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Tidying rooms and tending hearts:  
An explorative, mixed-methods study  
of hospital cleaning staff ’s experiences  
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Abstract
Background/aim: Palliative care is based on multi-professional team work. In this study, we investigated how cleaning staff 
communicate and interact with seriously ill and dying patients as well as how cleaning staff cope with the situation of death and dying.
Design: Sequential mixed methods, consisting of semi-structured interviews, focus groups, and a questionnaire. Interviews and 
focus group discussions were content analyzed and results were used to create a questionnaire. Quantitative data were submitted to 
descriptive analysis.
Setting: Large university clinic in southern Germany.
Participants: A total of 10 cleaning staff participated in the interviews and 6 cleaning staff took part in the focus group discussion. In 
addition, three managerial cleaning staff participated in a separate focus group. Questionnaires were given to all cleaning staff (n = 240) 
working at the clinic in September 2008, and response rate was 52% (125/240).
Results: Cleaning staff described interactions with patients as an important and fulfilling aspect of their work. About half of participants 
indicated that patients talk with them every day, on average for 1–3 min. Conversations often revolved around casual topics such 
as weather and family, but patients also discussed their illness and, occasionally, thoughts regarding death with cleaning staff. When 
patients addressed illness and death, cleaning staff often felt uncomfortable and helpless.
Conclusion: Cleaning staff perceive that they have an important role in the clinic—not only cleaning but also supporting patients. 
Likewise, patients appreciate being able to speak openly with cleaning staff. Still, it appears that cleaning staff may benefit from 
additional training in communication about sensitive issues such as illness and death.
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Original Article

What is already known about the topic?

•• Previous research has shown that non-medical staff such as receptionists and secretaries often feel a sense of respon-
sibility for the well-being of the patients.

•• Permanent cleaning staff present another non-medical professional group within the hospital setting that has frequent 
patient contact, but until now, no research has investigated how cleaning staff interact with patients and how these 
interactions affect the staff members, particularly with seriously ill and dying patients.

What this paper adds?

•• This study shows that cleaning staff value their interactions with seriously ill and dying patients and perceive them-
selves as playing an integral role in patient care.
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•• It may be necessary to provide additional support to cleaning staff to help them deal with the burden and uncertainty 
of dealing with seriously ill and dying patients.

•• An increased integration of the cleaning staff into the health care team may benefit both cleaning staff as well as 
patients, for whom cleaning staff can be a valuable contact.

Implications for practice, theory, or policy

•• The role of cleaning staff in the care of patients should be recognized within the multi-professional team, particularly 
in palliative care settings.

•• Cleaning staff may also be able to play a coordinating role by alerting team members if patients express a need to 
discuss a certain issue with a physician, nurse, or other team member.

Introduction
Dying away from home, and from a chronic disease, will 
become more common during the next decades, making the 
problem of “awareness” even more salient to everyone 
concerned.1 

As predicted by the American sociologists Glaser and 
Strauss nearly 50 years ago, the majority of the population 
in most Western countries now dies away from home.2 
Although hospitals are the most common place of death, 
many physicians and nurses find themselves unprepared 
to deal with dying patients and desire more training in this 
area.3

As Glaser and Strauss noted, the challenge of caring for 
dying patients affects everyone who is involved, not only 
physicians and nursing staff. Although various occupa-
tional groups come into contact with dying patients during 
their day-to-day work at the clinic, previous research has 
focused on the role of physicians and nurses. However, 
other hospital staff members also feel a commitment to 
care for and comfort dying patients and their families.4

In palliative care, the multi-professional team tradition-
ally consists of professionals specialized in this field, such 
as physicians, nurses, psychologists, physical therapists, 
art/music therapists, social workers, and chaplains.5 
However, other professional groups such as receptionists, 
secretaries, and cleaning staff often have frequent patient 
contact and may help to improve the overall care of the 
patient. This raises the question of how these staff mem-
bers can be integrated into the multi-professional team. 
Walsh et al.4 advocate a “whole hospital approach” for the 
care of dying patients, whereby hospital staff who are not 
specifically responsible for such care “identify a role for 
themselves in supporting the bereaved while carrying out 
their daily tasks.”4

At a large university hospital in southern Germany, 
cleaning staff is hired directly through the clinic and is 
generally assigned to a particular ward, where they are 
responsible for the same rooms each day. The 10 min that 
cleaning staff spend cleaning provides ample opportunity 
to converse and develop relationships with patients, espe-
cially considering that physicians, on average, spend less 
than 5 min a day talking with individual patients.6 This 

leads one to ask how these encounters affect the patient 
and the cleaning staff themselves, especially when dealing 
with dying patients. Until now, however, the role of clean-
ing staff within the hospital setting, particularly with dying 
patients, has not been investigated. In this study, we were 
interested in how cleaning staff communicate and interact 
with seriously ill and dying patients. Furthermore, we 
investigated how they cope with this situation and whether 
they perceive a need for additional support.

Material and methods

Design
An exploratory, sequential mixed-methods design was 
chosen. This mixed-methods approach allowed for trian-
gulation of the results. The qualitative results of the inter-
views served as the basis for creating the subsequent 
questionnaire. Focus groups were conducted in addition to 
interviews because we assumed that the group setting 
might make it easier for participants to address taboo top-
ics when supported by colleagues.

Participants
At a large university hospital in southern Germany, 10 
cleaning staff were recruited for face-to-face, semi-struc-
tured interviews and 6 were recruited for a focus group 
discussion. As a result of difficulties recruiting participants 
with the necessary language skills and openness to partici-
pate, three participants from the focus group also partici-
pated in the individual interviews. Potential candidates for 
the interviews and focus group were recruited by the man-
agerial cleaning staff. Despite effort to obtain a variety of 
participants, only female staff members participated in the 
interviews and focus group. Nevertheless, these partici-
pants ranged in age from 41 to 60 years, worked on a vari-
ety of different wards (e.g. oncology, nephrology, and 
cardiology), and had a range of various nationalities. All 
but one participant had worked at the clinic for over 
5 years. In addition to the focus group with cleaning staff  
a second focus group was conducted with three members 
of the managerial cleaning staff (all female), who were 
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responsible for the ward assignments of the cleaning staff. 
In this focus group, we were particularly interested in 
whether the managerial staff considers factors such as the 
coping ability of cleaning staff with death and dying when 
making assignments. Questionnaires were given to all 
cleaning staff (n = 240) working at the clinic in September 
2008. By distributing the questionnaire among all cleaning 
staff, we hoped to be able to confirm the results of the 
qualitative interviews among a larger population.

Data collection

For the interviews, an interview guide was developed 
within a group of researchers. After brainstorming, ques-
tions were sorted for relevance and grouped into four the-
matic categories: (1) daily work routine, (2) communication 
and interaction with patients, (3) experience and burden of 
death and dying in the context of their work, and (4) cop-
ing and possibilities for support. Open questions were  
formulated using simple language in order to enable non-
native speakers to easily answer questions. Questions were 
not asked in any particular order; participants were encour-
aged to share freely about topics most important to them. 
Interviews lasted approximately 1 h, and participants were 
freed from their normal work duties during this time. All 
interviews were audio recorded.

Similar to the interviews, both focus group discussions 
began with an open question regarding the staff’s experi-
ence of death and dying in their day-to-day work. Likewise, 
additional questions in regard to patient contact and cop-
ing were asked as necessary to stimulate conversation. 
However, the group leaders allowed the discussion to be 
directed by the group and did not interrupt or ask questions 
in a particular order. Time for feedback was allowed at the 
end of each focus group. Both focus group discussions 
lasted approximately 1 h.

Based on the qualitative results, a questionnaire with 
28 multiple-choice questions and 5 open questions was 
developed.

Data analysis

Qualitative data. The complete audio files from both the 
interviews and the focus groups were transcribed verbatim 
using simple transcription rules. The software program 
MAXQDA2 was used to support content analysis. After 
reviewing the transcripts to gain an overall impression, 
responses were deductively grouped into the following cat-
egories: (1) daily work routine, (2) communication and inter-
action with patients, (3) experience and burden of death and 
dying in the context of their work, and (4) coping strategies 
and possibilities for support. Next, similar text passages 
were inductively grouped into thematic subcategories. The 
category system was reviewed by a group of researchers. 
Disagreements were discussed to reach consensus.

Quantitative data. Descriptive analysis of the quantitative 
data was conducted using Windows Excel.

Ethical considerations

This study was approved by the ethics committee of the 
participating hospital. All participants provided written, 
informed consent, as required in Germany.

Results

Qualitative data

For each main category, we present the central themes 
obtained from the content analysis and representative 
quotes.

Daily routine. Interview and focus group participants 
described their daily work in the clinic as a positive contri-
bution to the health of patients, not only by ensuring a 
clean environment but also through their daily conversa-
tions with patients:

I do my work and when I’m at the door, I say “Bye, see you 
tomorrow. We’ll see how you’re doing tomorrow.” And then 
the next morning, I check in and we chat again. (I1, 89)

These daily conversations vary in length depending on 
the schedule of the day, and although they would often like 
to stay longer, participants often have to cut conversations 
short:

I always have to make sure that it stays within limits. Some 
patients would like to talk longer, but then I try to find a way 
to end it and continue my work. Later maybe we exchange a 
few words in the hallway, but it all depends on time. (i8, 
224–229)

In their daily interactions with nurses and physicians, 
cleaning staff reported that good communication is crucial 
but often lacking. One participant recalled,

The nurse was so snooty … and us cleaning staff … we don’t 
know if the patient maybe has TB, and then the nurse comes 
in all of a sudden and says “Oh, he was infectious.” And then 
I think to myself “Oh great.” That happens a lot. Or they 
forget to tell us when a patient has died, and then we go in. 
That happens a lot. (I7, 300–304)

This lack of communication contributes to participants’ 
perception that their work is not valued by physicians and 
nurses. As one participant described,

I feel so small, like a little mosquito. But still nothing would 
work without us. When there is blood on the floor, we take 
care of it. So we all have our role here, just like the others. (I2, 
126–129)
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Communication and interaction with patients. Several par-
ticipants described their interactions with patients as the 
best part of their job:

It’s really fun to be with people. I really enjoy the work with 
the patients. The work itself I don’t like so much, but working 
with the patients … (I7, 4–5)

The cleaning staff explained that they generally greet 
patients upon entering the room but then wait for the 
patients to initiate further conversation. Based on the expe-
rience of cleaning staff, patients’ desire to communicate 
depends greatly on their physical health and state of mind:

When I see that the patient isn’t feeling well, I just say “hi” or 
something, and then they open their eyes and say “hi” and 
sometimes they say they don’t feel well. And then I know it’s 
enough. (I5, 15–18)

When patients do start a conversation, cleaning staff 
reported that they talk about a great variety of topics, but 
most frequently about casual subjects such as family, 
weather, and travel. Participants explained that they prefer 
to avoid talking about the patient’s illness and prefer to try 
to cheer up the patients by keeping the conversation posi-
tive or making jokes:

Ah Mr. P., what should we dance today? Samba? (quiet 
laughing) He was such an open person. He said “I’ll think 
about it.” (I6, 395–396)

Although cleaning staff try to avoid the subject of the 
patient’s illness, patients sometimes address the topic 
themselves:

She told me everything—that she has a horrible stomach 
disease and that her kidneys don’t work and that there’s not 
much than can be done. She told me so much. (I7, 
138–141)

Participants told how some patients come into the hall-
way to chat with them, and cleaning staff perceived that 
patients are able to share more openly with them than with 
physicians or nurses. According to cleaning staff, patients 
sometimes expressed frustration about how little they are 
able to communicate with the medical staff:

I don’t know, but they say that they see us cleaning workers 
more than the nurses, and the doctors they don’t see much at 
all […] The relationship to us is totally different. Some 
patients have said that when we come in, it’s like the sun just 
dawned in the room. (I5, 92–94, 103–106)

Burden of death and dying in the context of their work. In 
regard to the burden of death and dying within the context 
of their work, participants explained that it is particularly 
difficult to be on certain wards, such as the bone marrow 
transplant ward. The bone marrow transplant ward was 

perceived as especially burdensome because of how many 
young, terminally ill patients were on the ward:

On the bone marrow transplant ward, oh there are so many 
20-year-olds with leukemia, and then I think to myself, oh my 
God, that could be my son. (I8, 157–159)

Cleaning staff also noted that working with sick and 
dying patients reminds them of their own mortality:

I am afraid of dying. When the day comes, I guess I’ll go, but 
I don’t want to deal with the suffering. And I’ve said, if I have 
a heart attack or something, I don’t want to be hooked up to 
machines. They should just let me go. (I5, 270–271)

Participants explained that patients often share a great 
deal with them about their personal life, their illness, and 
sometimes even talk to them about death. Particularly 
when confronted with the topics of illness and death, 
cleaning staff often felt unprepared to respond, leaving 
them feeling helpless and overwhelmed in certain 
situations:

I had cleaned and then I came in, she sat on the bed and looked 
me deep in the eyes and said, “Can you tell me why I have to 
die?” I got goosebumps. I told her, “Sorry, I forgot something.” 
I had to get out. I cried so much. (I6, 150–154)

Situations were described in which patients died with-
out anyone around—no doctors, nurses, or family mem-
bers. These experiences troubled participants:

When somebody dies so alone, no family there, nobody there in 
the last minutes or seconds of their life, to hold their hand or just 
to be there. That must have been really terrible. (Z, 133–135)

The closer the cleaning staff was to the patient, the 
more difficult it was for them to deal with the death of the 
patient. One of the managerial staff explained,

When the patient died the next day, my staff member told me 
“I just talked to him yesterday” and “We always had such nice 
conversations.” The communication was important for the 
staff member but also for the patient. And I think it’s situations 
like this when the cleaning staff really suffer. (Z, 117–123)

For some cleaning staff, it is difficult to leave the bur-
den of sick and dying patients at work. Sometimes they 
take these problems home:

Two or three months later, she died and I saw that the nurse 
had taken her. I didn’t sleep at all that night. (I3, 90–91)

Coping strategies and possibilities for support. Participants 
who have worked at the clinic for a longer period of time 
seemed to be able to cope better with the experience of 
death. Sometimes they even described a patient’s death as 
“deliverance from their suffering” (I2, 140).
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When cleaning rooms after the death of the patient, 
cleaning staff had a variety of coping strategies. When the 
patient was still in the room, they would sometimes imag-
ine that the patient was just sleeping, say a prayer in their 
head, or ask a colleague to help them. Rather than discuss-
ing these experiences with their family or friends, cleaning 
staff preferred to talk to colleagues and leave work at 
work, when possible:

When I go home, then I am just at home and don’t think about 
work. It sounds mean, and sometimes I have a bad conscience, 
but I block that out and tell myself that I need my peace and 
quiet. (I7, 185–190)

The managerial staff explained that they consider the 
personality and coping ability of cleaning staff when mak-
ing ward assignments. In addition, the managerial staff 
perceived that integrating cleaning staff into the team on 
ward is one way to help them cope better with the experi-
ence of death:

I think it would be meaningful if there was a briefing at the 
beginning of the shift. That cleaning staff are informed about 
the current situations—where is there someone contagious, 
where is there a patient who may die soon. Just giving more 
information would show more appreciation for their work and 
make them feel more valued. (Z, 246–251)

Some participants had taken part in a seminar about 
death and dying and found it to be a positive experience:

That really helped, this seminar. Talking about death and 
illness makes it all much easier to deal with. (I1, 275–276)

Quantitative data

A total of 124 questionnaires (response rate: 51.7%) were 
returned. Most participants had worked at the clinic for 
over 5 years and had a permanent ward assignment. More 
detailed participant information can be found in Table 1.

The topics addressed in the questionnaire related 
directly to the issues discussed in the interviews and focus 
groups and the results of the questionnaire generally cor-
responded to those found in the interviews. Results of the 
questionnaire are provided in Table 2 and Figures 1–4.

Discussion

The results of the questionnaires, interviews, and focus 
groups all reveal that cleaning staff highly values their 
work with patients as an integral part of their job. According 
to the cleaning staff, their work is not only aimed at ensur-
ing a clean, hygienic environment but also keeping patients 
in a positive state of mind. Schulman-Green et al.7 also 
found that secretaries, nurses’ aides, and housekeepers on 
an oncology unit perceived “their role as to provide a more 
intense level of emotional support than is outlined in their 
formal training.” The results of the questionnaires show 

that nearly 70% of participants perceive their work as 
important for the clinic. In the interviews, however, clean-
ing staff explained that other hospital staff members often 
do not share this perception and limit the role of cleaning 
staff to merely cleaning.

****The amount of interaction between cleaning staff 
and patients depended partially on the physical and emo-
tional condition of the patient as well as time constrictions 
due to the cleaning schedule of the staff. On average, 
cleaning staff spends 10–20 min/day cleaning each patient’s 
room and converses with patients an average of 1–5 min. 
Both the interview and questionnaire results showed that 
conversations most often revolve around casual topics 
such as weather and family. In the interviews, cleaning 
staff explained that they prefer to keep patients’ minds off 
of their illness and focus on positive topics. As described 
by Jenull-Schiefer et al.,8 patients may prefer cleaning 
staff as conversation partners because they are able to 
communicate on a more equal level than with medical 
staff. The results of the questionnaire reveal that patients 
occasionally (62%: once a week) discuss their illness with 
cleaning staff but only very rarely the topic of death (86%: 
less than once a month). However, based on the interviews, 
the rare occasions when patients do discuss the subject of 
death seem to leave a lasting impression on cleaning staff 
as a result of feeling helpless in such situations. In a study 

Table 1. Participant information.

Variables Number of 
participants (%)

Gender
 Female 118 (95.2)
 Male 5 (4.0)
 No response 1 (0.8)
Age (years)
 20–30 10 (8.1)
 31–40 20 (16.1)
 41–50 47 (37.9)
 51–60 41 (33.1)
 Over 60 5 (4.0)
 No response 1 (0.8)
Nationality
 German-born citizen 46 (37.1)
 Foreign citizen 55 (44.4)
 German, non-native citizen 19 (15.3)
 No response 4 (3.2)
Experience in working at the clinic (years)
 <1 13 (10.4)
 1–2 8 (6.5)
 3–5 8 (6.5)
 >5 93 (75.0)
 No response 2 (1.6)
Placement
 Assigned to one ward 85 (68.6)
 Not assigned to a particular ward 37 (29.8)
 No response 2 (1.6)

 at NATIONAL UNIV SINGAPORE on June 12, 2016pmj.sagepub.comDownloaded from 

http://pmj.sagepub.com/


6 Palliative Medicine  

Table 2. Participant responses to survey questions.

Likert-scaled statements Participant responses (%)

Completely agree Agree Disagree Completely disagree

I enjoy my job (N = 121) 52 (43.0) 60 (49.6)  6 (4.9)  3 (2.5)
I feel well integrated on my ward (N = 116) 54 (49.6) 53 (45.7)  7 (6.0)  2 (1.7)
My work is important for the clinic (N = 122) 84 (68.9) 37 (30.3)  1 (0.8)  0 (0.0)
Because of my work, I think more often about illness and 
death (N = 122)

26 (21.3) 41 (33.7) 33 (27.0) 22 (18.0)

Patient contact is an important part of my work (N = 123) 39 (31.7) 57 (46.3) 18 (14.6)  9 (7.4)

 1–5 min 5–10 min 10–20 min >20 min

How long do you usually spend in a patient’s room? 
(N = 117)

4 (3.4) 30 (25.6) 74 (63.3)  9 (7.7)

 <1 min 1–3 min 3–5 min >5 min

On average, how long do you spend talking with patients? 
(N = 115)

21 (18.3) 50 (43.5) 34 (29.5) 10 (8.7)

 Patients initiate 
conversation

I initiate 
conversation

Both Neither

Who generally initiates the conversation? (N = 106) 63 (59.4)  7 (6.6) 35 (33.0)  1 (1.0)

 Once a week Multiple times 
per week

Every day Multiple times per 
day

How often do patients talk with you? (N = 116) 17 (14.7) 28 (24.1) 54 (46.6) 17 (14.6)
How often do patients talk with you about their illness? 
(N = 90)

56 (62.2) 24 (26.7)  9 (10.0)  1 (1.1)

 Every day Once a week Once a month Less than once a 
month

How often do patients talk with you about death and 
dying? (N = 96)

0 (0.0)  6 (6.3)  7 (7.3) 83 (86.4)

 Multiple times per 
week

Once a week Once a month Less than once a 
month

How often do patients die on your ward? (N = 86) 5 (5.8) 10 (11.6) 21 (24.4) 50 (58.1)

 Yes, always Usually Rarely No, never

Are you informed by physicians or nurses when a patient 
on ward is dying? (N = 108)

37 (34.3) 27 (25.0) 17 (15.7) 27 (25.0)

Are you informed when a patient on ward has died? 
(N = 107)

46 (43.0) 26 (24.3) 16 (15.0) 19 (17.7)

 Very important Important Less important Not at all important

How important is it to you to be informed about the 
death of patients? (N = 106)

47 (44.3) 32 (30.2) 16 (15.1) 11 (10.4)

involving non-medical oncology support staff, Cashavelly 
et al.9 also found that staff members struggled to find the 
“‘right’ words to provide comfort” when discussing death 
and dying with patients and their family.

The amount of time that cleaning staff had worked at 
the clinic partially influenced their ability to cope. Nearly 
all participants in the interviews reported that they were 
more troubled by certain things when they began working 
at the clinic but had become accustomed to dealing with 
the death of patients over time. Nevertheless, the feeling  
of helplessness and uncertainty when talking to patients 

about their illness or death and dying seemed to present a 
considerable burden to many participants, despite more 
experience. The results of the questionnaire show that 
cleaning staff are particularly burdened by contact with 
young, terminally ill patients, as shown in prior studies.10 
As also found in a study of support staff by Mack et al.,11 
the death of patients to whom staff had developed espe-
cially cordial relationships was particularly difficult. 
Sometimes the death of a patient also causes cleaning staff 
to reflect upon their own mortality. Particularly in the 
focus group discussion, it became clear that cleaning staff 
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are often troubled by the manner in which death is dealt 
with in the hospital, particularly witnessing patients die 
alone or be hooked to machines over long periods of time. 
Time pressure is also viewed as a significant burden by 
cleaning staff. Furthermore, cleaning staff noted that there 
are sometimes problems in communication with nurses 
and physicians and that appreciation is often lacking. This 
is in line with the findings of Cashavelly et al.9 and Mack 
et al.,11 who also found that support staff felt undervalued 
in their role of working with patients.

When asked during the interviews and focus groups 
about possibilities of coping, participants were often 
uncertain. However, the results of the questionnaire indi-
cate that communication training along with an opportu-
nity to talk about their experiences may be helpful. 
Participants also expressed a desire for improved commu-
nication with physicians and nurses. Managerial staff 
believed that more recognition and a better integration of 
cleaning staff into the team would help relieve certain bur-
dens. In the study by Cashavelly et al.,9 one staff member 

Figure 1. Common topics of conversation between patients and cleaning staff.
*Participants were asked to rate the frequency of each topic in patient conversations on a scale of 1 (not at all) to 4 (very frequent).

Figure 2. How does cleaning staff deal with the death of a patient?
*It was possible for participants to mark multiple answers.
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explained “my supervisor met with the phone operator 
team and told all of us how we are valued and appreciated 

for our hard work … this makes us feel so good and makes 
us want to work harder …” Results of the interviews as 

Figure 3. What are the heaviest burdens for cleaning staff?
*Participants were asked to rate the burden on a scale of 1 (very strong) to 4 (none at all).

Figure 4. How can cleaning staff be best supported in their work with the terminally ill?
*Participants were asked to rate the value of these supportive opportunities on a scale of 1 (very helpful) to 4 (not at all helpful).
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well as the questionnaire show that cleaning staff generally 
prefer talking to colleagues or simply continuing to work 
when they experience the death of a patient.

Limitations

This study has limitations worth noting. In the qualitative 
interviews, complete saturation was not achieved. 
However, the results of these interviews nevertheless pro-
vided a comprehensive basis for constructing the question-
naire, which was also the purpose of the interviews. The 
sample was restricted to cleaning staff at one large univer-
sity hospital in southern Germany as a result of time limi-
tations. Therefore, results may not be representative of 
other populations. Nevertheless, we included cleaning 
staff from all hospital wards, and considering that this hos-
pital is a maximum care facility, it is likely comparable 
with other settings. The response rate of 51% allows for 
some bias. Furthermore, social desirability may have 
skewed participants’ responses. For example, participants 
may have been cautious to admit to conversing for long 
periods of time with patients since this may give the 
impression that they are neglecting other aspects of their 
job. In this study, it was not possible to investigate the per-
ception of the patients themselves or other staff members 
(e.g. physicians and nurses) in regard to the role of clean-
ing staff, but this should be considered in future research. 
In addition, future research may wish to consider other 
cultural settings.

Implications

Overall, the results underline the importance of better 
integrating cleaning staff into the hospital team. Thus, 
outsourcing the job of cleaning within the hospital setting 
should be viewed critically, considering that both teams 
and patients are then continually confronted with con-
stantly changing cleaning staff. Future studies should 
perhaps investigate the experience of outsourced clean-
ing staff. At the clinic where this study was conducted, 
the results were shared with the hospital administration. 
Consequently, cleaning staff was more strongly encour-
aged to participate in so-called “Death and Dying 
Seminars” to discuss the difficulties of this aspect of their 
work. In addition, the nursing staff on several wards 
implemented a briefing of cleaning staff at the beginning 
of the shift in order to inform them about patients’ status. 
A sense of belonging to the team and improved commu-
nication may provide additional support for cleaning 
staff. Additionally, cleaning staff may also be able to play 
a coordinating role by alerting team members if patients 
express a need to discuss a certain issues with a physi-
cian, nurse or other team member. In turn, health care 

professionals should be encouraged to have an open ear 
when patients’ needs are brought to their attention by 
cleaning staff. The improved integration of cleaning staff 
into the multi-professional team can help improve quality 
of life for patients with serious, life-limiting diseases.
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