 
their sick relative can be obstacles to the care process. They 
argued that this attitude may be due to the lack of informa-
tion about the health process or the tension caused by the 
disease and the hospitalization situation. However, as shown 
in the following quote, nurses reported that this attitude of 
the family is an “extra” challenge in clinical practice:

I perceive situations of great stress that entail moments of 
anguish and maladjustment that, in turn, cause tension in the 
family context. This is an “extra” challenge in daily practice 
since it hinders the intervention or establishment of therapeutic 
measures. (Nurse 33)

Barriers to Developing a Family Approach in Oncology. This cat-
egory reflects how nurses recognize that not having the 

knowledge and skills necessary to work with families affects 
the quality of care, as reflected in the following quote:

The health problem raises questions in the patient and the family 
that often have no answer. These questions about vital things are 
posed, on numerous occasions, to nurses. I am often afraid of 
not knowing how to answer them or not knowing how to act, and 
that can make my work difficult. I think that the health problem 
requires that the nurse empathize with the patient and the family. 
That empathy, sometimes, causes me suffering, and this suffering 
can cause me not to cover conflictive or vital issues for the 
patient and the family. (Nurse 35)

In this sense, nurses believe that to provide adequate care, 
it is essential that professionals be educated in family nursing 
competence, that is, knowing how to gather the necessary 
knowledge, skills, and attitudes to be able to carry out the 
process of care for the family in a satisfactory way, as con-
firmed by a nurse:

. . . it is important to be a good professional, prepared in theory 
and practice when developing my work. Professional 
competence and empathy with the family . . . lead to greater 
trust. Family members should feel safe and that they are treated 
very well, professionally and as people. (Nurse 8)

Finally, nurses described some of the contextual factors 
that act as barriers to including families in their daily clinical 
practice. Specifically, the perception of a lack of time, due to 
the workload and the dynamics of the service, leads nurses to 
prioritize patient care. This results in an approach that does 
not address the needs of the family, although nurses recog-
nize its importance, as described by a nurse:

Family support is essential to cope with the disease. In the day 
hospital, we have a few hours with the patient, and it is difficult 
to delve into aspects of family care due to the dynamics of the 
service. (Nurse 9)

Discussion

This is the first study to map personal and contextual factors 
in relation to the implementation of a family nursing approach 
in oncology care. The results of this study provide new 
knowledge about the attitudes and beliefs of oncology nurses 
toward the importance of including the family in care, as 
well as the barriers and facilitators present within the context 
of clinical practice when implementing a family-oriented 
approach to care in oncology.

In general, the majority of oncology nurses reported hav-
ing a supportive attitude toward including the family in nurs-
ing care as well as a medium amount of confidence in their 
belief that they understand the meaning that the disease has 
for the family, a finding that is consistent with previous 
research among registered nurses in other nursing settings 
(Benzein et al., 2008; Gusdal et al., 2017; Luttik et al., 2017). 
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This is a relevant finding because as indicated by the evi-
dence (Duhamel et al., 2015; Wright & Bell, 2009, 2021), 
maintaining a supportive attitude toward the family is a pre-
requisite for inviting and involving them in nursing care. In 
addition, consistent with the finding reported by Alfaro-Díaz 
et al. (2020), the results reveal that the positive attitudes of 
nurses toward the importance of including the family in their 
clinical practice are positively correlated with greater confi-
dence of the professional in their belief that they understand 
the meaning that the disease has for the family. These results 
provide empirical support for the Illness Beliefs Model 
(Wright & Bell, 2009, 2021), which emphasizes the synergy 
between holding facilitating beliefs when working with fam-
ilies and a positive attitude toward including families in clin-
ical practice.

A notable finding of this study is that although oncology 
nurses recognize the importance of the family in the care of 
patients with cancer, attitudes toward inviting the family to par-
ticipate in care are less positive. Nurses are aware of the impact 
that the disease has on the family unit and the value of the infor-
mation that the family can provide for patient care. However, 
only half of the nurses reported asking families to participate in 
discussions regarding the patient and their satifaction with the 
care the patient received. These results support the findings in 
other studies (Caty et al., 2001; Gusdal et al., 2017; Luttik 
et al., 2017), confirming that although nurses support the inclu-
sion of families and recognize the importance of family in the 
health and recovery of patients, they do not effectively include 
families in their clinical practice.

Similarly, oncology nurses recognize that prior knowl-
edge of the values and beliefs of families is essential to be 
able to establish an effective therapeutic relationship and 
help the family during the disease process. As indicated by 
various experts in the field of family nursing (Duhamel & 
Dupuis, 2003; Wright & Bell, 2009, 2021), nurses believe 
that when a therapeutic relationship is established, the pro-
fessional achieves a greater understanding of the situation, 
which avoids certain prejudices toward the family. However, 
despite recognizing the benefits of this knowledge, only half 
of the nurses indicated that they believed they knew which 
family member was suffering the most due to the impact of 
the oncological disease, and less than half believed they 
knew the degree of control that the family had over the dis-
ease or the disease had over the family.

As indicated by the studies conducted by Broekema et al. 
(2018) and Hoplock et al. (2019), the discrepancy between 
the beliefs and positive attitudes of nurses toward the impor-
tance of including families in patient care and the current 
approach to the inclusion of families in clinical practice can 
be attributed, in part, to the lack of professional competence 
of nurses to use family nursing theory in their practice. Most 
nurses in this study indicated that they had not received edu-
cation in family nursing and did not have sufficient confi-
dence in their abilities to work with this approach, thus 
limiting their skills when interacting with families. 
Hallgrimsdottirr (2000) and Luttik et al. (2017) point out that 

despite recognizing family needs, if nurses do not have the 
competence to work with families, it is more difficult for 
them to initiate or establish a therapeutic relationship with 
family members. This is also supported by the International 
Family Nursing Association Position Statement on Graduate 
Family Nursing Education (2018) that upholds the impor-
tance of teaching theoretical knowledge and skills based on 
practice and evidence in family nursing educational pro-
grams, which are then developed clinically through super-
vised practice experiences (IFNA, 2013, 2015, 2017). In this 
way, nurses’ competence and confidence in effectively pro-
moting the health of families is nurtured. Therefore, these 
findings support the need to provide family nursing educa-
tion to oncology nurses, with the objective of acquiring the 
knowledge and skills necessary to carry out effective family 
nursing care (Caty et al., 2001; Gusdal et al., 2017; Luttik 
et al., 2017).

This study also identified negative beliefs and attitudes 
toward the family, which was a barrier to working with a 
family approach. Specifically, based on the quantitative data, 
only half of the nurses agreed that the presence of family 
members reduced their workload, and based on the qualita-
tive results, some nurses saw the family as a burden. These 
findings are consistent with the results of a study conducted 
by Benzein et al. (2004), who found that this view of the 
family as a burden is related to the idea that the professional 
is the expert and, therefore, knows what is best for the fam-
ily. However, as reported by other authors (Angelo et al., 
2014; Benzein et al., 2004; Feeley & Gottlieb, 2000), this 
view does not allow understanding the experience of illness 
and hinders the development of a collaborative nurse–family 
relationship.

In addition to the above and as evidenced by other studies 
carried out in the hospital context (Gusdal et al., 2017; 
Østergaard et al., 2020), this discrepancy could explain, in 
part, to the barriers present within the context of clinical 
practice in oncology. Evidence confirms that due to onco-
logical disease severity and the complexity of treatments, 
oncology units are considered very stressful clinical environ-
ments for health professionals (Bakker et al., 2000). In this 
sense, the results of this study indicate that the majority of 
oncology nurses perceived that they were exposed to high 
psychological demands in their work. In keeping with other 
literature (Benzein et al., 2008; Saveman et al., 2011; Shajani 
& Snell, 2019; Wright & Leahey, 2013), nurses identified the 
lack of time and the dynamics of the service as barriers to 
providing adequate care to families. According to Benzein 
et al. (2008), when demands are high, nurses must prioritize 
their work tasks, and it is possible that they put the care of the 
patient and their pathology before the care of the family. 
Likewise, nurses may experience tension between their own 
values and the objectives set by the workplace (Hoplock 
et al., 2019; Sharp et al., 2018).

On the other hand, the results indicate nurses perceive 
that they have a moderate level of control over their work. 
Specifically, although professionals can decide how to do 
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their work, they cannot decide what they do. That is, they 
perceive low decision autonomy. These results are consis-
tent with the findings presented by Sigurdardottir et al. 
(2015) and Svavarsdottir, Sigurdardottir, et al. (2018), who 
point out that high demands and low decision autonomy are 
barriers to implementing the knowledge of family nursing in 
clinical practice in oncology (Sigurdardottir et al., 2015; 
Svavarsdottir, Sigurdardottir, et al., 2018). In addition, the 
results of this study highlight that the perception of greater 
control of nurses over their work is significantly related to 
more positive attitudes and beliefs toward including the 
family in care. Therefore, this finding should be taken into 
account when devising a strategy for the implementation of 
FN in clinical practice in oncology (Sigurdardottir et al., 
2015; Svavarsdottir, Sigurdardottir, et al., 2018).

Finally, with respect to social support at work and job sat-
isfaction, the majority of oncology nurses reported that the 
relationship with their colleagues and supervisors was good 
and that they were satisfied with their current work. In keep-
ing with the findings reported by Hori et al. (2020), the 
results in this study show that social support and job satisfac-
tion are significantly correlated with the beliefs and attitudes 
of nurses. Therefore, to promote more positive attitudes and 
beliefs, these factors should be strengthened (Naef, Kaeppeli, 
et al., 2020; Naef, Kläusler-Troxler, et al., 2020).

Limitations

The use of self-assessment instruments may generate a bias 
of social desirability and constitute a threat to the validity of 
the results (Krumpal, 2013). In addition, although the study 
was carried out with all the nursing professionals who were 
part of the oncology staff of the hospital and voluntarily 
wished to participate, the size of the study sample was small, 
which affected the statistical effect of the analyses per-
formed; therefore, the results should be interpreted with due 
caution.

Conclusion

This study provides new knowledge about the attitudes and 
beliefs of nursing professionals toward the importance of 
including families in care, as well as the barriers and facilitators 
present within the context of clinical practice in order to imple-
ment a family nursing approach in the field of oncology.

The findings of this study highlight that oncology nurses 
maintain positive attitudes and beliefs toward the impor-
tance of the family in the care of the patient and recognize 
the impact of diseases on the family unit. However, atti-
tudes toward inviting the family to participate in care are 
less positive. This is due to the lack of professional compe-
tence to work with a family approach to care as well as to 
the variables present within the context of clinical practice 
that act as barriers to implementing family focused care, 
such as lack of time and workload.

In addition, this study highlights how oncology nurses 
perceive that in their workplace, they are exposed to high 
psychological demands and that their level of autonomy in 
decision making is low, making it difficult to include fami-
lies in their clinical practice.

Implications for Research

The knowledge gained through this study can be used to 
inform the design of a family nursing education program 
adapted to the context of clinical practice that promotes the 
confidence and security of professionals to provide family-
oriented care and thus promotes more inclusive care for 
patients and their families. Indeed, evidence from research 
and clinical practice suggests that a combination of imple-
mentation strategies, such as education, learning opportuni-
ties, and mentoring supported by organizational structures, 
are essentials to implement family-oriented care in care set-
tings (Naef, Kaeppeli, et al., 2020; Naef, Kläusler-Troxler, 
et al., 2020).

It is essential for the knowledge gained herein to be used 
when designing and carrying out strategies that address and, 
if possible, reduce or eliminate the barriers that may hinder 
the implementation of family nursing knowledge in practice. 
Likewise, these findings should be taken into account when 
implementing strategies aimed at reinforcing the identified 
facilitators so that the implementation of knowledge is car-
ried out in a systematic and sustainable manner across time.

Acknowledgments

The authors express their gratitude to all the professionals who gen-
erously and selflessly contributed to this study and to the Friends of 
University of Navarra. Inc (Asociación de Amigos de la Universidad 
de Navarra), and Santander Bank (Banco Santander).

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article.

Funding

The author(s) disclosed receipt of the following financial support 
for the research, authorship, and/or publication of this article: This 
study was supported by University of Navarra Research Plan (Plan 
de Investigación Universidad de Navarra PIUNA (Grant Number 
2018/03).

ORCID iDs

Cristina Alfaro-Díaz  https://orcid.org/0000-0002-3535-9043

Nuria Esandi  https://orcid.org/0000-0002-7919-5976

Navidad Canga-Armayor  https://orcid.org/0000-0001-7613-576X

Miren Idoia Pardavila-Belio  https://orcid.org/0000-0003-1879- 
2723
María Pueyo-Garrigues  https://orcid.org/0000-0001-5238-0082

Ana Canga-Armayor  https://orcid.org/0000-0003-3747-8537

https://orcid.org/0000-0002-3535-9043
https://orcid.org/0000-0002-7919-5976
https://orcid.org/0000-0001-7613-576X
https://orcid.org/0000-0003-1879-2723
https://orcid.org/0000-0003-1879-2723
https://orcid.org/0000-0001-5238-0082
https://orcid.org/0000-0003-3747-8537


288 Journal of Family Nursing 28(3)

Supplemental Material

Supplemental material for this article is available online.

References

Alfaro-Díaz, C., Esandi, N., Canga-Armayor, N., Pardavila-Belio, 
M. I., Pueyo-Garrigues, M., Gutiérrez-Alemán, T., & Canga-
Armayor, A. (2020). Cross-cultural adaptation and psychometric 
testing of the Spanish version of Iceland Health Care Practitioner 
Illness Beliefs Questionnaire. Journal of Family Nursing, 26(3), 
240–253. https://doi.org/10.1177/1074840720933919

Alfaro-Díaz, C., Esandi, N., Pueyo-Garrigues, M., Pardavila-Belio, 
M. I., Canga-Armayor, N., & Canga-Armayor, A. (2021). 
Translation and psychometric validation of the Spanish version 
of the Demand-Control-Support Questionnaire (DCSQ) for 
nursing professionals. Journal of Nursing Management, 29(5), 
1130–1140. https://doi.org/10.1111/jonm.13251

Alfaro-Díaz, C., Esandi Larramendi, N., Gutiérrez-Alemán, T., & 
Canga-Armayor, A. (2019). Systematic review of measurement 
properties of instruments assessing nurses’ attitudes towards 
the importance of involving families in their clinical practice. 
Journal of Advanced Nursing, 75(11), 2299–2312. https://doi.
org/10.1111/jan.14049

Angelo, M., Cruz, A. C., Mekitarian, F. F., Santos, C. C., Martinho, 
M. J., & Martins, M. M. (2014). Nurses’ attitudes regarding 
the importance of families in pediatric nursing care. Revista 
da Escola de Enfermagem da USP, 48, 74–79. https://doi.
org/10.1590/S0080-623420140000600011

Bakker, A. B., Killmer, C. H., Siegrist, J., & Schaufeli, W. B. 
(2000). Effort-reward imbalance and burnout among nurses. 
Journal of Advanced Nursing, 31(4), 884–891. https://doi.
org/10.1046/j.1365-2648.2000.01361.x

Benzein, E., Johansson, B., & Saveman, B. I. (2004). Families in 
home care—A resource or a burden? District nurses’ beliefs. 
Journal of Clinical Nursing, 13(7), 867–875. https://doi.
org/10.1111/j.1365-2702.2004.01024.x

Benzein, E., Johansson, P., Årestedt, K. F., & Saveman, B. I. (2008). 
Nurses’ attitudes about the importance of families in nursing 
care: A survey of Swedish nurses. Journal of Family Nursing, 
14(2), 162–180. https://doi.org/10.1177/1074840708317058

Broekema, S., Luttik, M. L. A., Steggerda, G. E., Paans, W., & 
Roodbol, P. F. (2018). Measuring change in nurses’ percep-
tions about family nursing competency following a 6-day 
educational intervention. Journal of Family Nursing, 24(4), 
508–537. https://doi.org/10.1177/1074840718812145

Burnard, P. (1991). A method of analysing interview transcripts in 
qualitative research. Nurse Education Today, 11(6), 461–466. 
https://doi.org/10.1016/0260-6917(91)90009-y

Caty, S., Larocque, S., & Koren, I. (2001). Family-centered care 
in Ontario general hospitals: The views of pediatric nurses. 
Canadian Journal of Nursing Leadership, 14(2), 10–18. 
https://doi.org/10.12927/cjnl.2001.19119

Chesla, C. A. (2010). Do family interventions improve health? 
Journal of Family Nursing, 16(4), 355–377. https://doi.org/10. 
1177/1074840710383145

Çol, B. K., & Kılıç, D. (2019). The effects of the training program 
and counseling program given to women who underwent a 
mastectomy and spouses. Journal of Cancer Education, 34(6), 
1074–1082. https://doi.org/10.1007/s13187-018-1410-0

Duhamel, F. (2010). Implementing family nursing: How do we 
translate knowledge into clinical practice? Part II: The evolu-
tion of 20 years of teaching, research, and practice to a Center 
of Excellence in Family Nursing. Journal of Family Nursing, 
16(1), 8–25. https://doi.org/10.1177/1074840709360208

Duhamel, F. (2017). Translating knowledge from a family systems 
approach to clinical practice: Insights from knowledge transla-
tion research experiences. Journal of Family Nursing, 23(4), 
461–487. https://doi.org/10.1177/1074840717739030

Duhamel, F., & Dupuis, F. (2003). Families in palliative care: 
Exploring family and health-care professionals’ beliefs. 
International Journal of Palliative Nursing, 9(3), 113–119. 
https://doi.org/10.12968/ijpn.2003.9.3.11481

Duhamel, F., Dupuis, F., Turcotte, A., Martinez, A. M., & 
Goudreau, J. (2015). Integrating the Illness Beliefs Model 
in clinical practice: A Family Systems Nursing Knowledge 
Utilization Model. Journal of Family Nursing, 21(2), 322–348. 
https://doi.org/10.1177/1074840715579404

Faarup, I., Lauridsen, J. T., Lütgen, K., Nørregaard, A., Poulsen, F. 
R., & Østergaard, B. (2019). Do family health conversations 
impact patients with glioblastoma multiforme and their family 
members? Journal of Clinical Nursing, 28(9–10), 1695–1707. 
https://doi.org/10.1111/jocn.14777

Feeley, N., & Gottlieb, L. N. (2000). Nursing approaches for working 
with family strengths and resources. Journal of Family Nursing, 
6(1), 9–24. https://doi.org/10.1177/107484070000600102

Gusdal, A. K., Josefsson, K., Adolfsson, E. T., & Martin, L. (2017). 
Nurses’ attitudes toward family importance in heart failure 
care. European Journal of Cardiovascular Nursing, 16(3), 
256–266. https://doi.org/10.1177/1474515116687178

Hagedoorn, E. I., Paans, W., Jaarsma, T., Keers, J. C., van der 
Schans, C. P., & Luttik, M. (2021). The importance of fami-
lies in nursing care: Attitudes of nurses in the Netherlands. 
Scandinavian Journal of Caring Sciences, 35(4), 1207–1215. 
https://doi.org/10.1111/scs.12939

Hallgrimsdottir, E. M. (2000). Accident and emergency nurses’ 
perceptions and experiences of caring for families. Journal 
of Clinical Nursing, 9(4), 611–619. https://doi.org/10.1046/
j.1365-2702.2000.00406.x

Holst-Hansson, A., Idvall, E., Bolmsjö, I., & Wennick, A. (2017). 
Hoping to reach a safe haven—Swedish families’ lived experi-
ence when a family member is diagnosed with breast cancer. 
European Journal of Oncology Nursing, 31, 52–58. https://doi.
org/10.1016/j.ejon.2017.10.003

Hoplock, L., Lobchuk, M., Dryburgh, L., Shead, N., & Ahmed, R. 
(2019). Canadian hospital and home visiting nurses’ attitudes 
toward families in transitional care: A descriptive comparative 
study. Journal of Family Nursing, 25(3), 370–394. https://doi.
org/10.1177/1074840719863499

Hori, M., Yamazaki, A., Soeda, A., Odatsu, K., Buyo, M., 
Matumoto, M., Tokutani, R., Mine, H., Tsumura, A., Kimura, 
C., & Nakayama, Y. (2020). The factors associated with the 
attitudes of nurses working in medical facilities towards family 
nursing. Open Journal of Nursing, 10(2), 171–183. https://doi.
org/10.4236/ojn.2020.102011

International Family Nursing Association. (2013). IFNA Position 
Statement on Pre-Licensure Family Nursing Education. https://
internationalfamilynursing.org/2015/07/30/ifna-position-state-
ment-on-pre-licensure-family-nursing-education

https://doi.org/10.1177/1074840720933919
https://doi.org/10.1111/jonm.13251
https://doi.org/10.1111/jan.14049
https://doi.org/10.1111/jan.14049
https://doi.org/10.1590/S0080-623420140000600011
https://doi.org/10.1590/S0080-623420140000600011
https://doi.org/10.1046/j.1365-2648.2000.01361.x
https://doi.org/10.1046/j.1365-2648.2000.01361.x
https://doi.org/10.1111/j.1365-2702.2004.01024.x
https://doi.org/10.1111/j.1365-2702.2004.01024.x
https://doi.org/10.1177/1074840708317058
https://doi.org/10.1177/1074840718812145
https://doi.org/10.1016/0260-6917(91)90009-y
https://doi.org/10.12927/cjnl.2001.19119
https://doi.org/10.1177/1074840710383145
https://doi.org/10.1177/1074840710383145
https://doi.org/10.1007/s13187-018-1410-0
https://doi.org/10.1177/1074840709360208
https://doi.org/10.1177/1074840717739030
https://doi.org/10.12968/ijpn.2003.9.3.11481
https://doi.org/10.1177/1074840715579404
https://doi.org/10.1111/jocn.14777
https://doi.org/10.1177/107484070000600102
https://doi.org/10.1177/1474515116687178
https://doi.org/10.1111/scs.12939
https://doi.org/10.1046/j.1365-2702.2000.00406.x
https://doi.org/10.1046/j.1365-2702.2000.00406.x
https://doi.org/10.1016/j.ejon.2017.10.003
https://doi.org/10.1016/j.ejon.2017.10.003
https://doi.org/10.1177/1074840719863499
https://doi.org/10.1177/1074840719863499
https://doi.org/10.4236/ojn.2020.102011
https://doi.org/10.4236/ojn.2020.102011
https://internationalfamilynursing.org/2015/07/30/ifna-position-statement-on-pre-licensure-family-nursing-education
https://internationalfamilynursing.org/2015/07/30/ifna-position-statement-on-pre-licensure-family-nursing-education
https://internationalfamilynursing.org/2015/07/30/ifna-position-statement-on-pre-licensure-family-nursing-education


Alfaro-Díaz et al. 289

International Family Nursing Association. (2015). IFNA Position 
Statement on Generalist Competencies for Family Nursing 
Practice. https://internationalfamilynursing.org/2015/07/31/ifna 
-position-statement-on-generalist-competencies-for-family-nurs-
ing-practice/

International Family Nursing Association. (2017). IFNA Position 
Statement on Advanced Practice Competencies for Family 
Nursing.

International Family Nursing Association. (2018). IFNA Position 
Statement on Graduate Family Nursing Education. https://
internationalfamilynursing.org/2018/06/28/graduate-family-
nursing-education/

Kläusler-Troxler, M., Petry, H., Lanter, R., & Naef, R. (2019). 
Implementing Family Systems Nursing through a participa-
tory, circular knowledge-to-action research approach in wom-
en’s health. International Practice Development Journal, 9(2), 
Article 5. https://doi.org/10.19043/ipdj.92.005

Konradsen, H., Brødsgaard, A., Østergaard, B., Svavarsdóttir, E., 
Dieperink, K. B., Imhof, L., Luttik, M. L., Mahrer-Imhof, R., 
& García-Vivar, C. (2021). Health practices in Europe towards 
families of older patients with cancer: A scoping review. 
Scandinavian Journal of Caring Sciences, 35(2), 375–389. 
https://doi.org/10.1111/scs.12855

Krumpal, I. (2013). Determinants of social desirability bias in sen-
sitive surveys: A literature review. Quality & Quantity, 47, 
2025–2047. https://doi.org/10.1007/s11135-011-9640-9

Leahey, M., & Svavarsdottir, E. K. (2009). Implementing family 
nursing: How do we translate knowledge into clinical prac-
tice? Journal of Family Nursing, 15(4), 445–460. https://doi.
org/10.1177/1074840709349070

Lewis, F. M., Griffith, K. A., Alzawad, Z., Dawson, P. L., Zahlis, 
E. H., & Shands, M. E. (2019). Helping Her Heal: Randomized 
clinical trial to enhance dyadic outcomes in couples. Psycho-
Oncology, 28(2), 430–438. https://doi.org/10.1002/pon.4966

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. SAGE.
Luttik, M., Goossens, E., Ågren, S., Jaarsma, T., Mårtensson, J., 

Thompson, D. R., Moons, P., Strömberg, A., & Undertaking 
Nursing Interventions Throughout Europe (UNITE) Research 
Group. (2017). Attitudes of nurses towards family involvement 
in the care for patients with cardiovascular diseases. European 
Journal of Cardiovascular Nursing, 16(4), 299–308. https://
doi.org/10.1177/1474515116663143

McLeod, D. L., Tapp, D. M., Moules, N. J., & Campbell, M. E. 
(2010). Knowing the family: Interpretations of family nurs-
ing in oncology and palliative care. European Journal of 
Oncology Nursing, 14(2), 93–100. https://doi.org/10.1016/j.
ejon.2009.09.006

Möllerberg, M. L., Årestedt, K., Swahnberg, K., Benzein, E., & 
Sandgren, A. (2019). Family sense of coherence and its asso-
ciations with hope, anxiety and symptoms of depression in per-
sons with cancer in palliative phase and their family members: 
A cross-sectional study. Palliative Medicine, 33(10), 1310–
1318. https://doi.org/10.1177/0269216319866653

Naef, R., Kaeppeli, B. M., Lanter, R., & Petry, H. (2020). 
Implementing family systems care through an educational inter-
vention with nurses and midwives in obstetrics and gynecological 
care: A mixed-methods evaluation. Journal of Family Nursing, 
26(2), 138–152. https://doi.org/10.1177/1074840720915598

Naef, R., Kläusler-Troxler, M., Ernst, J., Huber, S., Dinten-
Schmid, B., Karen, T., & Petry, H. (2020). Translating family 

systems care into neonatology practice: A mixed method study 
of practitioners’ attitudes, practice skills and implementation 
experience. International Journal of Nursing Studies, 102, 
103448. https://doi.org/10.1016/j.ijnurstu.2019.103448

Northouse, L. L., Katapodi, M. C., Schafenacker, A. M., & Weiss, 
D. (2012). The impact of caregiving on the psychological well-
being of family caregivers and cancer patients. Seminars in 
Oncology Nursing, 28(4), 236–245. https://doi.org/10.1016/j.
soncn.2012.09.006

Østergaard, B., Clausen, A. M., Agerskov, H., Brødsgaard, A., 
Dieperink, K. B., Funderskov, K. F., Nielsen, D., Sorknaes, 
A. D., Voltelen, B., & Konradsen, H. (2020). Nurses’ attitudes 
regarding the importance of families in nursing care: A cross-
sectional study. Journal of Clinical Nursing, 29(7–8), 1290–
1301. https://doi.org/10.1111/jocn.15196

Pascual Fernández, M. C., Ignacio Cerro, M. C., Cervantes Estévez, 
L., Jiménez Carrascosa, M. A., Medina Torres, M., & García 
Pozo, A. M. (2015). Cuestionario para evaluar la importancia 
de la familia en los cuidados de enfermería. Validación de la 
versión española (FINC-NA). [Questionnaire to assess the 
importance of the family in nursing care. Validation of the 
Spanish versión (FINC-NA)]. Anales del Sistema Sanitario de 
Navarra, 38(1), 31–39. https://doi.org/10.23938/ASSN.0051

Saveman, B. I., Benzein, E. G., Engström, Å. H., & Årestedt, K. 
(2011). Refinement and psychometric reevaluation of the 
instrument: Families’ Importance in Nursing Care–Nurses’ 
Attitudes. Journal of Family Nursing, 17(3), 312–329. https://
doi.org/10.1177/1074840711415074

Shajani, Z., & Snell, D. (2019). Wright & Leahey’s Nurses and 
families: A guide to family assessment and intervention (7th 
ed.). F.A. Davis.

Sharp, S., McAllister, M., & Broadbent, M. (2018). The tension 
between person centred and task focused care in an acute sur-
gical setting: A critical ethnography. Collegian, 25(1), 11–17. 
https://doi.org/10.1016/j.colegn.2017.02.002

Sigurdardottir, A. O., Svavarsdottir, E. K., & Juliusdottir, S. (2015). 
Family nursing hospital training and the outcome on job 
demands, control and support. Nurse Education Today, 35(7), 
854–858. https://doi.org/10.1016/j.nedt.2015.03.003

Svavarsdottir, E. K., Looman, W., Tryggvadottir, G. B., & 
Garwick, A. (2018). Psychometric testing of the Iceland Health 
Care Practitioner Illness Beliefs Questionnaire among school 
nurses. Scandinavian Journal of Caring Sciences, 32(1), 261–
269. https://doi.org/10.1111/scs.12457

Svavarsdottir, E. K., Sigurdardottir, A. O., Konradsdottir, E., 
Stefansdottir, A., Sveinbjarnardottir, E. K., Ketilsdottir, A., 
Blondal, K., Jónsdóttir, A., Bergs, D., & Guðmundsdottir, H. 
(2015). The process of translating family nursing knowledge 
into clinical practice. Journal of Nursing Scholarship, 47(1), 
5–15. https://doi.org/10.1111/jnu.12108

Svavarsdottir, E. K., Sigurdardottir, A. O., Konradsdottir, E., & 
Tryggvadottir, G. B. (2018). The impact of nursing educa-
tion and job characteristics on nurse’s perceptions of their 
family nursing practice skills. Scandinavian Journal of 
Caring Sciences, 32(4), 1297–1307. https://doi.org/10.1111/
scs.12573

Sveinbjarnardottir, E. K., Svavarsdottir, E. K., & Saveman, B. I. 
(2011). Nurses attitudes towards the importance of families in 
psychiatric care following an educational and training inter-
vention program. Journal of Psychiatric and Mental Health 

https://internationalfamilynursing.org/2015/07/31/ifna-position-statement-on-generalist-competencies-for-family-nursing-practice/
https://internationalfamilynursing.org/2015/07/31/ifna-position-statement-on-generalist-competencies-for-family-nursing-practice/
https://internationalfamilynursing.org/2015/07/31/ifna-position-statement-on-generalist-competencies-for-family-nursing-practice/
https://internationalfamilynursing.org/2018/06/28/graduate-family-nursing-education/
https://internationalfamilynursing.org/2018/06/28/graduate-family-nursing-education/
https://internationalfamilynursing.org/2018/06/28/graduate-family-nursing-education/
https://doi.org/10.19043/ipdj.92.005
https://doi.org/10.1111/scs.12855
https://doi.org/10.1007/s11135-011-9640-9
https://doi.org/10.1177/1074840709349070
https://doi.org/10.1177/1074840709349070
https://doi.org/10.1002/pon.4966
https://doi.org/10.1177/1474515116663143
https://doi.org/10.1177/1474515116663143
https://doi.org/10.1016/j.ejon.2009.09.006
https://doi.org/10.1016/j.ejon.2009.09.006
https://doi.org/10.1177/0269216319866653
https://doi.org/10.1177/1074840720915598
https://doi.org/10.1016/j.ijnurstu.2019.103448
https://doi.org/10.1016/j.soncn.2012.09.006
https://doi.org/10.1016/j.soncn.2012.09.006
https://doi.org/10.1111/jocn.15196
https://doi.org/10.23938/ASSN.0051
https://doi.org/10.1177/1074840711415074
https://doi.org/10.1177/1074840711415074
https://doi.org/10.1016/j.colegn.2017.02.002
https://doi.org/10.1016/j.nedt.2015.03.003
https://doi.org/10.1111/scs.12457
https://doi.org/10.1111/jnu.12108
https://doi.org/10.1111/scs.12573
https://doi.org/10.1111/scs.12573


290 Journal of Family Nursing 28(3)

Nursing, 18(10), 895–903. https://doi.org/10.1111/j.1365-2850. 
2011.01744.x

von Elm, E., Altman, D. G., Egger, M., Pocock, S. J., Gøtzsche, 
P. C., Vandenbroucke, J. P., & STROBE Initiative. (2014). 
The Strengthening the Reporting of Observational Studies in 
Epidemiology (STROBE) statement: Guidelines for report-
ing observational studies. International Journal of Surgery, 
12(12), 1495–1499. https://doi.org/10.1016/j.ijsu.2014.07.013

Weimand, B. M., Sällström, C., Hall-Lord, M. L., & Hedelin, B. 
(2013). Nurses’ dilemmas concerning support of relatives in 
mental health care. Nursing Ethics, 20(3), 285–299. https://doi.
org/10.1177/0969733012462053

West, C. H., Bell, J. M., Woodgate, R. L., & Moules, N. J. (2015). 
Waiting to return to normal: An exploration of family systems 
intervention in childhood cancer. Journal of Family Nursing, 
21(2), 261–294. https://doi.org/10.1177/1074840715576795

Wong, O. L. (2014). Contextual barriers to the successful imple-
mentation of family-centered practice in mental health care: 
A Hong Kong study. Archives of Psychiatric Nursing, 28(3), 
212–219. https://doi.org/10.1016/j.apnu.2014.02.001

Wright, L. M. (2017). Suffering and spirituality: The path to illness 
healing. 4th Floor Press.

Wright, L. M., & Bell, J. M. (2009). Beliefs and illness: A model for 
healing. 4th Floor Press.

Wright, L. M., & Bell, J. M. (2021). Illness beliefs: The heart of 
healing in families and individuals (3rd rev. ed.). 4th Floor 
Press.

Wright, L. M., & Leahey, M. (2013). Nurses and families: A guide 
to family assessment and intervention (6th ed.). F.A. Davis.

Zimansky, M., Franke, I., Heller, A. C., & Remmers, H. (2018). 
Implementation und Evaluation einer familienzentrierten 
Pflege in der Onkologie [Evaluation of the implementation 
process of family nursing in oncology]. Pflege, 31(6), 331–
337. https://doi.org/10.1024/1012-5302/a000640

Author Biographies

Cristina Alfaro-Díaz, PhD, RN, is an assistant professor in the 
Department of Nursing Care for Adult Patients, School of Nursing, 
at the University of Navarra, Spain. In addition, she is a researcher 
at the Navarra Institute for Health Research (IdiSNA), Spain, and 
Innovation for Family and Community Health Promotion at 
University of Navarra. Her research focuses on examining the 
implementation of family nursing knowledge into clinical practice 
at institutional level in Spain.

Recent publications include:

“Effectiveness of Nursing Interventions for Patients with Cancer 
and their Family Members: A Systematic Review” in Journal of 
Family Nursing (2022), with E. K. Svavarsdottir, N. Esandi, M. E. 
Klinke, & A. Canga-Armayor), “Nurses’ knowledge, skills and per-
sonal attributes for providing competent health education practice, 
and its influencing factors: A cross-sectional study” in Nurse 
Education in Practice (2022), with M. Pueyo-Garrigues, M. I. 
Pardavila-Belio, A. Canga-Armayor, N. Esandi, & N, Canga-
Armayor), “Cross-Cultural Adaptation and Psychometric Testing 
of the Spanish Version of Iceland Health Care Practitioner Illness 
Beliefs Questionnaire” in Journal of Family Nursing (2020, with N. 
Esandi, N. Canga-Armayor, M. I. Pardavila-Belio, M. Pueyo-
Garrigues, T. Gutiérrez-Alemán, & A. Canga-Armayor).

Nuria Esandi, PhD, RN, is associate professor of aging and family 
nursing and Associate Dean of research at the University of Navarra 
School of Nursing, Spain. She is a principal researcher at the 
Navarra Institute for Health Research (IdiSNA), Spain, and 
Innovation for Family and Community Health Promotion at univer-
sity of Navarra. Her research focuses on the experiences of families 
living with chronic illness, with special emphasis on Alzheimer’s 
disease, and in situations of vulnerability (i.e., hospitalization, vital 
transitions). She is currently involved in a long-term research proj-
ect to translate family nursing knowledge into clinical practice at 
institutional level in Spain.

Recent publications include: “Nurses knowledge, skills and personal 
attributes for providing competent health education practice, and its 
influencing factors: A cross-sectional study” in Nurse Education in 
Practice (2022), with M. Pueyo-Garrigues, M. I. Pardavila-Belio, A. 
Canga-Armayor, C. Alfaro-Díaz, & N. Canga-Armayor),

“Translation and psychometric validation of the Spanish version of 
the Demand–Control–Support Questionnaire (DCSQ) for nursing 
professionals” in Journal of Nursing Management (2021), with C. 
Alfaro-Díaz, M. Pueyo-Garrigues, M. I. Pardavila-Belio, N. Canga-
Armayor, & A. Canga-Armayor), and “Family Dynamics and the 
Alzheimer’s Disease Experience” in Journal of Family Nursing 
(2021, with M. Nolan, N. Canga-Armayor, M. I. Pardavila-Belio, & 
A. Canga-Armayor).

Navidad Canga-Armayor, PhD, RN, is a professor of the 
Department of Community, Maternity and Pediatric Nursing, 
School of Nursing, University of Navarra, Spain. She is a Principal 
researcher at the Navarra Institute for Health Research (IdiSNA), 
Spain, and coordinator of the research group Innovation for Family 
and Community Health Promotion at University of Navarra. Her 
primary research interests focus on health promotion, health educa-
tion, and lifestyles. She has been involved in several intervention 
studies focused on smoking cessation in diabetic patients, nurses, 
and university students. Her current research involves peer pro-
grams including the planning, implementation, and administration 
of peer-led college alcohol abuse prevention programs.

Recent publications include: “Nurses’ knowledge, skills and per-
sonal attributes for providing competent health education practice, 
and its influencing factors: A cross-sectional study” in Nurse 
Education in Practice (2022), with M. Pueyo-Garrigues, M. I. 
Pardavila-Belio, A. Canga-Armayor, N. Esandi, & C. Alfaro-Díaz), 
“Nurses’ knowledge, skills and personal attributes for competent 
health education practice: An instrument development and psycho-
metric validation study” in Journal of Advanced Nursing (2021, 
with M. Pueyo-Garrigues, M. I. Pardavila-Belio, D. Whitehead, N. 
Esandi, A. Canga-Armayor, & P. Elosua), and “Family Dynamics 
and the Alzheimer’s Disease Experience” in Journal of Family 
Nursing (2021, with N. Esandi, M. Nolan, M. I. Pardavila-Belio, & 
A. Canga-Armayor).

Miren Idoia Pardavila-Belio, PhD, RN, is an associate professor 
of Psychology, and head of Department of Community, Maternity 
and Pediatric Nursing, School of Nursing, University of Navarra, 
Spain. In addition, she is a researcher at the Navarra Institute for 
Health Research (IdiSNA), Spain, and Innovation for Family and 
Community Health Promotion at the University of Navarra. Her 
primary research interest focuses on tobacco cessation, alcohol con-
sumption, and health education.

https://doi.org/10.1111/j.1365-2850.2011.01744.x
https://doi.org/10.1111/j.1365-2850.2011.01744.x
https://doi.org/10.1016/j.ijsu.2014.07.013
https://doi.org/10.1177/0969733012462053
https://doi.org/10.1177/0969733012462053
https://doi.org/10.1177/1074840715576795
https://doi.org/10.1016/j.apnu.2014.02.001
https://doi.org/10.1024/1012-5302/a000640


Alfaro-Díaz et al. 291

Recent publications include: “Nurses’ knowledge, skills and per-
sonal attributes for providing competent health education practice, 
and its influencing factors: A cross-sectional study” in Nurse 
Education in Practice (2022, with M. Pueyo-Garrigues, A. Canga-
Armayor, N. Esandi, C. Alfaro-Díaz, & N. Canga), “Cross-Cultural 
Adaptation and Psychometric Testing of the Spanish Version of 
Iceland Health Care Practitioner Illness Beliefs Questionnaire” in 
Journal of Family Nursing (2020, with C. Alfaro-Díaz, N. Esandi, 
N. Canga-Armayor, M. Pueyo-Garrigues, T. Gutiérrez-Alemán, & 
A. Canga-Armayor), and “Predictors of Smoking Cessation 
Among College Students in a Pragmatic Randomized Controlled 
Trial” in Prevention Science (2019, with M. Ruiz-Canela & N. 
Canga-Armayor).

María Pueyo-Garrigues, PhD, RN, is an assistant professor in nurs-
ing community at the School of Nursing at the University of Navarra, 
Spain. She is researcher at the Navarra Institute for Health Research 
(IdiSNA), Spain, and Innovation for Family and Community Health 
Promotion at university of Navarra. Her research focuses on alcohol, 
health promotion and health education.

Recent publications include “Nurses’ knowledge, skills and personal 
attributes for providing competent health education practice, and its 
influencing factors: A cross-sectional study” in Nurse Education in 
Practice (2022, with MI. Pardavila-Belio, A. Canga-Armayor, N. 
Esandi, C. Alfaro-Díaz, & N, Canga-Armayor), “Nurses’ knowledge, 
skills and personal attributes for competent health education practice: 
An instrument development and psychometric validation study”  
in Journal of Advanced Nursing (2021, with MI. Pardavila-Belio,  

D. Whitehead, N. Esandi, A. Canga-Armayor, P. Elosua, N, Canga-
Armayor), and “Cross-cultural adaptation and psychometric testing 
of the Spanish version of Iceland Health Care Practitioner Illness 
Beliefs Questionnaire” in Journal of Family Nursing (2020, with C. 
Alfaro-Díaz, N. Esandi, N. Canga-Armayor, MI. Pardavila-Belio, T. 
Gutiérrez-Alemán, & A. Canga-Armayor).

Ana Canga-Armayor, PhD, RN, is a professor of aging and family 
nursing and head of the Department of Nursing Care for Adult 
Patients at the School of Nursing at the University of Navarra Spain. 
In addition, she is a researcher at the Navarra Institute for Health 
Research (IdiSNA), Spain, and Innovation for Family and Community 
Health Promotion at university of Navarra. Her research focuses on 
understanding and intervening with families experiencing a chronic 
illness. She is currently involved in a long-term research project to 
translate family nursing knowledge into clinical practice at institu-
tional level in Spain.

Recent publications include: “Effectiveness of Educational Programs 
for Clinical Competence in Family Nursing: A Systematic Review” 
in Journal of Family Nursing (2021, with T. Gutiérrez-Alemán et al.), 
“Family Dynamics and the Alzheimer’s Disease Experience” in 
Journal of Family Nursing (2021, with N. Esandi, M. Nolan, N. 
Canga- Armayor, & M. I. Pardavila-Belio), and “Cross-Cultural 
Adaptation and Psychometric Testing of the Spanish Version of 
Iceland Health Care Practitioner Illness Beliefs Questionnaire” in 
Journal of Family Nursing (2020, with C. Alfaro-Díaz, N. Esandi, N. 
Canga-Armayor, M. I. Pardavila-Belio, M. Pueyo-Garrigues, & T. 
Gutiérrez-Alemán).


