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Abstract

Aims: The purpose of this review was the aggregation of empirical literature, qualitative, quantitative
and mixed methods, on healthcare professionals’ experiences in end-of-life care (EOLC) in order to
accentuate the need for the development of robust EOLC education and to guide future research.

Methods: A review of all empirical research published between 2014-2021 was carried out. Data
sources: In June 2021, CINAHL, MEDLINE, Scopus, Health Source: Nursing / Academic Edition,
Wiley Library and ERIC were searched to identify relevant studies. Review Method: Developed using
Pluye and Hong (2014) to construct a mixed studies review in order to synthesise the findings of both
quantitative and qualitative studies identified.

Results: Of 1,017 records identified, 20 studies met the criteria to be included within the review.
Findings from the studies were then subject to thematic analysis, and quantitative data were first
described to facilitate analysis. Subsequently, 7 emergent themes were formulated ‘education’; ‘allied
health professionals’; ‘interprofessional cohesion’; ‘organisational considerations’; ‘patient-family
communication’; ‘patient advocacy versus familial advocacy’ and ‘attitudes towards end-of-life care’.

Discussion: Education remains a key source of contention amongst healthcare professionals in EOLC,
with the majority of participants feeling poorly prepared to facilitate or participate in their care.
Furthermore, cultures within healthcare organisations play a significant factor in EOLC provision.
A key finding that came out of this review is that a unified approach to EOLC education, both
internationally and amongst professional groups, is greatly needed.

Conclusion: A key finding from this review is the need for a more unified approach to EOLC
education both internationally and amongst professional groups. Further research into the role societal
and cultural views has on interprofessional working is advised.

Copyright © 2023 The Author(s). This open-access article is licensed under a Creative Commons Attribution 4.0 International License J Mod Nurs Pract Res 2023; 3(4): 22
(https://creativecommons.org/licenses/by/4.0), which permits unrestricted use, sharing, adaptation, distribution, and reproduction in any
medium, provided the original work is properly cited. 1/12
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1 INTRODUCTION

Healthcare staff such as nurses hold both a pivotal and
privileged role in providing care for those in their final
days of life. Globally, the population is getting older, with
the proportion of individuals over 80 years increasing by
77% between 2000 and 2015, Worldwide, deaths are
projected to rise from 55 million to 75 million by 2040".
As a direct result, both internationally and nationally,
governments and their respective healthcare systems
need to adapt rapidly in order to meet the demands of an
increasingly older population”’. With advances in medical
science, individuals with long-term health conditions are
living longer with complex illnesses that require specialist
symptom management, which is increasingly delivered
through palliative end-of-life care (EOLC)". Despite being
an inescapable and profound aspect of life, the experiences
of death, dying and bereavement remain poorly investigated
both within the general population and, indeed, within the

healthcare community"’.

The World Health Organization (WHO) defines palliative
care as an approach aimed to improve the quality of life of
those patients and their families facing issues pertaining
to life-threatening illness through both the prevention
and relief of suffering through early identification and
assessment and treatment of symptoms, as well as physical,
psychosocial, and spiritual support®. EOLC relates to a
distinctive period of the palliative care pathway'”. Despite
a lack of consensus on a specific definition of the EOLC
period, it is generally accepted that EOLC begins at the
point of cessation of active treatment, instead focusing on
physical, spiritual, social, and emotional comfort™. Indeed,
the European Association for Palliative Care defines EOLC
as an ‘extended period of 1 to 2 years, during which the
patient, family and healthcare professionals become aware
of the life-limiting nature of the illnesses’. However, a
National Institute for Health and Care Excellence white
paper exploring EOLC service delivery describes EOLC as
care provided in the last year or months of life””. However,
despite this, EOLC is commonly used to denote the care an
individual receives in their final weeks or days of life.

In Scotland, UK, for example, 50.1% (28,422) of
deaths occurred within a hospital setting. Indeed, with the
increasing prevalence of the population receiving EOLC in
a hospital setting, it is almost inevitable that nursing staff
will be involved with EOLC at some point in their career.
Yet despite EOLC becoming a fundamental aspect of the
nurse’s role in the acute care environment, it is questionable
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whether the nursing workforce is equipped to deliver
proficient EOLC. Generalist nurses can substantially lack
knowledge in EOLC issues, impacting the quality of care
delivered"”. Furthermore, with the increase in patients
receiving EOLC within a generalist environment, it is
crucial that those nurses are prepared to deliver EOLC".

Additionally, the impact that high-quality EOLC
can have in reducing unscheduled care presentation,
unnecessary treatment initiation'"", and improving the
quality of life of patients!” have been discussed in the
literature. Moreover, WHO recently passed a resolution that
recognised EOLC as a requirement of all member countries
with integration into both healthcare systems and policy!”.
To date, this remains a key priority within contemporary

[14]

health and social care policy globally" ™.

1.1 Background

Palliative care as a medical discipline was born out of
the hospice movement in the late 1960s, Dame Cicely
Saunders is widely regarded as the pioneer of the hospice
movement"”. Indeed, Saunders introduced the concept of
‘total pain’, taking into consideration not only physical pain
but social, emotional, and spiritual distress. Subsequently,
Balfour Mount, in the mid-1970s, coined the term “palliative
care’ to create a distinction from hospice care as palliative
care can be offered from the diagnosis of a life-limiting
illness, and can be provided in tandem with life-prolonging
/ curative treatment. Since the inception of the hospice
movement and subsequent palliative care movement,
the need for effective and equitable access to EOLC
has been an ever-present issue that would merit further
exploration. As such, this literature review will only explore
contemporary issues and emergent issues in EOLC.

Despite research literature reflecting the need for
high-quality EOLC, in the past decade!*'”, EOLC
has received negative attention in both the media and
contemporary scholarly literature, citing poor clinical
practice!"”’, and, more specifically, poor communication
with families'”. Internationally, the United Kingdom
and its devolved nations have been regarded as leaders
in highlighting the necessity of EOLC provision in
healthcare policy™. Through Living and Dying Well, the
UK’s Scottish government set the benchmark in Scotland
for the expectations of EOLC in healthcare®™. Although
this action plan made strides in the advancement of
palliative care in Scotland, it caused a minor improvement
addressing specifically pre-registration educational
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issues in palliative care both for nursing and medical
students. Furthermore, despite developing an educational
framework being a key action point of the action plan,
this would not come to fruition until almost ten years
later. As Living and dying well reached the end of its
implementation timeframe, the palliative and end-of-life
care: strategic framework for action was launched by
the Scottish government, which set out the government’s
vision to improve EOLC delivery across Scotland"”.
Reiterated within this strategic framework was the need to
establish standardisation of providing EOLC education for
both the health and social care workforce.

Following the publication of the Francis Report™ and
Less Pathway More Care!”, UK healthcare regulators
such as the Nursing and Midwifery Council began a
consultation period to set new standards for pre-registration
nursing programmes, which were published in 2018%*.
These standards set out what was expected of nursing
programmes in developing their curricula for undergraduate
and postgraduate students. Within these standards was the
expectation of specific competencies to be achieved prior
to registration with the NMC. Safe and effective delivery
of EOLC is explicitly mentioned as a standard expected
of the registered nurse encompassing technical skills and
competence in psychological support for both patients and
relatives.

Despite the advancements in nursing standards for
education which have fundamentally changed the way in
which pre-registration education is conducted, to date, there
has been an absence of research conducted on exploring
healthcare workers’ experiences in delivering EOLC that
focuses specifically on whether nursing programmes
can prepare staff adequately for this specific area of
clinical practice. Furthermore, with the emergence of the
COVID-19 pandemic and the significant impact it has had
on healthcare delivery both nationally and internationally,
EOLC education has never been more critical.

Existing literature highlights the impact of poor
preparation for EOLC delivery on nursing staff, be it
anxiety in caring for the dying patient or inadequate
coping mechanisms in dealing with the death of a
patient™?®. Researchers"’” highlight that in some
instances, the grief experienced by healthcare staff
can be comparable to that of a patient’s own family. It
has also been highlighted that those nurses delivering
EOLC without formal education are likely to experience
compassion fatigue and potentially burnout™*”. Others
concur with this sentiment whilst also highlighting the
importance EOLC education can have for promoting self-
care of the practitioner through teaching coping strategies
and resilience training to cope with nursing patients in
their final days of life™”. Indeed, an observational study
found that nursing staff caring for patients receiving
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EOLC were more likely to utilise coping mechanisms®"..

2 METHODS
2.1 Aims

It was anticipated through conducting a structured
review of the literature that a need for further research into
the experiences of healthcare staff experiences of EOLC
would arise alongside a necessity for further addressing the
need for more robust EOLC education at the undergraduate
level. This literature review therefore aimed to explore
various healthcare professionals’ experiences of delivering
EOLC. Furthermore, this literature review aimed to
critically appraise, describe, and synthesise contemporary
literature surrounding healthcare professionals’ experiences
of delivering EOLC.

2.2 Design

A mixed studies review, a sub-type of review aiming
to synthesise results from various studies using diverse
designs was undertaken. This review was conducted in
several stages: (1) formulation of the research question;
(2) eligibility criteria; (3) applying a comprehensive search
strategy; (4) identifying potentially relevant studies; (5)
selection of relevant studies; (6) appraisal of the quality
of the included studies; and (7) synthesis of the included
study’s findings">"”. This method was appropriate for the
present literature review due to the mixed method approach
it adopted. Throughout the review, frequent contact was
maintained between two independent reviewers to facilitate
the progression and quality of the literature review. Data
gathered were subsequently analysed using a thematic
analysis approach.

The review was formulated to answer the following
question: What are healthcare professionals’ perceptions of
their education, understanding, and experience in delivering
end-of-life care?

2.3 Eligibility Criteria

Following the formulation of the research question,
the second stage of the review involved formulating the
inclusion and exclusion criteria for the search. The review
criteria were formulated prior to undertaking the literature
search and were shaped by the aim of the review. The
population being explored within the search was broad to
allow for a comparison of EOLC education and experience
amongst the healthcare team. Furthermore, this broad multi-
professional audience was included on the basis of an ever-
growing recognition of the value of a multidisciplinary
approach in delivering quality EOLC"”". The research
explored knowledge, experiences, and education of
EOLC as perceived by healthcare professionals. Research
pertaining to the provision of EOLC to adults was included
in any setting (with exception to those discussed in the
exclusion criteria). Studies were only included if they
were empirical, full-text, peer-reviewed, and written in
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English. Studies relating to neonatal / paediatric EOLC
were excluded. Studies exploring patients’ experiences
of EOLC were also excluded, with the exception of those
incorporating health professionals’ perspectives if their
views were presented independently.

Inclusion Criteria

e Publication date range: 2014-2021

o Studies relating to healthcare professionals’ experiences

e Provision of end-of-life care to adults (>18 years of
age)

e Empirical, full-text and peer-reviewed

e Written in English language

Exclusion Criteria

e Studies exploring the provision of EOLC solely to
neonatal / paediatric patient groups

e Studies exploring patients’ experiences of EOLC (except
those incorporating health professionals’ perspectives if their
views were presented independently)

Within the third stage of the review, an extensive
literature search was conducted. The time period utilised
within the search was 2014-2021. This range was necessary
to allow both incorporations of a timeframe reflective of
current developments in EOLC and allow a sufficient
body of research to allow for review as EOLC research
relating to health professionals’ perceptions remains an
under-investigated area”™. Furthermore, this timeframe
was utilised to coincide with changes in the educational
requirements of the NMC for pre-registration nursing
students within the UK. However, given the shortage of
literature produced within the UK alone, consideration was
given to expanding the geographical area included in the
search to facilitate a sufficient pool of literature.

A computerised database search was carried out
incorporating the CINAHL, MEDLINE, Scopus, Health
Source: Nursing / Academic Edition, Wiley Library and
Education Resource Information Centre (ERIC). The
selection of the above databases was established according
to subject appropriateness and comprehensiveness™”.
Utilisation of the PICO framework aided search strategy
formulation (see Table 1). Alongside this, other search
strategies included hand-searching of journals and reference
lists. Searches used free text words, modified as appropriate.
Given the interchangeable usage between both palliative
care and EOLC"”, the phrase palliative care was employed
in the search to ensure relevant studies were not excluded
from the review. Boolean operators were also employed to
focus the search.

3 RESULTS

Screening of both titles and abstracts was undertaken
independently by two independent reviewers. Subsequently,
a full-text review was undertaken to determine studies
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suitable for inclusion. A flow chart (see Figure 1) was
utilised to depict the process of the literature selection
process, and this is reflective of both the final stages of
the review. A total of 1017 records were screened for
suitability in the literature review, 117 were screened for
eligibility and 20 articles met the inclusion criteria. Reasons
for exclusion at this stage of the screening process were
reason: (1) the primary exploration was an education
intervention; (2) patient experience was the primary focus;
(3) the focus was solely paediatric; and (4) EOLC was not
the primary focus of the research (see Figure 1 for flow
chart and Table 1 for summary table).

3.1 Quality Appraisal

The sixth stage of the review process consisted of a
critical appraisal of the data conducted by employing the
Critical Appraisal Skills Programme checklist tools for
quality appraisal in qualitative, quantitative, and mixed-
method studies”®. Usage of the CASP checklist has
proven to be a valid and reliable method for the appraisal

of various study types"™”.

3.2 Data Abstraction

The included studies were described by extracting data
(author, year, country, aim, methodological approach,
sample, and key findings). In accordance with the literature
review approach employed, quantitative data were first
described descriptively. Following this, data were extracted
from all studies; qualitative, quantitative, and mixed
methods.

3.3 Synthesis

Inductive thematic qualitative synthesis was
undertaken, which is a form of convergent synthesis to
allow for analysis of the quantitative and mixed method
findings in a qualitative context. Quantitative data were
then converted into narrative to allow synthesis of the
data””. Due to themes being identified based on the data
and not a pre-defined theory, inductive synthesis was
utilised. This required repeated reading of study findings
and this data being extracted into tables. Meaningful
entities from the findings were then coded, and similar
findings were grouped together to form preliminary
themes. These early themes underwent revision prior to
the final review. The synthesis of the data extrapolated
was iterative.

3.4 Description of the Studies

An overview of the five quantitative studies included
studies conducted over a wide geographical area. This
was purposeful to allow comparison of EOLC provision
internationally. One study was conducted in Saudi
Arabia, two in the United States, one in Sweden, and
one in Malaysia. All five studies utilised descriptive
questionnaires, or surveys. Questionnaires used included
the palliative care quiz for nurses (PCQN), the EOLC
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Adult

Perspective or experience or attitude
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Palliative care or terminal care or hospice care or degenerative illness

Education or training or confidence or competence or knowledge

[ Identification of Studies via Databases and Registers ]

Records removed before screening:

Duplicate records removed (n=469)
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(n=900)
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Reason 4 (n=45)

Figure 1. PRISMA flow.

questionnaire and format attitudes toward care of the dying
scale. Participants within the quantitative studies were
exclusively registered nurses, with the exception of one
study, which had a broad range of healthcare professionals
who participated™®”. Sample size ranged from 76 to 1,197.
Experience (years of clinical practice) of participants varied
greatly, although important to note not all surveys employed
these demographics. Settings for these studies were broad
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encompassing numerous areas of clinical practice and
specialities, with the exception to one that focused solely
on the intensive care environment*'’. Limitations of the
included studies included both low response rates and
poor validity, and alteration of established instruments also
impacted on validity. Furthermore, poor responses from
individual professional groups contributed to researchers
being unable to provide sufficient data to allow analysis.
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As with the quantitative studies, a purposeful selection
of studies over a wide geographical area was employed.
Of the 12 studies included, three were conducted in the
UK and Australia. Studies included involved a range
of methodological designs, including grounded theory,
phenomenology, qualitative exploratory descriptive,
interpretative, naturalistic inquiry, and inductive approaches.
Years in clinical practice varied greatly among participants,
ranging from one year to 35 years, although important to
note given the multitude of professional groups amongst the
studies, it is difficult to give specificities of the demographic
of each group. There were three mixed methods designs
incorporated, with two focusing exclusively on nursing staff
and the other incorporating all professional groups.

Seven themes were identified regarding EOLC pro-
vision amongst the reviewed literature, and these were
discovered inductively. Themes included: education,
allied health professionals (AHPs), interprofessional
cohesion, organisational considerations, patient / family
communication, patient advocacy versus familial advocacy
and attitudes towards EOLC.

4 DISCUSSION
4.1 Education

Repeatedly emphasised amongst the research
literature was the need to improve the provision of EOLC
education into the curricula of various pre-registration
health professionals. This recommendation for pre-
registration EOLC teaching is echoed amongst the
reviewed literature'*' ™. The notion of integration of EOLC
education is highlighted by all healthcare professionals
across the studies, interestingly highlighting a uniform self-
reported need for EOLC education both pre- and post-

registration**",

The reported lack of educational support in pre-
registration programmes often led to health professionals
feeling underprepared and, as described in one study,
frustrated at their lack of knowledge in delivering patient
care!™. This sentiment of perceived lack of knowledge
was shared amongst the studies reviewed encompassing
all disciplines'**’. However, the perceived lack of
education varied greatly amongst the health professionals
participating. Nursing staff were likely to report feeling
poorly prepared to deliver overall management of EOLC"*"
as well as more specific skills such as communicating bad
news"™*" and symptom management™**”,

Registered nurses and nursing students commonly
reported a lack of knowledge in the encompassing
philosophy of palliative care and the skills to emotionally
support both patients and their families”**". However,
physicians in contrast reported poor knowledge in
identifying when a patient was actively dying and
knowledge of the dying process'*”. Junior medical staff
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highlighted this as a significant barrier to effective EOLC
delivery””. This view is also identified elsewhere among
junior doctors reporting great uncertainty and anxiety
of assessing the dying patient for fear of misdiagnosis
of the dying process'*”, identifying a need for greater
educational input in teaching medical students an approach
to identifying the dying patient both through theoretical
teaching and experiential learning in clinical practice.
Interestingly nursing staff were more likely to report greater
self-perceived knowledge in symptom management than
medical staff within some studies***”.

Methods of education delivery were discussed spar-
ingly within the literature, with some studies finding
participants’ preferences. Nursing staff voiced a preference
for experience shadowing senior nursing staff or being
mentored in EOLC""*. Experiential learning is a
commonly utilised method within the nursing profession,
with nurses historically having a preference for more
‘hands on’ methods of learning”™”. Nursing staff reported
the positive impact observing senior nursing staff had
on their practice and often looked for peer support in
developing their practice™. Medical staff, however,
reported a preference for a combination of a structured
didactic approach for theoretical aspects such as symptom
management'*”” and experiential / observational learning
for skills such as communicating bad news through
observing senior medical staff'***". Although there remains
variance in the methods by which differing professional
groups prefer education delivery, what is highlighted
is the reported need for education in core skills such as
communication, symptoms management and psychological
/ emotional support amongst all professional groups. As
such, consideration must be given to supporting both
the core learning needs required by all clinicians, with
additional / role-specific needs being identified to both
facilitate appropriate individualised learning whilst also
ensuring all clinicians receive some degree of core training.

Although most studies highlighted a need for a more
rigorous approach to education in EOLC, participants
across the studies emphasised their perceived necessity
of incorporating gaining experience in observing and
delivering EOLC. Junior medical staff shadowing
more senior medical staff has been found to facilitate
development in approaches to communicating bad news
effectively and the value placed on informal learning
opportunities'”’. This is unsurprising given previous
research emphasises the important role observation in
practice plays in the education of pre-registration clinicians
both in clinical practice and simulation™”. Junior medical
staff reported that although observing good practice in
respect of delivering bad news to patients / relatives was
valuable to their learning, they considered the observation
of poor practice equally valuable as a means of observing
what not to adopt in terms of approaches to communicating
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bad news 7.

Although more traditional didactic teaching may foster
an increase in EOLC knowledge, the ability to successfully
integrate this into clinical practice requires the opportunity
to practice under supervision. Without structured
learning in place, those clinicians early in their practice
often adopted a trial-and-error approach in delivering
EOLC™*). Unsurprisingly, this approach to clinical skills
has been criticised amongst the research literature as
leading to insufficient, variable, and inappropriate EOLC
provision" "%,

4.2 Allied Health Professionals

Greatly underrepresented amongst the literature are
participants belonging to the AHPs umbrella encompassing
physiotherapists, occupational therapists, social workers,
and psychologists'****). However, it is important to
highlight this could be reflective of the scope of each
discipline in delivering clinical care within their respective
organisations. Equally, low responses from AHP’s could
be reflective of a reluctance to participate due to a lack of
confidence in EOLC. Furthermore, both physiotherapists
and occupational therapists have been found to have the
lowest self-perceived scores in knowledge, attitudes, and
behaviours, although due to the relatively low response
rate from these clinicians, it would be erroneous to draw
generalisations from this data, this limitation is recognised

by the researchers'*”.

4.3 Interprofessional Cohesion

Within the modern healthcare environment, the input
and care delivered by various health professionals are
considered imperative in effective care delivery™. Yet
despite this, internationally, divisions remain in healthcare
and often at the detriment of clinical care’®"**. Furthermore,
nursing staff have reported medical staff to have a poor
understanding of the nursing role, often undermining them
and not considering their input”". Cultural factors have been
highlighted to significantly impact both interprofessional
working and consequentially the provision of EOLC™*"***"),
This sentiment is also highlighted by a study carried out
within Australia®”. Interestingly, although nursing staff
perceived their input as being disregarded or unwanted by
medical staff, medical staff reported the input of nursing
staff as invaluable in their decision-making process. This
highlights the importance of feedback amongst clinicians
to facilitate and allow clinicians to feel heard®. Similarly,
another study found that physicians were disinterested in
EOLC and often left the nursing staff to manage all aspects
of care, with physicians only then providing input with
symptom management and confirmation of death™™".

4.4 Organisational Considerations
Scholars discuss the growing need for EOLC amongst
an array of healthcare settings and specialities™. Yet
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despite increasing integration, utilisation of EOLC
is often implemented late in a patient’s deterioration,
where it would have been beneficial for earlier
intervention*>*"*”), Other studies have highlighted within
their study those clinicians working in an acute surgical
environment often viewed cessation of treatment
and EOLC as a failure in their practice'". Although
this can be attributed to these acute areas having a
heavy emphasis on curative intent"”, this negative
attitude towards EOLC could be attributed to a poor
understanding of the philosophy of both palliative and
EOLC generally.

Furthermore, with participants amongst the studies
reporting EOLC being identified late in the dying
process, this can result in poor symptom management,
which can be distressing to not only patients and
relatives but also clinicians"****"*); and nursing an
individual at end-of-life can be challenging within the
critical care environment””. Concerns were also raised
among participants over the changing of consultant
intensivists on a weekly basis, with some changing
patients’ care from end-of-life to curative based on
their clinical judgement. This uncertainty created
great animosity amongst nursing staff with the lack
of a standard approach to EOLC decisions. However,
medical staff rationalised this within the study by
discussing fluctuations in a patient’s condition and the
need to assess patients individually.

A commonly reported barrier to effective EOLC
amongst nursing staff is workload allocation, often
with considerable time being spent with those patients
receiving curative treatment leaving little time to spend
with those patients receiving EOLC'""**. Andersson et
al."" go on to discuss that amongst participants, this
caused some frustration and led to perceptions they were
not adequately caring for their patients. Additionally,
frustrations of nursing staff at not having adequate time
to spend with those patients receiving EOLC™". Yet
despite this, less experienced nursing staff tend to favour
carrying out technical nursing care often at the expense
of holistic care, which is crucial in all care delivery but
especially EOLCPY. This could be attributed to task
avoidance due to discomfort in caring for the dying

patient, which was reported by another'®”.

Another relationship discovered was between clinical
area and confidence in performing EOLC. Individuals
working in areas where EOLC was not commonly
reported had poorer knowledge™, confidence* and
attitude™" towards EOLC. It has been asserted that those
with little clinical exposure to EOLC, unsurprisingly,
were the least likely to exhibit confidence in EOLC
delivery™. This raises a concern over whether pre-
registration education would make a significant difference
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to EOLC provision, as the research literature shows those
who do not experience EOLC in professional practice on
a semi-regular basis are more likely to report a lack of
competence.

4.5 Patient-family Communication

Effective communication between healthcare profess-
ionals is often considered an integral aspect of good care
delivery. Yet despite this, communication in EOLC has
often been portrayed as a critical element in failures of
care””. As highlighted within the studies, communication
is commonly discussed as an area many healthcare
professionals are both undereducated and anxious to carry
out'**"***7Having significant conversations regarding
patient deterioration and cessation of active treatment are
often crucial moments in EOLC*>*", yet despite this, many
of the participants in the studies highlighted feeling poorly
prepared to carry this out and often reluctant to do it.

Junior medical staff often rely on observing more senior
medical staff having these significant conversations and
adopting good practices whilst identifying poor practices.
This often hap-hazard approach to gaining experience is
also identified amongst the literature for both nursing and
medical staff'"*". Morgan et al.*”’ found that participants
found value in observing recorded patient-clinician
interactions first by an inexperienced clinician followed
by an example from an experienced clinician. Participants
have also highlighted the value found in utilising creative
methods of teaching, including the above alongside role-
playing'* and using simulation as an additional useful
tool™.

Moreover, poor communication from medical staff to
families can have a negative impact on both patient and
family experiences'*"’. Poor communication of significant
changes in care, such as cessation of active treatment and
implementation of do not resuscitate orders, can cause
significant distress to patients and families, especially
in the event the patient dies, as families may question
why resuscitation is not being attempted, which can be
a significant source of contention amongst medical and
nursing staff'*'’,

4.6 Patient Advocacy Versus Familial Advocacy

All clinicians, regardless of individual professional
grouping or seniority, are duty-bound to deliver both safe
and effective care to their patients, as well as advocate
for care in their best interest. Yet despite this, within
explored research, variations and conflicts surrounding
advocacy exist. Highlighted within the studies reviewed
was a significant division amongst clinicians on who
primarily advocacy should be best aimed at, the patient
or their families. Participants often advocated for
early cessation of treatment at the earliest indication
of treatment futility®”. Conversely, medical staff were
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inclined to prolong treatment in order to allow patients’
families time to accept -often through direct observation
of their relative declining or failing to respond to
treatment - that treatment was futile and thus allow them
time to come to terms that treatment cessation is in the
patient’s best interest'*"”".

This prolongation of treatment was a significant point
of contention in the literature amongst nursing staff
reporting both frustration and concern at the prolongation
of patient suffering in favour of easing familial
suffering*"***"1. Although medical staff may view this as
advocacy of the family, this is often at the expense of the
patient and raises significant ethical concerns regarding
inappropriate and prolonged care delivery with little
benefit*>*. Equally, this is another example of contention
amongst nursing and medical staff, with nurses reporting
feeling they have little say over clinical decision-making,
despite having a high degree of autonomy in other areas
of practice and equally spending the most time with
the patient and family"". However, both nursing and
medical staff have felt they share equal views in decision-
making'*”. This suggests issues pertaining to decision-
making may be reflective of geographical differences in
role awareness instead of implicitly relating to EOLC. As
such consideration must be given to addressing barriers
in decision-making amongst health professionals and the
need for shared decision-making.

4.7 Attitudes Towards EOLC

Despite EOLC becoming a significant aspect of care
delivery amongst all health professionals across a wide
spectrum of clinical areas, attitudes towards EOLC
remain greatly varied. Clinicians working in acute
clinical areas were often the most likely to view EOLC
negatively and as a failure in their care. Participants
highlight that surgeons often favour spending time with
patients undergoing treatment with curative intent, often
forgoing time with those patients in EOLC"". This was
especially true amongst the studies carried out in critical
care areas”"*"**"*? although this is not surprising given
the aggressive pursuit of treatment commonly found
in these areas"". Furthermore, similar values amongst
clinicians working in the critical care setting were found
to improve interprofessional cohesiveness and equally job
satisfaction”**”. This sentiment of increased job satisfaction

in effective EOLC provision is echoed elsewhere'""’.

Additionally, attitudes amongst nursing staff towards
EOLC changed positively with experience”. This could
be rationalised by witnessing the futility of aggressive
treatment in the already dying patient or the suffering
experienced by those patients not receiving adequate
symptom management. Equally, those clinicians who
participated in post-graduate education in EOLC
had improved attitudes towards EOLC"***** There
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is a correlation amongst those individuals that had
undertaken further study in EOLC and attitudes towards
EOLC, noting that scoring on the scale was higher
amongst this group than both those with no education
and those who undertook “in-house” training""’.
However, nursing participants within one study reported,
in comparison to physicians, they had considerably more
in-service EOLC education'®”. Yet despite this, nursing
staff reported significant gaps in knowledge relating to
communicating bad news. As such, consideration must
be given when delivering in-service education to deliver
education to meet the needs of the applicable workforce.

Furthermore, understanding of the philosophy of the
broader umbrella of palliative care was commonly found to
be poor amongst the studies reviewed. A couple of studies
have highlighted that of those surveyed, one of the lowest
scoring perceived competencies was on underpinning
philosophy of EOLC”**". This is not surprising given
the ingrained attitude of EOLC being viewed as a
transition point of care rather than a trajectory-based
approach®. Cultural differences may actively hinder the
implementation of EOLC, with favour given to pursuing
aggressive treatment until death is imminent*"*". Desire to
prolong life at all costs may stem from both religious™*"’ and
cultural beliefs”", and as such, EOLC education is crucial
to sensitively explore these viewpoints to facilitate effective
patient care.

Further to this, interpretations of EOLC varied greatly
amongst the participants, with medical and nursing staff
focussing heavily on symptom management and relief of
suffering, often at the expense of promotion of quality of
life - from the perspective of emotional and psychological
support - or the role communication plays in this
significant episode in life*****”. Furthermore, the ability
of clinicians to define both palliative and EOLC remains
difficult, with generalist clinicians commonly referring
to EOLC as a specialist service rather than simply a
philosophy and form of care practice™.

The demand for EOLC has rapidly increased over
recent decades™"!. This is consequentially due to
population growth and increasing life expectancy with the
concurrent increase in long-term conditions™. However,
despite increasing demand for EOLC within Scottish
services providing specialist EOLC, be it hospice or in-
home, has not grown with demand. As such, a significant
proportion of individuals dying are spending their final
days within the hospital environment.

Despite EOLC becoming an integral aspect of the
registered nurse’s role, research highlights the disparity
between the educational and clinical environments in
EOLC education for nursing students''". However, a
lack of preparation amongst nurses in delivering EOLC
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can lead to anxiety, stress, and burnout””’. In accordance
with both publication of new pre-registration education
standards for nursing students and governmental policy in
the UK particularly, many higher educational institutions
are further integrating EOLC into their curricula.

5 CONCLUSION AND IMPLICATIONS FOR
HEALTHCARE PRACTICE

This literature review has explored the experiences of
various health professionals’ experiences of EOLC. Perhaps
due to the nature of EOLC, participation of both nursing
and medical staff was higher than AHP participation.
Although a multidisciplinary approach has been regarded
as promoting effective care for the patient in EOLC, the
findings from this review cast doubt over AHP involvement.
Opverall, health professionals scored poorly for both self-
reported knowledge and competency in EOLC. However,
participation from AHPs was low across the included
research, and as such, generalisations cannot be drawn,
and this is discussed within the limitations of the studies
involving AHPs. Thus, further investigation into AHPs’
experiences, as well as examining knowledge in EOLC
would be advisable.

Of the included studies, 12 utilised varied qualitative
approaches in exploring experiences in EOLC, allowing
a rich dataset for the literature review and subsequent
thematic analysis. However, often discussed within the
limitations of these studies is the limitation of utilising
only a qualitative approach. This is equally true of the
quantitative studies using instruments relating to self-
perceived competency, knowledge, and attitudes. Given the
value of the data found within the mixed method studies,
utilisation of a knowledge-assessing instrument such as the
PCQN would be beneficial in increasing the validity of the
findings.

Despite the wide geographical coverage of this literature
review, both the qualitative findings and quantitative
findings did not vary greatly from country to country. The
only exception to this was the study conducted within
Malaysia”' and a study conducted in Saudi Arabia'".
Reasoning for this is given within both studies relating to
both the nature of developing healthcare systems within
the countries and public attitudes towards EOLC provision.
However, the remaining studies showed great similarities
in health professionals’ experiences in EOLC, namely, a
lack of confidence and a self-reported lack of sufficient
education. Despite the WHO proclaiming the need for all
member countries to consider PEOLC a universal necessity
in modern healthcare delivery, it remains apparent that
EOLC provision is still being significantly hindered in part
by healthcare professionals’ lack of both knowledge and
experience in delivering it.

Finally, cultures within healthcare organisations have

J Mod Nurs Pract Res 2023; 3(4): 22



also been highlighted as being critical to EOLC. Despite
Interprofessional working being the gold standard of
effective care delivery, nursing staff reported feeling
both unheard and unappreciated in the decision-making
processes of EOLC™**. This could be attributable
to deep-rooted societal values, this alongside nursing
remaining a predominately female-populated field in
comparison to medicine, although important to note this
cannot be generalised as the study was only conducted in
one geographical area. As such, further research should be
carried out to investigate specifically the role that societal
and cultural views have on interprofessional work.
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