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CHAPTER 1 
 

THE EVOLUTION OF HOSPICE AND PALLIATIVE NURSING   
 

Patricia Beach, MSN, RN, AOCN 
 

 

Clinical Judgment Competency – Demonstrates advanced clinical 
judgment and decision-making based on expert knowledge and skill in the 
assessment, diagnosis, planning and management of complex human 
responses to life-limiting, progressive illness.1, p.2 

I. Evolution and Trends of Advanced Practice Role2  
A. Clinical nurse specialist and nurse practitioner are the APN roles most 

common and most relevant in palliative care nursing  
B. The Pew Health Professions Commission has described competencies 

for the practitioner that include community focus, current clinical 
skills, expanded accountability, proper use of advanced technology, 
health promotion knowledge, skillful use of decision making3 

C. Practice credentials developed to assure public safety and clinician 
competence4  
1. Are not standardized 
2. Vary by state and by specialty 
3. Credentials may be in the form of licensure, approval to practice, 

certification and privileging  
D. Certification  

1. Developed by a nongovernmental agency to recognize that a 
practitioner has developed certain skills and attained a certain level of 
knowledge4  

2. First certification introduced in 1945 by the American Association of 
Nurse Anesthetists4 

3. American Nurses Association first offered certification in 1979 in 6 
generalist areas and 9 advanced practice areas4 

4. Today, specialty organizations, such as the Hospice and Palliative 
Nurses Association offer generalist and advanced practice certifications 

E. Peplau contends that specialization in nursing is preceded by 3 social 
forces5 
1. Increased information for the specialty 
2. Technical advances 
3. Response to public need and interests   

3 Material is Copyrighted



4   CORE CURRICULUM FOR THE ADVANCED PRACTICE HOSPICE AND PALLIATIVE NURSE 

F. Difference between specialization and advanced practice5 
1. Any nurse with extensive experience in a clinical area within a field of 

nursing is specialized 
2. Sometimes as specialties mature they develop graduate level clinical 

preparation and an advanced practice role, this refers to advanced 
clinical practice and requires educational preparation at the master’s or 
doctoral level in nursing5 

G. Advanced practice nursing6 
1. Primary criteria are graduate level education, certification and a 

practice focused on the patient and family 
2. Central competency is direct clinical practice 
3. Core competencies include expert coaching and guidance, 

consultation, research skills, clinical and professional leadership, 
collaboration and ethical decision-making skills, advocacy for patients 
and nursing colleagues 

H. Peplau and Henderson promoted APNs as valued members of the 
interdisciplinary team 
1. First recognized in psychiatric nursing but became integral to hospice 

and palliative nursing 
2. Hospice nursing was seen by Henderson as ‘the essence of nursing’7 

II. ANA criterion for establishment of a new APN area for the advanced 
hospice and palliative nurse8 
A. Practice area is within scope of nursing 

1. Nursing is concerned with total patient care along the health and 
disease continuum 

2. APNs in oncology and geriatrics have been providing palliative care for 
patients but this is not their primary focus 

3. Documented need for healthcare; palliative care would incorporate the 
philosophy and principles of hospice care throughout the continuum of 
care 

B. Body of knowledge on which to build practice 
1. Area of death and dying emerged as a field of study in the 1960’s8 
2. Research efforts in care of terminally ill and symptom management 

published in many journals including Journal of Hospice and Palliative 
Nursing, Journal of Palliative Medicine, Journal of Palliative Care, 
Oncology Nursing Forum, Clinical Journal of Oncology Nursing, 
American Journal of Hospice and Palliative Care, Journal of Pain and 
Symptom Management 

3. Hospice and Palliative Nurses Association has established standards, 
competencies and position papers; Standards of Hospice Nursing 
Practice first published in 1995 and in 2000 revised and re-titled 
Statement on the Scope and Standards of Hospice and Palliative 
Practice (revised again in 2007); Competencies for Advance Practice 
Hospice and Palliative Care Nurses published in 20021 
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