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Abstract
AIM: This study aimed to determine the influence of nursing care grounded on Watson’s Human Care Model on anxiety, dyspnea control, and life 
quality in palliative care patients.
METHOD: A randomized controlled study was designed. It was conducted on 64 participants hospitalized in a training and research hospital and 
2 state hospital palliative care services in Turkey. The data were collected face to face using the patient information form, the Beck Anxiety Scale, 
the Hospital Anxiety and Depression Scale, the Medical Research Council Dyspnea Scale, and the Short Form-36 Quality of Life Scale.
RESULTS: It was detected that there was no statistically considerable difference in the median points of the Beck Anxiety Scale, Hospital Anxiety 
and Depression Scale, Medical Research Council Dyspnea Scale, and Short Form-36 domains between the two groups in the pretest. However, 
the posttest median points were remarkably lower and the posttest median points of the Short Form-36 scale were meaningfully higher in the 
intervention group (p < 0.05).
CONCLUSION: Nursing care grounded on Human Care Model reduced the grade of anxiety and dyspnea in patients and raised their life quality.
Keywords: Anxiety, dyspnea, palliative care, quality of life

Introduction

According to the World Health Organization (WHO), palliative 
care has been defined as “an approach that improves the quality 
of life of patients and their families facing the problems associ-
ated with life-threatening illness, through the prevention and 
relief of suffering, by means of early identification and impec-
cable assessment and treatment of pain and other problems, 
physical, psychosocial and spiritual” (WHO, 2009).

Symptom management is important to augment the life qual-
ity of patients needing palliative care (Del Fabbro et al, 2006). 
There are many symptoms affecting the life quality in pal-
liative care patients (Musser, 2021). Some of the most com-
mon of these symptoms are anxiety and dyspnea (Baltaji et al, 
2021).

A common symptom in palliative care patients is anxiety, which 
is depending on factors such as uncertainty about the future, 
fear of death, dyspnea-induced inability to breathe during the 
terminal period, and air hunger (Dudgeon et  al, 2001; Henoch 
et  al, 2008; Kwok et  al, 2016; Potter et  al, 2003). In a meta-
analysis performed by Mitchel et al. (2011), anxiety was noticed 
in a majority of palliative care patients.

The other most widespread symptom in palliative care patients 
is dyspnea, which is usually expressed in patients as shortness 
of breath, asphyxia, feeling or hearing their own breathing, and 
inability to get enough air. This negatively affects the life qual-
ity of patients (Buckholz & von Gunten, 2009; Corcoran, 2013; 
Del Fabbro et al, 2006; Greer et al, 2015; Janssens et al, 2000; 
LaDuke, 2001; Mercadante et al, 2001). Advanced-stage can-
cer patients constitute the majority of patients taking pallia-
tive care, and dyspnea is observed in approximately 15–70% 
of cancer patients. In the studies carried out, it is reported 
that dyspnea in cancer patients increased the anxiety levels 
and the fear of death in patients (Dudgeon et al, 2001; Henoch 
et al, 2008; Kwok et al, 2016; Potter et al, 2003; Reuben & Mor, 
1986). In the literature, it is reported that the life quality of 
patients increased along with the reduction or elimination of 
symptoms as a result of the nursing care given to patients 
(Bayram et al, 2014; Charalambous et al., 2016; Tzelepis et al, 
2017; Wang et al, 2016).

Nursing care models have been created to provide a general 
approach to patient care, to ensure professional professional-
ization, to encourage the use of common language, and to raise 
critical thinking skills (Arslan & Okumuş, 2012; Cara, 2003; Öner 
et al, 2011). One of these models shaping patient care is Jean 
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Watson’s Human Care Model (HCM). It is structured on three 
fundamental concepts, such as “interpersonal care relation-
ship,” “care status and the moment of care,” and “improvement 
processes” (Öner et al., 2011; Watson, 2003; 2009; 2012). The 
HCM is based on providing quality care and continuing to keep 
in touch with the patient (Arslan & Okumuş, 2012; Watson, 
2003; 2009; 2012).

In the literature, it is demonstrated that HCM-based care is 
influential in decreasing the symptoms of patients with chronic 
illness and developing their mental soundness and life quality 
(Erci et al, 2003; Mullaney, 2000; Pipe et al, 2010). The manage-
ment of dyspnea and anxiety should be well performed by the 
palliative care team in order to ensure peaceful death, which is 
one of the purposes of palliative care, and to improve the life 
quality of patients. The HCM that may have applicability in pal-
liative care has not been studied much. Thus, the aim of this 
study was to appraise the effects of nursing care grounded on 
Watson’s HCM on quality of life, anxiety, and dyspnea manage-
ment in palliative care patients.

Hypotheses
H1: Nursing care based on Watson’s Human Care Model is 

effective in decreasing the anxiety levels of palliative care 
patients.

H2: Nursing care based on Watson’s Human Care Model is 
effective in reducing dyspnea in palliative care patients.

H3: Nursing care based on Watson’s Human Care Model is 
effective in increasing the quality of life of palliative care 
patients.

Method

Study Design
A randomized controlled design was used in the current study.

Sample
The study was applied to a training and research hospital with 
15 beds and 2 state hospital palliative care services with 18 
beds in Turkey. Within the scope of the country’s health sys-
tem, patients can stay in palliative care services for a maximum 
of 6 months. All participants, except 8 (3 participants from the 
intervention group and 5 participants from the control group 
who were followed up at home) of our 64 participants in the 
control and intervention groups who completed the study, were 
followed up in the hospital for 8 weeks.

The patients admitted to the palliative care services consti-
tuted the population of the study. The participants inclusion 
criteria were as follows: aged over 18 years, conscious and 
oriented to time and space, no visual, audial, or lingual dis-
abilities, and no mental disorder, being a volunteer to partici-
pate in the study. 

It was determined from the power analysis that the sample 
should consist of 32 participants for the intervention group and 
32 participants for the control group, including a mean differ-
ence of 0.5, a variance of 0.6, a type I error (α) of 0.05, and a type 
II error (β) of 0.10. Statistical calculations were made using the 
Power Analysis & Sample Size 13 program.

The research sample was randomly distributed to two groups 
using the simple random sampling method. Randomization 
was conducted using a random number table. The interven-
tion group was formed according to the patients staying in the 
even-numbered room, and the control group was formed in the 
odd-numbered rooms with the same method. The participants 
did not know which group they were in.

Data Collection
This study was implemented between September 2017 and 
June 2018. The data collection stage in the study was initi-
ated by determining the patients meeting the study criteria. 
Participant information and permission forms were signed by 
all participants before starting the study. They were also told 
that they could retreat from the research at any time. The 
total number of participants assessed for eligibility was 90 
patients in the data collection period. Two participants were 
excluded due to not providing inclusion criteria. Eighty-eight 
participants were randomized into two groups, of which 46 
participants were from the intervention and 42 participants 
were from the control. Three weeks after randomization, 14 
participants were lost to death in the intervention group. 
Second and fifth weeks after randomization, a total of 10 par-
ticipants were lost to death in the control group. The study 
was completed with 64 participants, with 32 in the inter-
vention group and 32 in the control group. The Consolidated 
Standards of Reporting Trials (CONSORT)  flow diagram of 
the randomized controlled trial was presented in Figure 1 
(Hemming et al., 2018).

Procedure
Nursing approaches grounded on HCM were applied twice a 
week for at least 15–20 minutes per session for 8 weeks for the 
intervention group by the corresponding author.

Within the framework of the model in order to increase the qual-
ity of life of the participants, patients were given care physically 
(oral care, bathing, personal care, etc.), psychologically (where 
necessary, patients received psychiatric support, expressing 
their emotions of sadness and grief, such as the determination 
of situations such as approach, distraction, relaxation, etc.) and 
socially (role in the family, communication with the close envi-
ronment, introducing individuals with similar diseases, etc.) with 
a holistic approach.

Within the framework of the model in order to decrease anxi-
ety, the following approaches were done: using communica-
tion techniques to approach patients (e.g., therapeutic touch, 
eye contact, empathy, and bringing together individuals with 
the same or similar disease), supporting patients’ existing 
feelings about positive outcomes in treatment and care in 
the faith–hope process of the model, supporting feelings 
and creating the appropriate environment (prayer, medita-
tion, and artistic activities), forgiveness, supporting feelings 
of gratitude and compassion in the process of sensitivity to 
self and others, ensuring that the patient expresses feelings 
of fear, joy, and anger, and supporting emotion controls in 
the protective, supportive and/or therapeutic, physical, men-
tal, social, and spiritual environmental process, arranging the 
patient’s environment, distractions, relaxation techniques, 
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imagination, visual stimulation, music, painting, occupation, 
performing exercises to the extent that they can tolerate in 
the process of helping human needs, effective communica-
tion, respect for spiritual beliefs, supporting spiritual rituals, 
fulfilling religious duties, and keeping hope at the highest 
level in the exist​entia​list–​pheno​menol​ogica​l spiritual force 
process.

Within the framework of the model in order to decrease dys-
pnea, breathing exercises for each participant (pursed lip, dia-
phragmatic respiration, and use of triflo), support positions 

(sitting upright on the bed, leaning over the pillows on the 
table next to the bed, sitting by leaning to knee and leaning 
back, and leaning arms or back against back to a support by 
standing), relaxation techniques, and all processes in the inter-
personal learning–teaching process were provided according 
to the model.

Procedures were provided so that the applications would be 
performed by participants and their relatives in the days during 
which the researcher was not in the clinic. Procedures were fol-
lowed by a checklist.

Assessed for eligibility (n= 90)

Excluded  (n=2)
Not meeting inclusion criteria (n= 2 )
Declined to participate (n= 0)
Other reasons (n=0 )

Analysed  (n= 32)

Lost to follow-up (give 
reasons) (n= 32)

Allocated to intervention (n=46 )
Received allocated intervention (n= 32 )

Did not receive allocated intervention 
(pass away) (n= 14)

Lost to follow-up (give 
reasons) (n=32 )

Allocated to intervention (n= 42)
Received allocated intervention (n= 32)
Did not receive allocated intervention 

(pass away) (n=10)

Analysed  (n= 32)

Allocation

Analysis

Follow-Up

Randomized (n=88)

Enrollment

pre intervention 
measurement

Participant Information 
Form

Participant Permission Form
Patient Information Form

SF-36 Quality of Life Scale
Medical Research Council 
Dyspnea Scale (MRCS)

Beck Anxiety Scale
Hospital Anxiety and

Depression Scale
intervention

Nursing 

approaches 

based on 

Watson's 

Human Model 

were applied 8 

weeks

no 
intervention

post measurement
SF-36 Quality of Life Scale
Medical Research Council 
Dyspnea Scale (MRCS)

Beck Anxiety Scale
Hospital Anxiety and 

Depression Scale

Figure 1.
CONSORT Flow Diagram of the Study.
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Pretest was applied to both groups for evaluation of the quality 
of life, anxiety, and dyspnea. No intervention was performed in 
the control group. The standard nursing care was used for the 
control group. After 8 weeks, posttest was implemented to the 
same attendees in the intervention and control groups (Figure 1).

Data Collection Tools
In the study, the data were gathered using the patient informa-
tion form, the Short Form-36 (SF-36) Quality of Life Scale, the 
Beck Anxiety Scale (BAS), the Hospital Anxiety and Depression 
Scale (HADS), and the Medical Research Council Dyspnea Scale 
(MRCS).

Patient Information Form
This form was prepared by the researchers. It contains nine 
questions on gender, age, education status, marital status, diag-
nosis, family structure, income status, smoking, and alcohol 
use (Greer et al, 2015; Salle et al, 2017; Sunde et al, 2014; Sung 
et al, 2010.

Beck Anxiety Scale
Beck Anxiety Scale was used to assess the anxiety of partici-
pants in the hospital or home. The scale was developed by Beck 
and colleagues (1988), which assesses the frequency of anxiety 
symptoms experienced by the individual. It is a self-evaluation 
scale consisting of 21 items scored between 0 and 3. Questions 
are asked to understand the level of discomfort caused by feel-
ings of distress in the past week. The score range is from 0 to 63. 
The higher the score on the scale, the more severe the anxiety 
experienced by the individual. For BAS, 0–7 points indicate mini-
mal anxiety, 8–15 points indicate mild anxiety, 16–25 points indi-
cate moderate anxiety, and 26–63 points indicate severe anxiety.

Hospital Anxiety and Depression Scale
The HADS was used to assess the anxiety of the participants in 
the hospital. The HAD consists of 14 questions divided into 2 
subscales. It consists of seven questions for the anxiety screen-
ing and seven questions for the depression screening. The scoring 
of these questions comprises of number from 0 to 3 that results 
in minimal score of 0 and maximum score of 21 for each subscale. 
Values of 0–7 are taken as the norm, and values of 8–10 indicate 
mild anxiety or depressive disorder. Results in the range 11–21 are 
assumed to indicate severe anxiety or depressive disorder.

Medical Research Council Dyspnea Scale
Medical Research Council Dyspnea Scale was used to assess 
participants’ dyspnea. The MRC dyspnea scale that measures 
the effects of dyspnea on daily life activities consists of five 
items to evaluate dyspnea. Options are scored from 0 to 4; 0 
means no shortness of breath, 1 means mild shortness of breath, 
2 means moderate, 3 means severe dyspnea, and 4 means very 
severe dyspnea.

Short Form-36 Quality of Life Scale
Short Form-36 was used to assess the participants’ quality of life. 
The SF-36 is a popular multidimensional questionnaire used to 
measure the self-perception of quality of life in a particular rel-
evant population. The SF-36 individual items and domains were 
traditionally scored, including physical function, physical role, 
body pain, general health, vitality, social function, emotional role, 

and mental health: item scores for each of the eight domains 
were coded, summed, and scaled from 0 to 100 (Pinar, 2005).

Statistical Analysis
The evaluation of the data was carried out in the IBM Statistical 
Package for the Social Sciences (IBM SPSS Corp.; Armonk, NY, 
USA) version 23 packet program. Homogeneity of the two groups 
was evaluated with the t-test and Chi-square test. The Shapiro–
Wilk test was used to test whether the data had a normal distribu-
tion. The data did not show a normal distribution. Non-parametric 
tests were used for the data. Numbers and percentages, meadian, 
Chi-Square Test, Mann-Whitney U Test, Wilcoxon Signed Rank 
Test were used in summarizing the data obtained from the study. 
Significance was evaluated at p < 0.01 and p < 0.05 levels.

Ethical Considerations
The purpose, risks, and benefits of the research were explained 
to the potential participants, and it was stated that their answers 
would be kept confidential and anonymous, participation was 
voluntary, and they could retractile at any time. Permission for 
clinical research was obtained from the relevant institutions 
and from the ethics committee (Date: 13.09.2017, Number: 
16214662/050.01.04/70).

Results

It was determined that there was no difference between the 
patients in the intervention and control groups according to 
their demographic characteristics, and the patients were homo-
geneously distributed to the groups (Table 1).

There was no statistically significant difference between the 
control and intervention groups in the pretest median scores 
of MRCS (m = 3.0; p = 0.073), BAS (m = 22.0; p = 0.356), and 
HADS anxiety (m = 8.0; p = 0.085), but there was a statistically 
significant difference in posttest median score of the scales 
(p = 0.000). Accordingly, the MRCS (m = 3.0; p = 0.000), BAS 
(m = 23.0; p = 0.000), and HADS anxiety (m = 10.0; p = 0.000) 
posttest median scores of the participants in the intervention 
group were significantly lower than those of the participants in 
the control group.

In the control group, there was no statistically significant dif-
ference between the MRCS (m = 3.0; p = 0.437), BAS (m = 21.5; 
p = 0.381), and HADS anxiety (m = 8.0; p = 0.180) pretest and 
posttest median scores (p > 0.05) in the two measurements, 
but there was a statistically significant difference between 
the pretest and posttest median score measurements in the 
intervention group (p = 0.000). Accordingly, the MRCS (m = 1.0; 
p = 0.000), BAS (m = 11.0; p = 0.000), and HADS anxiety (m = 6.0; 
p = 0.000) posttest median score measurement of the partici-
pants in the intervention group were significantly lower than the 
pretest median score measurement (Table 2).

In the control group, there was no statistically significant dif-
ference between the SF-36 physical main dimension (m = 44.1; 
p = 0.180), mental main dimension (m = 41.0; p = 0.317), physical 
function (m = 21.5; p = 0.065), pain (m = 7.1; p = 1.000), general 
health (m = 12.0; p = 0.317), vitality (m = 11.0; p = 0.317), social func-
tion (m = 6.0; p = 1.000), and mental health (m = 20.0; p = 1.000) 
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pretest and posttest median scores in the two measurements 
(p > 0.05), but there was a statistically significant difference 
between the pretest and posttest median score measurements 
in the intervention group (p < 0.05). Accordingly, the SF-36 
physical dimension (m = 49.1; p = 0.000), mental main dimension 
(m = 51.0; p = 0.000), physical function (m = 22.0; p = 0.000), pain 
(m = 8.2; p = 0.000), general health (m = 15.4; p = 0.000), vital-
ity (m = 16.0; p = 0.000), social function (m = 7.0; p = 0.000), and 
mental health (m = 25.0; p = 0.000) posttest median score mea-
surement of the participants in the intervention group were sig-
nificantly higher than the pretest measurement (Table 3).

Discussion

In palliative care patients with life-menacing chronic ill-
ness, the incidence of anxiety increases depending on the 
factors such as uncertainty about the future, fear of death,  
dyspnea-induced inability to breathe during the terminal 
period, and air hunger. In the meta-analysis performed by 
Mitchel et al. (2011), anxiety was found in the majority of pal-
liative care patients. In a research conducted to determine 
the effectiveness of nursing care given to reduce anxiety, it 
was identified that the anxiety of the intervention group 
patients given supportive nursing care for anxiety signifi-
cantly decreased compared to the control group (Cho & Hong, 
2001). In a randomized controlled study, the patients in the 
intervention group were given care accompanied by music 
and the patients in the control group were given routine care. 
As a result of the study, it was observed that the anxiety of 
the patients who were given care accompanied by music 
decreased significantly compared to the control group (Sung 
et al, 2010).

In this study, it was observed that patients’ anxiety was 
effectively reduced according to the content of all processes 
within Watson’s HCM and in accordance with the literature 
by nursing care given in the form of (Table 2). As a result of 
the study, it was observed that nursing care given according 

Table 1.
Demographics of Participants

Control Intervention

χ2 p
Effect 

Size
n 

(32) %
n 

(32) %

Age

  <65 10 31.2 14 43.7 1.067 .302 0.017

  ≥65 22 68.8 18 56.3

Gender

  Woman 17 53.1 13 40.6 1.004 .316 0.016

  Man 15 46.9 19 59.4

Marital status

  Single 1 3.1 4 12.5 2.176 .189 0.035

  Married 31 96.9 28 87.5

Education

  Illiterate 18 56.3 14 43.8 1.000 .317 0.016

  Literate 14 43.7 18 56.2

Family structure

  Nuclear 23 71,9 21 65.6 0.291 .590 0.004

  Extended 9 28.1 11 34.4

Diagnoses

  Cancer 15 46.9 16 50.0 0.085 .958 0.000

 � Cardiovascular 
diseases

10 31.2 9 28.1

 � Neurological 
diseases

7 21.9 7 21.9

Income status

  Good 9 28.13 11 36.7 0.300 .584 0.005

  Middle 23 71.87 19 63.3

Smoking

  Never used 19 59.4 16 50.0 1.004 .316 0.016

 � Have used 
before

13 40.6 16 50.0

Alcohol use

  Never used 30 93.8 32 100.0 2.065 .492 0.032

 � Have used 
before

2 6.2 0 0.0

Table 2.
Differences Between the Control and Intervention Groups in Terms of 
MRCS, Beck Anxiety, and HADS Anxiety Measurement

Control Intervention

p*
Effect 

SizeMedian IQR Median IQR

MRCS pretest 
measurement

3.0 3.0 3.0 1.5 .073 0.050

MRCS 
posttest 
measurement

3.0 3.0 1.0 0.0 .000 0.287

p** .437 .000

Beck anxiety 
pretest 
measurement

22.0 4.5 23.0 6.0 .356 0.000

Beck anxiety 
posttest 
measurement

21.5 5.0 11.0 5.0 .000 0.619

p** .381 .000

HADS anxiety 
pretest 
measurement

8.0 2.5 10.0 5.0 .085 0.034

HADS anxiety 
posttest 
measurement

8.0 2.5 6.0 2.0 .000 0.298

p** .180 .000

Note: HADS = Hospital Anxiety and Depression Scale; IQR = interquartile 
range; MRCS = Medical Research Council Dyspnea Scale.
p < 0.001.
*Mann–Whitney U test.
**Wilcoxon test.
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to Watson’s HCM was effective in reducing patients’ anxiety 
in accordance with the literature.

Dyspnea, which is usually expressed by patients as short-
ness of breath, asphyxia, feeling/hearing their own breath-
ing, and inability to get enough air, negatively affects the 
quality of life of patients (Buckholz & von Gunten, 2009; 

Corcoran, 2013; Del Fabbro et  al, 2006; Greer et  al, 2015; 
Janssens et al, 2000; LaDuke, 2001). There are many factors 
that cause dyspnea. The elimination/removal of all these 
factors that cause dyspnea and the betterment improve-
ment of the life quality of patients are possible by imple-
menting an effective dyspnea management (Del Fabbro 
et al., 2006).

Table 3.
Difference Between the Control and Intervention Groups in Terms of SF-36 Measurement

Control Intervention

p* Effect sizeMedian IQR Median IQR

Physical function pretest measurement 21.0 4.5 19.0 8.0 .023 0.076

Physical function posttest measurement 21.5 3.5 22.0 3.0 .680 0.015

p** .065 .000

Role—physical pretest measurement 4.0 0.0 4.0 0.0 .317 0.016

Role—physical posttest measurement 4.0 0.0 4.0 0.0 .310 0.016

p** .987 .317

Pain pretest measurement 7.1 0.0 7.1 3.5 .854 0.000

Pain posttest measurement 7.1 0.0 8.2 2.1 .000 0.230

p** .996 .000

General health pretest measurement 12.0 4.5 10.7 4.0 .384 0.005

General health posttest measurement 12.0 3.5 15.4 0.7 .000 0.531

p** .317 .000

Vitality pretest measurement 11.0 2.5 12.0 3.0 .674 0.005

Vitality posttest measurement 11.0 3.0 16.0 2.0 .000 0.615

p** .317 .000

Social function pretest measurement 6.0 1.0 6.0 2.5 .782 0.000

Social function posttest measurement 6.0 1.0 7.0 1.0 .000 0.344

p** .869 .000

Role—emotional pretest measurement 3.0 0.0 3.0 0.0 .154 0.026

Role—emotional posttest measurement 3.0 0.0 3.0 0.0 1.000 -

p** .756 .180

Mental health pretest measurement 20.0 3.0 19.5 6.0 .327 0.013

Mental health posttest measurement 20.0 3.0 25.0 1.5 .000 0.489

p** .578 .000

Physical health main dimension pretest measurement 44.6 7.1 40.7 7.0 .046 0.043

Physical health main dimension posttest measurement 44.1 7.1 49.1 3.1 .000 0.291

p** .180 .000

Mental health main dimension pretest measurement 41.0 6.5 40.5 8.5 .497 0.000

Mental health main dimension posttest measurement 41.0 6.5 51.0 2.0 .000 0.606

p** .317 .000

Note: IQR = interquartile range; SF-36 = Short Form-36.
p < 0.05. p < 0.001. 
*Mann–Whitney U test.
**Wilcoxon test.
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There are many methods used in the management of patients’ 
dyspnea. Among these methods, pulmonary rehabilitation 
(breathing exercises, supporting positions, and relaxation tech-
niques) is effective in reducing the dyspnea levels of patients. 
As a result of a study on the effectiveness of the application of 
relaxation techniques, it was observed that dyspnea of patients 
decreased (Louie, 2004). In another study carried out by Greer 
et al. (2015) on 32 lung cancer patients with dyspnea, the appli-
cation of relaxation techniques was observed to be effective 
in reducing dyspnea. In many studies, it was stated that the 
administration of breathing exercises (pursed lip and diaphrag-
matic breathing) in patients with dyspnea along with relaxation 
techniques was effective in reducing dyspnea of patients (Nield 
et al, 2007; Salle et al, 2017; Spahija et al, 2005).

At the end of work, it was noticed that the scores of the MRCS 
used to evaluate the dyspnea levels of the patients significantly 
decreased in the intervention group compared to the control 
group (Table 2). As a result of the research performed by Louie 
(2004), similar to our study, it was observed that MRCS scores of 
the patients decreased after the education provided. In another 
study carried out by Sudo et al. (2001), it was determined that 
dyspnea of patients decreased at the end of 6-week education 
(respiratory exercises) provided to patients to reduce their dys-
pnea (Lorenzi et al., 2004). In the same way, in another study, it 
was also determined that dyspnea of patients decreased at the 
end of the education. In another randomized controlled study, it 
was observed that there was an important decrease in dyspnea 
levels of the patients in the intervention group as a result of pul-
monary rehabilitation applied to patients for 4 weeks (Hermiz 
et al., 2002). As a result of the study, it was observed that the 
nursing care given according to Watson’s HCM was effective in 
reducing dyspnea of patients in accordance with the literature.

Life quality is described as a complete goodness/satisfaction 
physically, psychologically, and socially, happiness of individuals, 
and their satisfaction with life, which is included in the defini-
tion of health (Altay et al, 2016; Hazer, & Ateşoğlu, 2017).

Effective management of life-threatening chronic diseases 
in physical, psychological, and social aspects has a prominent 
place in increasing the life quality of people (Ohlsson-Nevo et al, 
2016). It is important to use integrative methods to increase the 
life quality of palliative care patients.

In a randomized controlled study, it was determined that pulmo-
nary rehabilitation performed in patients increased their life quality 
(Goldstein et al, 1994). Similarly, in a study on dyspnea manage-
ment of chronic obstructive pulmonary disease (COPD) patients, 
it was found that SF-36 quality of life scores increased (Stulbarg 
et al., 2002). As a result of the research performed by   Sunde et al. 
(2014) applied nursing care and advising grounded on home visits 
and telephone follow-up in COPD patients, it was observed that 
the quality of life of patients was increased. As a result of support-
ive care (breathing exercises and physiotherapy) given to cancer 
patients who received palliative care, it was determined that the 
quality of life of patients was increased (Hately et al, 2003).

In this study, the patients in the intervention group were given 
nursing care according to HCM. In this study, it was observed that 
the posttest median score measurement of the intervention 

group patients were significantly higher in all main and sub-
dimensions other than SF-36 physical and emotional role 
power sub-dimensions after the nursing care and approaches 
grounded on HCM compared to the control group (Table 3).

In conclusion, it was determined in this study that nursing care 
given according to Watson’s HCM was effective in improving 
the life quality of patients in accordance with the literature.

Palliative care patients have many symptoms affecting their 
life quality. Some of the most common of these symptoms are 
dyspnea and anxiety. The management of dyspnea and anxiety 
should be well performed by the palliative care team to improve 
the life quality of patients. Using one of nursing model in the care 
of palliative care patients is effective symptom management.

In the study, it was determined that nursing care grounded 
on HCM

	• decreased the anxiety levels of palliative care patients,
	• was effective in reducing dyspnea in palliative care patients, 

and
	• increased the quality of life of palliative care patients.

Study Limitations
According to WHO, palliative care is “an approach that improves 
the quality of life of patients (adults and children) and their 
families facing problems associated with life-threatening dis-
eases.” Pediatric patients who needed palliative care were not 
included in our study. The study is limited to participants over 
the age of 18. Therefore, the research findings cannot be gener-
alized to all palliative care patients.

Conclusion and Recommendations

In conclusion, the number of studies examining the effect of 
HCM with palliative care is limited; therefore, further research 
is needed in this field. Randomized controlled studies should be 
conducted to using HCM in palliative care patients for increas-
ing the quality of life and reducing symptoms.
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