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Background Information

Lung cancer is a disease of high incidence and low 
survival rate, as there is generally no sign in the early stage, in 
which symptoms will start to appear when cancer has already 
metastasized to other organs. When patient in advanced stage 
of cancer suddenly receives bad news, experiences physical 
discomfort and is in shock of death, the individual is often in a 
constant state of physical and mental suffering due to the 
uncertainty of therapeutic prognosis and the fear of death. 
The objective of treatment is primarily focusing on pain 
relief, which can be alleviated through the process of 
“companionship”, in order to guide and reinforce the patient’s 
own internal positive strength to reduce the pressure from 
the fear of death. By comprehensively understanding the 
disease, as well as sympathizing with patient’s feeling and the 
meaning of such illness through active exchange of subject 
experience, it is possible to achieve intersubjectivity and the 
idea of “being with” for the patient’s comfort. Although medical 
personnel cannot prevent death of a case, they can help to 
maintain the basic physiological comfort. In companionship 
through convergence of life experience to touch the very heart 
of the patient, the individual may become strong enough to 
endure the pain and feel no regret toward life and death. 

Method

This paper suggested a model of companionship as 
nursing care in terms of intersubjectivity and the idea of “being 
with”(Figure 1).  This model emphasized the patient and the 
nursing staff as two primary subjects under interaction to 
mutually understand and experience each other’s life and their 
world . Their consciousness and subconsciousness influenced 
each other that in the end, they could both feel the spiritual 
growth and the comfort this interaction brought forth. 

Result

Through the use of companionship model and suffering 
scales, under the framework of Gordon’s 11-Function Health 
Patterns, the patient’s health issues, such as chronic pain, 
low-efficiency respiration and fear of death, were all confirmed.

Ⅰ Chronic pain: Listening to the patient’s chief complaints 
and feeling, while monitoring the pain index, location, 
characteristics, duration and frequency with PQRST, in 
order to calculate the dose of analgesic and the use of 3 to 
4 drops of diluted lavender essential oil in incense lamp to 
relieve pain and anxiety, where the tranquility team would 
be consulted to instruct the nurse to conduct the therapy of 
acupressure technique (extra meridional points, three yin 
intersection, origin pass) to alleviate pain sensation. 

Ⅱ Low-efficiency respiration: Electric fan would be used to 
maintain good ventilation in the space and alleviate any 
respiratory distress. The nurse would be taught to use 
eucalyptus oil cream to massage the chest and the neck to 
relieve anxiety. Based on the patient’s religious belief, 
correct chanting machine would be provided to play it at 
bedside to increase the sense of security. 

Ⅲ Anxiety of death: A private environment for patient allows 
safe expression of their emotions with peace. Religious 
teacher could communicate particular religious belief and 
the meaning of life to the patient, where the patient is 
guided to review and recall their life by co-organizing the 
past photos in glance of their past life, including happiness, 
sadness or even pain, to further strengthen the value of life. 
The patient’s favorite songs (probably old Taiwanese 
songs) or even religious music (Buddhist and etc.), along 
with meditation technique and closed eyes, allow him or 
her to experience the surroundings to ease the inner 
anxiety.

By implementing nursing care, the level of suffering 
was tracked and quantified in the Suffering Scales. In terms 
of physique, the score for the individual was reduced to 
15 from 20; in terms of psychological state and spiritual 
state, the scores were decreased to 28 and 25 from 38 and 
34, respectively. Such results suggested an effective 
measurement of the implementation efficacy of the nursing 
care measures, and from these data, we would understand 
some behavioral cues of the pain endured by a patient, in 
order for the nursing staff to take the appropriate action to 
achieve the goal of alleviating pain.    

Conclusion

In this paper, in addition to drug administration, acupoint 
massage and aromatherapy were also conducted to alleviate 
physiological pain and respiratory discomfort. In face of death 
and the accompanying anxiety, with the tranquility team and 
the religious teacher, as well as psychologist as intervention, 
techniques of deep breathing and meditation would relax 
the feeling of anxiety. By adopting to “life review and 
remembrance”, the individual would be more confident to 
reassure the self-value and achieve a spiritual comfort.

The major limitation in the caring process, as seen by the 
author, was the provision of a complete companionship. In 
addition to the lack of relevant proper training, there was also 
the issue of time pressure in clinical practice, such as how to 
balance the quality and the degree of care to each patient, 
which often required the nursing staff to feel with their heart. 
It is recommended that regular tranquility-related courses 
with cross-training were routinely given in clinical practice to 
enhance the knowledge and the skills of nursing staff, in order 
to improve the quality of care for patients with advanced stage 
of cancer.

According to the Suffering Scales by Schulz and 
colleagues, they include physical, psychological and spiritual 
aspect: (1) Physical aspect contains 9 assessment items, 
where score 0 indicates no physical pain and score 27 
suggests the most suffering; (2) Psychological aspect 
contains 15 questions, where 0 indicates no psychological 
pain and score 45 suggests the most suffering; and (3) 
Spiritual aspect contains 9 questions, where 0 indicates no 
spiritual suffering and score 36 suggests the most suffering.

Objective

At the end of a patient’s life, medicine-based care will 
not help the patient in reducing mental pain and physical 
suffering, that only sincere, out-of-heart nursing can satisfy 
the needs of patient and family. Through companionship of 
communication bridge between the nursing staff and the 
patient, they both develop a common goal; thus, patient, 
family members and medical personnel can all sense spiritual 
growth to avoid the suffering at the end of life.

(Figure 1)
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*Positive items—reverse coding for total score.

*Positive items—reverse coding for total score.
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