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ABSTRACT

Background: Critical care nurses’ (CCNs) role in the critical care unit (CCU) changes from life-
sustaining to promoting comfort in end-of-life care (EOLC) resulting in different experiences.
End-of-life care is inevitable owing to the high mortality rates experienced in the CCU especially
in the African countries. Owing to this, CCNs ought to acquire specific skills required to
effectively provide EOLC within the CCU.

Objective: To explore the experiences of CCNs in EOLC to adult patients in the CCU at Kenyatta
National Hospital (KNH).

Methodology: This was a qualitative study employing descriptive phenomenology design to
explore the experiences of CCNs in the CCUs in EOLC. 21 interviews were conducted, guided by
the study tool. The main areas of interview were; understanding of EOLC by the CCNs, CCNs
preparedness in provision of EOLC and barriers to EOLC. Interviews were transcribed verbatim
and subjected to inductive analysis using the content analysis method. The findings were then
thematically presented. Ethical approval was sought from institutions’ ethical committee.
Results: The study involved 21 CCNs. A majority of the nurses were between 30-40 years of age,
had bachelor’s degree and had working experience of over 7 years. The study identified 3 themes:
Promoting a dignified end, professional preparedness and inadequate resources. Critical care
nurses viewed EOLC as centered on patient comfort and comprehensive biopsychosocial support.
While demonstrating inadequate preparedness, nurses emphasized the importance of training,
especially in communication skills like empathy and self-awareness. Barriers to optimal EOLC
included inadequate equipment, such as a shortage of syringe pumps, insufficient counseling
support for nurses dealing with patient loss, and the absence of SOPs

Conclusion: While nurses exhibit a commendable understanding of EOLC, the findings
underscore a notable gap in the preparedness of CCNs. This inadequacy necessitates targeted
training, improved communication competency, and therapeutic support to bridge existing gaps
and elevate the standard of care. Importantly, the study captures a spectrum of experiences among
CCNs, ranging from adherence to expected standards to instances falling below benchmarks.
These varied experiences contribute significantly to the overall understanding of EOLC within

critical care settings.
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CHAPTER ONE: INTRODUCTION

1.1 Background of the Study

At the end of life, an individual confronts a stage marked by impairment or contends with living
under the shadow of an ultimately fatal condition, even amidst an uncertain or unclear prognosis.
The American Association of Critical care nurses (AACN) defines it as a period in the life of a
critically ill patient where the chances of surviving are minimal and focus is on comfort rather than
cure (Palliative and end-of-life care, n.d). Similarly, given that the patient is afflicted with a
condition that is ultimately fatal, death is imminent only delayed by time even if there is an
unknown prognosis (Sjoberg et al., 2021). The end-of-life care (EOLC) is a perspective involving
managing critically ill patients’ symptoms for instance pain through medical support. It involves
communicating with the patients and their relatives on illness and prognosis and psychological
support provided by critical care nurses (CCNs) during the last stages of their lives (Palliative and
end-of-life care, n.d).

Critical Care Nurses are nurses who have undergone specialized training in critical care nursing at
the higher diploma level or the master’s level from recognized institutions. They are trained on
managing life-threatening conditions with an aim of restoring organ function and health. For this
reason, care of the critically ill changes from treatment for prolonging life to dignity, comfort,
symptom control, enhancing the quality of life and facilitating a peaceful dying process (Salins et
al., 2018). The CCNss attend to different categories of patients admitted in the CCUs. These patients
necessitate rigorous or invasive monitoring, along with support for airway, breathing, and
circulation (Delvin et al.,2018). They require stabilization of acute or life-threatening medical
issues, comprehensive management of disease or injury, and the optimization of comfort for

critically ill patients (Vincent et al., 2020). Patients admitted in the CCU are a diverse group
1



ranging from neonates and infants to the elderly. Importantly, they all require more regular
assessments and technology assistance than patients in non-CCU beds. Adult CCU patients
commonly experience respiratory ,cardiac, and neurologic conditions in comparison to respiratory
illnesses in the pediatric CCUs (Hassan et al., 2018).

Globally, the incidence of admissions to CCUs vary widely, with reported rates ranging from 1%
to 54% (Abate et al., 2021). However, this variability is not consistent across regions, and it is
important to note that the rise in morbidity rates is closely paralleled by an increase in mortality
rates. In African countries, the mortality rates within CCUs tend to be significantly higher than
those observed in more developed nations, with estimates ranging from 34% to 43% (Eya et al.,
n.d.; Lalani et al., 2018). Notably, in the context of public hospitals in Kenya, the mortality rate is
estimated to be as high as 54% (Lalani et al., 2018). This presents a considerable challenge,
particularly for CCU nurses who provide care in an environment characterized by a heightened
frequency of patient mortality hence EOLC.

There are different measures adopted during the provision of EOLC. Withdrawal of life support
(WDLS), withholding of life support (WHLS) and medical futility are crucial aspects in EOLC.
According to Zhong et al. (2022), WDLS is described as discontinuing a therapy initiated to sustain
a patient's life when it proves ineffective. Essentially, it is viewed as a measure that only serves to
prolong the dying process, involving interventions such as the use of vasoactive agents and
mechanical ventilation. In contrast, WHLS involves the decision not to escalate therapies, with the
most common example being the issuance of a Do Not Resuscitate (DNR) order (Piryani &
Piryani, 2018). Medical futility is characterized by the inability to achieve defined objectives, such

as enhancing the quality of life, extending life, and saving life, as outlined by Wolfe and Kon



(2022). Despite these distinctions, healthcare professionals in the CCU grapple with challenging
decisions regarding the withdrawal and withholding of care.

End of life care encompasses not only provision of support for the critically ill patient during their
final days but also extends to include care for their family. In the CCU, in almost all the cases, the
EOL patients are unconscious. Therefore, there is need to ensure that the plan of care aligns with
patient and family goals (Utami et al., 2020). For this reason, there are specific skills required to
effectively provide EOLC. These skills include communication skills, pain management
,symptoms management, cultural and spiritual considerations, ethical issues, decision-making
skills as well as correct use of medical equipment (Ferrel et al., 2015;Martin-Martin et al., 2021;
Muskat et al., 2020). In contrast, Subih et al. (2022) observed that the preparedness of CCNs in
providing EOLC is often insufficient and unsatisfactory.

Provision of EOLC is often accompanied by various difficulties especially to the CCNs. The
barriers to effective EOLC include lacking Standard Operating Procedures (SOPs) on EOLC, lack
of education and inadequate communication (BlaZevicien¢ et al., 2020). Moreover, the use of CCU
for provision of EOLC is on the rise due to the increase in CCU admissions. However, CCU
environment is not ideal for provision of EOLC when compared to other palliative centers. The
noise from alarms cause disturbance to patients on EOLC who need adequate rest (Suba et al.,
2019). Other barriers observed among the CCNs include their limited involvement in EOL
decision-making for patients, varying care attitudes, as well as resource constraints (Lai et al.,
2018).

Similarly, CCNs experience emotional problems such as stress, insomnia, depression and anxiety
while providing EOLC (Lalani et al., 2018; Ozga et al., 2020). They exhibit different psychological

issues, helplessness, discomfort and fatigue because of working in a stressful environment with
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high mortality rate. Critical care nurses sacrifice their relationships - professional and personal-
leading to emotional imbalance in life (Bilal et al., 2022). Further, there is limited support by health
care systems when it comes to addressing these challenges faced by CCNs in EOLC (Fernandez
et al., 2020). Therefore, it is necessary to apprehend the CCNs experiences with EOLC in the CCU
with an aim of improving their care-giving experience. This will also suggest solutions for

effective and efficient EOLC for the patients.

1.2 Problem Statement

End-of-life care has become a prominent facet of nursing within CCUs. Vijenthira et al. (2020)
emphasize the significance of this by noting that approximately 10-20% of the general population
currently experiences their final moments within a CCU setting. However, patients at the EOL in
non-palliative care settings such as KNH CCU fail to receive care tailored to their stage of illness
(Reyniers et al., 2014).

The unique skills and competencies required for EOLC by CCNs, including communication,
problem-solving, decision-making, and the proficient use of medical equipment, are integral for
ensuring a dignified end to patients seeking EOLC (Martin-Martin et al., 2021). Despite training
in critical care nursing, at KNH CCU, current education incorporates only basic theoretical EOLC,
leaving a void in the practical application of these skills..

In the specific context of KNH CCU, emotional strain on CCNs emerges. Critical Care Nurses are
frequently grappling with emotional breakdowns, particularly following the prolonged care of a
patient who eventually succumbs. Compounding this challenge is the unique role of the unit's sole

counselor, tasked with providing support to both patients' families and the CCNss.



Furthermore, the absence of established Standard Operating Procedures (SOPs) for EOLC in KNH
CCU poses a notable risk. While the development of SOPs is underway, CCNs currently deliver
EOLC without clear operational guidelines, which may have the potential to impact the quality of
care offered to patients in their last moments, as pointed out by BlaZeviciené et al. (2020).
Despite a prior examination of EOLC comprehension among nurses in specialized care units in
Kenya (Mathira et al., 2021), the specific experiences of CCNs in the context of EOLC within
CCUs especially at KNH remain unexplored. This gap is critical, considering the evolving role of
CCNs from life-sustaining to comfort-promoting during the end-of-life phase.

In light of the above, this research seeks to distinctly elucidate the current experiences,
preparedness and barriers of CCNs in delivering EOLC within CCUs. This research endeavors to
bridge this existing knowledge gap, with the overarching goal of offering valuable insights that
can guide specific enhancements in both training and clinical practice. These improvements are

intended to culminate in an elevated standard of end-of-life care within critical care settings.

1.3 Justification of the Study

The need for EOLC has become increasingly evident due to rising morbidity and mortality rates.
In particular, the CCU is a crucial setting, where a significant percentage of patients face the end
of their lives. In Kenya, the mortality rate within the CCU is alarmingly extreme, reaching up to
54% (Lalani et al., 2018). Unfortunately, regardless of this pressing need, there is currently a
scarcity of palliative nurses dedicated to providing EOLC within the CCU. This calls for a closer
examination of the role of CCNs in offering much-needed EOLC tailored to the specific needs of
patients in critical condition.

Critical care nurses operating in the CCU face numerous challenges when providing EOLC. These

challenges extend beyond clinical aspects and often manifest as emotional difficulties, including
5



stress, insomnia, depression, and anxiety (Lalani et al., 2018; Ozga et al., 2020). Furthermore, the
unique environment of the CCU, marked by a high mortality rate, can lead to psychological issues,
helplessness, discomfort, and fatigue among CCNs. Understanding these barriers is crucial, as they
have the potential to profoundly influence the standards of care provided to patients.

Effective EOLC requires some specific set of skills, including pain management, advanced
communication skills, cultural sensitivity, spiritual awareness, and ethical considerations. It is
worth noting that EOLC extends beyond the patient to encompass care for their families.
Therefore, this research aims to explore the preparedness of CCNs with regard to possessing these
essential skills. Inadequate preparation can result in an overwhelming experience for patients,
families, and nurses alike.

The level of support that CCNs receive during the provision of EOLC is a crucial element in
ensuring the delivery of high-quality care. This support can be derived from various sources,
including the family members, healthcare system, and other significant individuals. However,
experiences of CCNs in providing EOLC within the CCU, especially in the Kenyan context,
remain understudied. Therefore, this research seeks to delve into the experiences of CCNs in
providing EOLC, with the goal of gaining a deeper understanding of their challenges and
identifying strategies to enhance their support and improve patient care.

1.4 Significance of the Study

The primary objective of the present study was to explore the experiences of CCNs in the main
CCU at KNH in terms of their understanding, preparedness, and the obstacles encountered when
providing End-of-Life Care (EOLC) to adult patients. The outcomes of this research are
anticipated to contribute to the development of evidence-based approaches in nursing practices

related to EOLC. Consequently, it would also contribute to developing protocols necessary in
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provision of EOLC by CCNs in the CCU. The study would give recommendations addressing the
challenges faced by CCNs in CCUs in provision of EOLC. This would enhance the delivery of
services and contribute to an improved quality of life for patients in EOLC. Additionally, it would
contribute to the body of knowledge of CCUs on EOLC.
1.5 Main Research Questions
What are the experiences of critical care nurses in end-of-life care to adult patients in the critical
care unit, KNH?
1.5.1 Specific Research Questions
1. What perspectives do CCNs at KNH hold regarding EOLC?
ii. ~ How do CCNs approach the provision of EOLC at KNH?

iii.  What specific barriers do CCNs encounter in the course of providing EOLC at KNH?

1.6 Broad Objectives
To explore the experiences of critical care nurses in end-of-life care to adult patients in the Critical
Care Unit at Kenyatta National Hospital.
1.6.1 Specific Objectives
The study was guided by the following specific objectives;
1.  To explore critical care nurses' perspectives on end-of-life care at Kenyatta National
Hospital.
1.  To describe critical care nurses' approaches in providing end-of-life care at Kenyatta
National Hospital.
iii.  To identify barriers faced by critical care nurses in end-of-life care at Kenyatta National

Hospital.



1.7 The Assumptions of the Study
The study assumed that;
i.  The respondents had interest in sharing their experiences and that the KNH administration
would be supportive and allow the study to be carried out in their premise.
ii.  The information provided by respondents regarding their provision of the EOLC in the

CCU would be accurate and truthful.



CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction
This chapter is dedicated to the exploration of Critical Care Nurses' (CCNs) experiences in
delivering End-of-Life Care (EOLC) to adult patients within the CCU. It encompasses a
comprehensive review of prior studies that have aimed to address the present research objectives.
The literature review is structured into sections that align with the specific goals of this study,
including CCNs' comprehension of EOLC, their preparedness for providing EOLC, and the
challenges they encounter in delivering EOLC within CCUs. The chapter also outlines the
theoretical and conceptual frameworks guiding this investigation.
To gain a deeper insight into the subject at hand, the researcher emphasized the inclusion of high-
quality studies. The literature search was conducted using the Google Scholar and SAGE search
engines. Specific keywords were utilized, such as 'End-of-Life,' 'End-of-Life Care,' 'Critical Care
Nurses,' 'Critical Care Unit,' 'Experiences,' 'Understanding,' 'Barriers,' and 'Qualitative.' To refine
and expand the search scope, keyword combinations like 'Critical Care Nurses + End-of-Life Care'
were used.
2.2 The Perception of Critical Care Nurses on EOLC

2.2.1 Holistic Care
The end-of-life care in CCU has gained increasing significance globally. This trend is driven by
the rising prevalence of chronic diseases, which pose a substantial threat to public health in
contemporary society. As per the World Health Organization (WHO), the objective of EOLC is to
enhance the standard of living for patients and their loved ones by addressing diverse
psychological, physical, spiritual, social and challenges (WHO, 2020). Holistic approach in EOLC
optimizes the standard of living for critically ill patients and their relations through specialized
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interventions such as anticipation of suffering (National Hospice and Palliative Care Organization
(NHPCO), 2020). In agreement, nurses understood EOLC to extend beyond physical aspects to
encompass the spiritual, emotional, psychological, and physical needs of clients with critical
illnesses (Subih et al., 2022). This comprehensive approach underscores the understanding of
CCNs to EOLC within the critical care setting.
2.2.2 Shifting Roles and Knowledge of Critical Care Nurses

The task of CCNs in the context of EOLC represents a substantial departure from their customary
responsibilities, particularly when dealing with patients facing critical illnesses. As articulated by
the Canadian Association of Schools of Nursing (CASN), EOLC necessitates a unique skill set
encompassing communication proficiency, effective pain and other symptoms management,
support for grief and bereavement, and the establishment of psychosocial assistance to both
patients and their relatives. This departure from the life-sustaining focus of CCNss is a significant
shift that has been emphasized by Ozga et al. (2020), who underscore the importance of CCNs to
transition from their traditional roles centered on life-supporting interventions to become proficient
in EOLC.

The pivotal role played by CCNs in the delivery of EOLC highlights the critical importance of
their competence in ensuring the quality of care provided. However, a substantial number of CCNs
lack the requisite knowledge and training essential for delivering effective EOLC (Chan, 2018).
This knowledge deficit is further exemplified in a research done in Taiwan by Ke et al. (2019),
which discovered that CCNs working in CCUs displayed significantly lower levels of knowledge
concerning EOLC when compared to their physician counterparts. In concurrence with these
findings, Ho et al. (2022) identified that limited awareness and insufficient knowledge among

CCNs are at the core of the challenges encountered in the provision of EOLC. This gap in
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knowledge can precipitate various obstacles, including inadequate participation in patient care
planning and the ineffective delivery of EOLC due to the absence of essential skills (Subih et al.,
2022). Therefore, ensuring the proficiency of CCNs in EOLC is imperative for providing high-
quality care and tackling the unique requirements of patients and their relations in the course of
this critical phase of healthcare delivery.

2.2.3 Family Support
During a patient's admission to the CCU, families navigate a challenging and emotionally charged
journey. Critical care nurses assume a crucial role in providing care, not solely to EOL clients but
also to their kindred. This dynamic involves active engagement with the patient's kindred, where
information regarding the patient's illness and prognosis is shared during family conferences,
ensuring that the family is kept informed, even when the news is unfavorable (Ulami et al., 2020).
Family members deserve an honest understanding of their patient’s condition. Wadab et al. (2022)
underscored the importance of such transparent communication, as family members often find
solace and a sense of control in understanding the situation, even when it carries distressing
implications. In addition to information-sharing, CCNs extend support to families in various other
ways. This encompasses offering encouragement and creating opportunities for families to engage
in shared moments, such as conversations and prayers (Ulami et al., 2020). Notably, CCUs often
adopt an inclusive approach, allowing close family members, particularly nuclear families, to be
present with the patient even beyond official visiting hours. Nevertheless, it is crucial to recognize
that different relatives may exhibit varying responses in recognizing and appreciating the care
provided by CCNs (Kgosana et al., 2019).
In alignment with this observation of varying responses from family members, Puente-Fernandez

et al. (2020), noted that some family members might attribute their loved one's demise to perceived
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shortcomings in the nursing care provided. Consequently, CCNs may grapple with feelings of
responsibility and self-blame, despite their dedicated efforts to deliver the highest quality care
(Kgosana et al., 2019). The complex interplay between CCNs and patient families in the CCU
underscores the importance of effective communication, support, and understanding, while
recognizing the diversity of family responses and the emotional burden that can befall CCNs in
their commitment to EOLC.
2.3 Critical Care Nurses’ Preparedness in the Provision of End-of-Life Care

2.3.1 Perceptions on Preparedness.
Critical Care Nurses enact a crucial part in stabilizing the critically ill clients. Scholars have
underscored the importance of CCNs' understanding of their personal beliefs and perceptions
regarding dying and death in preparing them for the provision of EOLC (Hall, 2020). The provision
of care to clients and their family members necessitates a blend of information and skill,
encompassing both specialized and individual aspects, while also requiring access to adequate
support resources. This complex role entails striking a balance between one's personal and
professional responsibilities as a nurse. An exploration of CCNs' preparedness in EOLC suggests
that effective preparation entails the nurse's ability to make sense of the dying experience
(Beckstrand et al., 2021). However, Hall (2020) diverges from this perspective by highlighting
that a substantial number of CCNs express feelings of unpreparedness in delivering EOLC,
particularly in the face of increasing chronic illnesses and death rates within CCUs, despite
advancements in technology and science. This ongoing challenge for CCNs underscores the
significance of ensuring dignified EOLC within CCUs.
Critical care nurses who perceive themselves to be adequately prepared offer better EOLC. In

agreement, a study conducted by Griffith (2018) delved into the preparation of CCNs for EOLC
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and emphasized the importance of international documents that recognize the necessity of
preparing CCNs for this crucial role. However, the study noted that these documents often lack
contextualization concerning EOLC preparation. Furthermore, the research established that a
prepared and adequately supported nurse is more likely to exhibit empathetic communication
skills, confidence in assessing clients at the EOL, proficiency in symptom management, and a
comprehensive understanding of the dying process. These nurses are also better endowed to
manage emotional impact of bereavement and loss, both for themselves and their patients,
ultimately demonstrating self-competence. Conversely, the viewpoints put forth by Ramos Salazar
(2020) and Molly and Abraham (2020) propose that CCNs often encounter challenges in being
adequately prepared and supported in delivering EOLC. This lack of readiness may lead to adverse
consequences, including burnout, work-related stress, elevated turnover rates, work
dissatisfaction, and heightened mortality rates. These disparities underscore the significance of
ensuring that CCNss are adequately prepared and supported in their crucial role in EOLC.
2.3.2 Knowledge and Training

Comprehensive knowledge and thorough training in EOLC play pivotal roles in determining
patient care outcomes. As identified by Chan (2018), a significant proportion of CCNs lack the
necessary knowledge and training to deliver high-quality EOLC effectively within clinical practice
settings. Moreover, within the CCUs, there is a glaring inadequacy and inconsistency in the
training received by CCNs, which perpetuates the challenges associated with insufficient
knowledge (Subih et al., 2022).

This dearth of knowledge and inconsistent training can manifest in several issues, including sub-
optimal levels of knowledge and be deficient in contributing to care planning process for clients.

It can also lead to the ineffective provision of EOLC due to a deficiency in the requisite skills
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among CCNs (Subih et al., 2022). Consequently, addressing the gaps in knowledge and training
is imperative to enhance the competence and effectiveness of CCNs in delivering EOLC within
CCUs. Fostering a robust educational framework tailored to EOLC and ensuring standardized,
comprehensive training for CCNs will not only empower them with the essential knowledge and
skills but also enable them to actively engage in the care planning process and provide
compassionate and effective EOLC for critically ill patients within the CCU setting (Ulami et
al.,2020).
2.3.3 Communication Skills

One critical aspect of effective EOLC provision is the possession of high-quality therapeutic
communication skills. Communication skills is significant especially now with chronic care
patients whose numbers are projected to increase with the ageing population. An article by
Pathways on importance of communication concluded that nurses require proper communication
to therapeutically communicate and care for their patients as well as address the concerns of the
family (‘The Importance of Effective Communication at End of Life | Pathways’, n.d.) This was
also affirmed by Yoo et al. (2020) when they observed that proficiency in communication is
essential for evaluating the requirements of critically ill patients and their families in a CCU
setting.

Current evidence suggests that the effectiveness of CCNs in communication with relevant parties
can be independent of their knowledge base (Park & Lee, 2018). Likewise, therapeutic
communication is a crucial aspect for CCNs in nursing, particularly in relation to empathy. Howick
et al. (2018) posit that empathetic communication not only contributes to the swift recovery of

patients but also enhances job satisfaction among CCNs. However, (Subih et al., 2022) argues that
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when it comes to providing EOLC, CCNs are not always adequately prepared in terms of
communication.

2.3.4 Teamwork Skills
The CCNs should be capable of working as team members to ensure effective EOLC in the CCU.
A recent investigation conducted by Dirks (2019) asserts that the outcomes in CCUs hinge on the
nurse's ability to collaboratively function as a team member. Significantly, the effectiveness of
high-functioning multidisciplinary teams is paramount for ensuring the quality and safety of EOL
patient care. Fan et al. (2018) further validates that a team can successfully achieve shared goals
in the CCU when its members possess appropriate teamwork skills. However, it is noteworthy that
a different study highlighted that healthcare teams are seldom or inadequately trained to function
cohesively as team members within the current education system (Subih et al., 2022). This poor
construction and coordination of healthcare teams in EOLC is attributed majorly to lack of
preparation.
2.4 Barriers Critical Care Nurses’ Experience in End-of-Life Care

2.4.1 Challenging Working Environment
The working environment in CCU is not ideal for CCNs providing EOLC. Khan et al., (2019)
examined the factors that force CCNs to leave adult critical care settings. The author found that
poor working environment, poor working relationship among CCNs in the CCU, and
stressful/traumatic workplace experiences were the main reasons for CCNs wanting to leave the
CCU. Similarly, Lai et al. (2018) examined the challenges faced by CCNs in providing EOLC and
realized that the working environment is difficult and complex. Unfortunately, the CCU working
environment remains inadequate in meeting the need of CCN's and patients as well as their families.

Past research has indicated that the work environment in CCUs is notably stressful, given that
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CCNs are consistently exposed to the suffering and pain of patients dealing with incurable diseases
(Kgosana et al., 2019).

2.4.2 Decision Making Challenge
Decision-making in the context of EOLC is fraught with complexity and emotional strain. Lai et
al. (2018) highlighted the absence of clear guidelines or directives for EOLC decision-making, and
when guidelines are present, they often exhibit gaps and ambiguities. Carmel et al. (2020)
emphasized the emotional toll that the decision-making process can exact on healthcare providers.
The necessity of discussing dying and death, along with making critical decisions, creates a
challenging emotional landscape for CCNs.
Poor communication with relatives, inadequate attention to quality of life, lack of a realistic
overview of the situation, and complications arising from polypharmacy further compound the
decision-making challenges in EOLC. These barriers make it difficult for CCNs to navigate the
intricate process of decision-making effectively. Egan et al. (2017) underscored the difficulty
CCN:ss face in initiating discussions about dying and death with patients' relatives. This challenge
is rooted in their perceived lack of competence and knowledge concerning the dying process,
adding yet another layer to the complexity of EOLC.

2.4.3 Emotional and Psychological Burden
Critical Care Nurses in CCUs bear a significant emotional and psychological burden associated
with their roles in EOLC. Davidson et al. (2017) identified a spectrum of physical and
psychological distress that characterizes the CCU environment. These distressing factors include
posttraumatic stress, anorexia, fatigue, anxiety, fear, and depression. Subih et al. (2022) further

emphasized the vulnerability of CCNs in the CCU to psychological and emotional distress. The
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nature of the work undertaken by CCNss, frequently involving the firsthand witnessing of suffering
and death, can significantly impact their mental and emotional health.
Kamal et al. (2016) identified a knowledge gap in CCNs' understanding of appropriate
communication techniques, symptom management, and shared decision-making capacity. This
gap can result in feelings of inadequacy and stress, further contributing to the emotional and
psychological burden on CCNs. The working environment in CCUs often falls short in meeting
the wants of CCNs, clients, and their relatives (Khan et al.,2019). Inadequate support and resources
add to the emotional and psychological barriers encountered by CCNs in the pursuit of effective
EOLC.
The emotional and psychological stressors experienced by CCNs necessitate institutional support;
without it, nurses may face substantial burnout and stress, leading to low retention rates and
increased absenteeism. Nevertheless, it is important to note that nurses exhibit diverse
personalities, with some maintaining the belief that they do not experience psychological or
physical exhaustion while working in a stressful environment, such as EOLC (De la Fuente-Solana
et al., 2020).

2.4.4 Inadequate Knowledge
Certain authors have identified a knowledge gap among CCNs regarding various concepts, such
as dying and death. Ay and Oz (2018) conducted a study that not only identified this knowledge
gap but also recommended educational interventions, including changes in values and enhanced
learning, to positively influence CCNs' attitudes toward these concepts. Other studies conducted
by Nienaber & Goedereis (2015) and Dadfar & Lester (2019) supported the notion that education
is crucial in the context of EOLC, as it reduces anxiety related to death and positively impacts the

feelings, attitudes, and perspectives of CCNs, ultimately enhancing the overall quality of life.
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Likewise, the importance of education for CCNs extends to emotional and communication support
related to EOLC concepts, emphasizing the need for effectiveness in their roles (Ay & Oz, 2018).
A cross-sectional study conducted by Jiménez-Giménez et al. (2021) underscored the heightened
need for CCNs to acquire additional skills and education to effectively navigate the challenges
associated with caring for dying patients and addressing death. The collective findings of these
studies consistently highlight a deficiency in the support systems available for CCNs, hindering
their ability to obtain sufficient and pertinent education, encompassing both knowledge and skills,

essential for the proficient execution of their tasks in the context of EOLC.

2.5 Theoretical Framework

This study applied Kolcaba's Comfort Theory; a nursing theory developed by Katherine Kolcaba.
As outlined by Lin et al. (2023), this theory positions comfort at the core of healthcare. Boudiab
& Kolcaba (2015) define comfort through three forms: relief, ease, and transcendence.
Additionally, they elaborate on four contexts within which comfort can be experienced:
sociocultural, environmental, psychospiritual, and physical. Addressing the patient's specific
comfort needs, the nurse administered prescribed analgesia to alleviate postoperative pain. The
patient attained comfort in the context of ease when comfortably contented, representing a state
achieved when addressing anxiety issues (Lafond et al., 2019). Transcendence, another facet of
comfort, denotes a state where individuals overcome and rise above their problems. Comfort
Theory positions comfort as an immediate intended outcome of nursing care (Boudiab & Kolcaba,
2015).

The Theory of Comfort, as proposed by Kolcaba and colleagues, posits that individuals respond
to complex stimuli in a holistic manner, and it underscores the significance of comfort as a desired

outcome in nursing practice (Boudiab & Kolcaba, 2015). Comfort, within this framework, is
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viewed as a fundamental human need that individuals actively seek to attain. The theory asserts
that the effective implementation of comforting interventions can result in increased comfort levels
for nurses, patients, and their families when compared to pre-intervention approaches (Lafond et
al., 2019). This enhanced comfort, in turn, leads to greater engagement in health-seeking
behaviours, thereby contributing to the delivery of high-quality care that benefits not only the
healthcare professionals and their patients but also the healthcare institution itself.

According to the Comfort Theory, comfort is an essential need for all individuals, offering relief,
ease, and transcendence in the face of stressful healthcare situations. Research findings have
indicated that the provision of comfort promotes health-seeking behaviours among nurses,
patients, and their family members (Yazdi & Ebrahimpour, 2021). Moreover, the theory postulates
that when the comfort of nurses is prioritized, they are more likely to experience job satisfaction,
exhibit commitment to their healthcare facility, and demonstrate increased dedication, ultimately
leading to improvements in the overall provision of healthcare services.

2.5.1 Application of the Comfort Theory to the Study

The Comfort Theory is highly relevant to this study, as it takes into account the well-being of not
only patients and their families but also the critical care nurses (CCNs) under examination. This
research focuses on the experiences of CCNs, and the literature review has consistently revealed
the demanding nature of their work in the context of providing End-of-Life Care (EOLC), marked
by challenges such as inadequate institutional support and communication difficulties (NG, 2017).
Dealing with terminal conditions is undeniably demanding, affecting not just patients and their
families but also the nurses who often find themselves understaffed, ill-equipped, and inadequately
supported to deliver appropriate EOLC. Moreover, most Critical Care Units (CCUs) in Kenya are

plagued by inadequate resources and poor working conditions, further exacerbating the challenges
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faced by CCNes. It is evident that CCNs often work in less than comfortable environments, making
the Comfort Theory relevant as it offers a foundation for enhancing the comfort of these nurses as
they strive to provide EOLC to patients and their families, centered on the principles of ease, relief,
and transcendence.

Critical care nurses are proactive in assessing the comfort needs of patients, devising strategies to
address these needs, and subsequently reevaluating the comfort levels post-implementation using
a baseline (Yazdi & Ebrahimpour, 2021). CCNs can significantly benefit when healthcare
institutions prioritize their comfort as they fulfil their caregiving roles in EOL situations. The
literature has identified a range of challenges that hinder the comfort of CCNs, including heavy
workloads, deficient therapeutic communication, burnout, job-related stress, high turnover rates,
job dissatisfaction, increased patient mortality, and extended hospital stays (Moly & Abraham,
2020; Ramos Salazar, 2020). Although comfort interventions may not always involve technical
procedures, they nonetheless play a crucial role in enhancing the delivery of technical care.
According to Boudiab and Kolcaba (2015), CCNs are more likely to exhibit creativity and job
satisfaction when they integrate and implement comforting care, which, in turn, results in higher
patient satisfaction. Furthermore, Boudiab and Kolcaba argue that healthcare institutions stand to
gain greater integrity if they foster increased patient engagement in health-seeking behaviours. The
Comfort Theory suggests that if healthcare institutions adopt a comfort-centric approach, they can
not only bolster their own integrity and improve EOLC outcomes but also enhance the recruitment
and retention of CCNss. In this regard, the theory offers valuable insights for the restructuring of
healthcare institutions around the core concepts of ease, relief, and transcendence

2.6 Conceptual Framework

This study was guided by the following conceptual framework;
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Conceptual Framework for Comfort Theory
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Figure 2. 1 Conceptual Framework of the study adopted from Puchi, Paravic-Klijn, and Salazar

(2018).

Fig. 2.1 above showed the conceptual framework that guided the study. The study assumed that
the feelings of CCNs about their profession, how they are perceived, their feelings towards death
and dealing with critically ill patients in the CCU influences their experiences in the CCUs.
Similarly, their preparedness influences their experiences in the CCU. It also assumed that the
level of support among themselves, from patients’ family members and the healthcare institution

influence the experiences of CCNs in the CCU.
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CHAPTER THREE: METHODOLOGY

3.1 Introduction
In this section, the research design, study site, study population, sample size determination,
sampling technique, inclusion and exclusion criteria, data collection procedures and tools, data
analysis, and ethical considerations were outlined.
3.2 Study Design
This qualitative study employed a descriptive phenomenology design to explore the experiences
of critical care nurses in end-of-life care through in-depth interviews.

3.2.1 Descriptive Phenomenology
Phenomenology, as a qualitative research design, seeks to describe the experiences of the study
population in their natural environment (Sihre et al., 2019). It was originally developed by 20th-
century philosophers like Sartre and Husserl with the aim of exploring and understanding the
structure, meaning, and essence of life experiences of the study subjects, in this case, critical care
nurses at KNH, regarding a specific concept without abstraction (their experiences in providing
EOLC in the CCU) (Sihre et al., 2019; Sundler et al., 2019). Descriptive phenomenology is a
research design used to understand subjective experiences and gain insights into the motivations
and actions of individuals. It also allows the researcher to uncover assumptions and conventional
wisdom (Sundler et al., 2019).
Furthermore, Frechette et al. (2020) added that descriptive phenomenology yields qualitative data,
enabling the researcher to explore and understand the experiences of the study population in their
natural environment without predetermined conditions. The selection of descriptive
phenomenology in this study was motivated by the desire to comprehend the experiences of CCNs

in providing EOLC in the Critical Care Unit at Kenyatta National Hospital from a first-person
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perspective. The study assumed that individuals had varying challenges and perceptions, and, as a
result, in-depth interviews with selected CCNs would generate rich data regarding their
experiences in providing EOLC in the CCU.

3.3 Study Site

The study was conducted at Kenyatta National Hospital (KNH) in the Main Critical Care Unit
(CCU). KNH is located in Nairobi County, Kenya's capital city, situated 3.5 kilometers west of
the central business district. Established in 1901, KNH currently has a bed capacity of 1800. The
CCU admits critically ill patients referred from across the country through the accident and
emergency department and from different theatres and wards within KNH. KNH features various
satellite CCUs, including the medical CCU, obstetric CCU, cardiac CCU, neurological CCU,
pediatric CCU, neonatal CCU, and the recently established Infectious Disease Unit CCU. The
Main CCU primarily admits trauma patients, although reports indicate that high demand for CCU
beds has resulted in the admission of various medical conditions. KNH serves as the largest referral
and teaching hospital, not only in Kenya but also in the entire Eastern and Central Africa region.
It is ranked as the largest CCU capacity hospital in Africa. Likewise, CCNs working at KNH have
substantial experience in providing EOLC in the CCU.

3.4 Study Population

The study population comprised Critical Care Nurses (CCNs) responsible for providing End-of-
Life Care (EOLC) in the main Critical Care Unit (CCU) at Kenyatta National Hospital (KNH).
The main CCU was chosen due to its status as a general unit that receives the majority of critically
ill patients referred from various parts of the country. It boasts a larger bed capacity when
compared to the satellite CCUs within KNH, which in turn accommodates a greater number of

CCNs.
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The selection of Critical Care Nurses in this study was based on their extensive experience in
managing critically ill patients in need of EOLC over an extended period. This criterion ensured
that they had encountered a variety of scenarios in the provision of EOLC. The main CCU at KNH
had a total of 92 nurses, consisting of 71 females and 21 males
3.5 Selection of participants
3.5.1 Inclusion Criteria
The following were the criteria for inclusion in the study.
e (CCNs actively involved in the provision of EOLC in the CCU at KNH during the
period of data collection.
e CCNs who had worked in the CCU at KNH for more than one year. Including CCNs
with at least one year of experience in the CCU ensured that participants had gained a
certain level of familiarity with the unit's environment, procedures, and patient
population. This criterion helped ensure that participants had a sufficient depth of
experience to provide meaningful insights into the delivery of EOLC.
e Those who consented to the study.
3.5.2 Exclusion Criteria
The following were the criteria for exclusion in the study.
e CCNs who had worked in the CCU at KNH for less than one year.
e (CCNs who had worked in CCU at KNH for over one year but on leave during the
period of study.
3.6 Study variables
In qualitative research, variables are often referred to as concepts or phenomena that one aims to

explore and understand. In this study, the variable “experiences" was defined as subjective
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perceptions, thoughts, emotions, and actions that individuals underwent in a specific situation or
context. In this case, the researcher was focusing on the experiences of CCNs in the provision of
EOLC in the CCU at KNH. The researcher was interested in understanding their personal,
professional, and emotional encounters related to EOLC in this specific setting. The ‘experiences’
could further be described in dimensions that the researcher intended to explore. These dimensions
helped in providing a more comprehensive understanding of the CCNs experiences. The
dimensions included individual preparedness, communication with patients and families,
emotional challenges, decision-making processes, interprofessional collaboration, ethical
dilemmas and barriers to EOLC. Nevertheless, it was imperative to bear in mind that the definition
of "experiences" was provisional and opened to refinement as the researcher engaged with the
information and gained a greater understanding of the CCNs experiences.

3.7 Sample Size Determination

In a phenomenological qualitative study such as this, the determination of the sample size was
guided by the concept of data saturation. Saunders et al. (2018) defined data saturation as the point
at which no new information could be obtained. Vasileiou et al. (2018) suggested that a sample
size ranging from five (5) to twenty (20) respondents was sufficient in qualitative research to
achieve data saturation. In a systematic review conducted by Sundler et al. (2019), it was observed
that most descriptive phenomenological studies involved between four (4) and sixty-two (62)
respondents. Hence, the researcher planned to conduct interviews with between 15 and 20
participants, with the intention of continuing until data saturation was reached.

3.8 Sampling Method

This study employed purposive sampling technique to identify respondents of the study. Purposive

sampling is a non-probability sampling method in which participants are deliberately chosen based
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on specific characteristics deemed essential by the researcher for the sample (Sundler et al., 2019).
The use of purposive sampling in descriptive phenomenology is generally acceptable as it selects
participants with rich experiences related to the research question (Groenewald Phenomenological
Design, n.d. 2018). The approach also allows the researcher to select participants that have
cognitive capacity to self-reflect and adequately express themselves. As a result, very detailed and
important information can be gathered from a small number of respondents. In this research,
purposive sampling was utilized to select CCNs who were actively involved in the provision of
EOLC in the CCU. The selection criteria for Critical Care Nurses (CCNs) participating in this
study included the following: a minimum of one year of service in the main Critical Care Unit
(CCU) at Kenyatta National Hospital (KNH), possession of a higher diploma in Critical Care
Nursing, gender (both male and female), active engagement in CCU duties, and substantial
knowledge and experience relevant to the research topic. Purposive sampling technique was
chosen due to its time and cost-effectiveness. The composition of the sample size was guided by
factors such as qualification level, years of service in the CCU, and the age of the participants.
Twenty-five Critical Care Nurses (CCNs) were initially recruited for the study, but four withdrew
due to unforeseen emergent unavoidable schedules after their CCU shifts.

3.9 Recruitment Process

The researcher visited KNH CCU after the research had been approved by the institutional ethics
committee and permission to collect data issued by KNH administration. In the CCU, the approval
letter and permission to collect data were given to the ward in charge after handover in the morning
who gave a go ahead to the researcher to interact with the CCU staff. After introduction, the
researcher was advised that it was appropriate to conduct the interviews at 11 AM during the

nurses’ break for the morning and day shift staff. The introductions between the researcher and the
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afternoon and night shift nurses were made at individual levels. This was conducted face-to-face
owing to the sensitive nature of the study, as it bore the risk to evoke emotional responses from
the CCNs while they shared their EOLC experiences. The afternoon interviews were conducted at
4 PM after patient cares and 7 AM before starting the handing over for the night shift nurses.
3.10 Data Collection

3.10.1 Data Collection Tools
Data collection in this study involved semi-structured, face-to-face interviews, following a
predefined interview topic guide (see Appendix iii). The guide, developed by the researcher, was
tailored to align with the research objectives and featured open-ended questions to encourage a
free-flowing exchange between the researcher and participants. During the interviews, the
researcher also employed probing techniques to ensure a comprehensive understanding of the
participants' perspectives. Each interview session lasted between 30 to 40 minutes, and data
collection spanned a two-week period. These interviews aimed to gather insights into the
experiences of Critical Care Nurses (CCNs) in delivering End-of-Life Care (EOLC) in the primary
Critical Care Unit (CCU) at Kenyatta National Hospital (KNH).
The data collection site was the counselling room within the CCU, chosen for its capacity to
provide privacy and a conducive environment for research participants. Interviews were selected
as the primary data collection method due to their ability to facilitate the exploration of CCNs'
experiences in providing EOLC in their natural work environment. As noted by Alshengeeti and
Hamza (2019), interviews offer respondents the opportunity to openly express their thoughts and

feelings, and the use of follow-up questions allows for in-depth data collection.
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3.10.2 Pretesting of the Interview guide
Pre-testing of the interview guide was carried out using three CCNs at the neurological CCU in
ward 4c at KNH. This CCU was selected because it admits almost similar cases of patients as in
the main CCU. The aim of the pretest was to make sure that the interview questions were aligned
with the research objectives; to familiarize with the questions; and to also make sure that there was
uniformity of feedback from participants as far as understanding the questions was concerned.
After the pretest, the researcher adjusted the data collection instrument. Similarly, the pretest
outcome helped in the standardization of questions. Further, the researcher adhered to all ethical

procedures during the pre-testing.

3.11 Data Management and Analysis

3.11.1 Data collection method
Following KNH-UON ERC approval no. P217/03/2023, the interviews, each lasting between 30
to 40 minutes each, were carried out by the researcher and two research assistants. There were no
repeat interviews. Prior to transcription, the researcher accurately reviewed the recorded interviews
to verify accuracy. To maintain participant anonymity and confidentiality, the interviews were
identified by unique numbers, N1 to N21.
Participants provided their consent for audio recording of the interviews using a digital recorder,
which was instrumental in ensuring data accuracy. This method allowed for cross-referencing and
validation of the recorded content with the participants' spoken responses during the interviews.
Additionally, the interviews yielded field notes, serving as a valuable tool for data documentation.
These field notes facilitated the contextualization of the information and aided in the researcher's
understanding of participants' thoughts and feelings that may not have been explicitly articulated

during the verbal discussions
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3.11.2 Transcribing process
The audio-recorded data was transcribed verbatim by an individual not involved in data collection.
The transcripts were produced in word form as word documents for the 21 respondents. Further,
the researcher ensured data confidentiality and anonymity using text code identification.

3.11.3 Data Analysis

Demographic characteristics

The demographic characteristics of the research participants were analyzed utilizing a software, R
version 4.1.2. Continuous variables including age, years of experience, were summarized using
medians and interquartile ranges. Categorical variables like, level of education and gender, were
summarized using frequencies and proportions and results presented in a table.

Qualitative data

A systematic review conducted by Sundler et al. (2019) found that over 73% studies adhered to
data analysis approaches established for descriptive phenomenology by Groenewald (2018).
Descriptive phenomenology is widely used as it confers the advantage of understanding other
people’s experiences, it is said to gather data that is seen as natural and can also be convenient and
faster (Phenomenology - Research Methodology, n.d.). Therefore, this study used Colaizzi’s steps
of analyzing phenomenological data in the process of data management and analysis. The steps
included 1) to read and re-read the field notes and transcripts; 2) to extract important and
appropriate responses regarding the research questions on CCNs experiences in providing EOLC;
3) to formulate meanings from the responses; 4) to aggregate the meaningful words formulated

into themes; 5) to develop a description of the essential structures of the nurses’ experiences in
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provision of EOLC 6) to generate a report of the fundamental form of the CCNs experiences in
provision of EOLC (Han et al., 2021).

To generate themes and subthemes, the transcripts were reviewed over and over to first understand
the content in line with the study questions. Based on the research questions, important responses
were extracted. The responses were then synthesized to formulate themes with regard to the study
objectives. After generation of the themes, subthemes were developed under each theme to further
describe the themes for more clarity. A report was then generated under the themes and subthemes
together with the respondents’ statements in quotation marks to describe the nurses’ experiences
in provision of EOLC. These results are presented in table 4.2.

3.12 Presentation of research findings

The study's outcomes, encompassing demographic characteristics, as well as the identified themes
and subthemes delineating nurses' experiences in delivering EOLC, were showcased through
tables. Subsequently, these results underwent examination by a panel at the University of Nairobi's
Department of Nursing. Further, the findings are intended for publication in the University of
Nairobi's repository, ensuring public accessibility. Additionally, a copy of the results will be
furnished to the CCU at KNH.

3.13 Study Limitation

This was a qualitative study and was limited to CCNs providing EOLC at KNH. The first limitation
was social desirability bias. Given the sensitive nature of EOLC, CCNs might have provided
responses that they perceived to be more socially desirable or acceptable. This bias could
potentially affect the accuracy and depth of the data collected. This was mitigated by emphasizing
the confidentiality and anonymity of participants all through the study. The researcher clearly
communicated that there were no correct or incorrect responses, and encouraged honest and open
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responses. The researcher employed qualitative research techniques, such as building rapport and
trust with participants, to create a safe and non-judgmental environment. This helped to foster
more genuine and candid responses.

Additionally, the outcomes of this study might not be generalizable beyond the specific context of
the CCU at Kenyatta National Hospital. Factors such as cultural, organizational, and regional
variations might limit the applicability of the results to other critical care settings. This was
mitigated by acknowledging the specific context of the study and clearly describing the
characteristics of the CCU at Kenyatta National Hospital. This helped readers understand the

uniqueness of the setting and the potential limitations of generalizability.

3.14 Ethical Considerations

Before initiating data collection, the researcher secured approval from the KNH-UON Ethical and
Research Committee (ERC) with the identifier P217/03/2023. Additionally, the researcher
obtained permission for data collection from the hospital administration. Moreover, the study
participants were briefed on the study's objectives and potential benefits prior to their consent form
endorsements. They were informed that the information they shared would be treated as
unanimous and confidential. Likewise, participants were informed that their involvement in this
study is voluntary, and they had the freedom to pull out from the study at any point before its
completion. During the interview, the study participants were known and identified by numbers
(codes) N1 to N21. They were also informed that the study carried no financial as well as other
direct benefits, but it would be used by the management to improve EOLC care.

Autonomy: The participants were assured of their safety and that the risks would be minimal. In
the event that the participants felt any discomfort in the course of the study the researcher would

act promptly to provide necessary assistance. However, none of these was encountered.
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Confidentiality and privacy: From the beginning of the interview, the researcher assured
respondents of their confidentiality and anonymity. For instance, they would be assigned codes to
replace their names. Also, their information would not be shared with any one and the findings
would be presented without exposing their identities. To ensure privacy, the researcher selected
the counselling room within the Main CCU interview.

Beneficence: The participants were apprised that the study carried no incentives, financial as well
as other direct benefits but it would be used by the management to improve their wellbeing in
terms of policy formulation and implementation.

Justice: The researcher guaranteed justice and fairness throughout the data collection process. For
instance, the inclusion and exclusion criteria would be fair to make sure that participants with the
much-needed information shared their experiences with the investigator.

Risks: The participants would not be predisposed to any physical nor economic risks when taking
part in the study. However, the study would require them to take some time off their busy schedule
for an interview. Similarly, some questions required them to provide personal information that
may have been sensitive to them. If such questions involved painful emotions or any psychological
disturbance, several measures were implemented to ensure their well-being and emotional welfare.
First, during data collection, a skilled and experienced researcher conducted the interviews in a
supportive and empathetic manner. They were encouraged to express their thoughts, feelings, and
experiences at their own pace and comfort level. The researcher actively listened, provided
reassurance, and validated their emotions throughout the interview process. If, during the
interview, they became emotionally distressed or expressed a need for additional support, the
researcher was prepared to halt the interview and provide appropriate assistance. They were

provided with the choice to pause, resume at a later time, or withdraw from the study if needed. In
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cases where professional psychological support was required, the researcher promptly referred
them to the CCU counselor, who provided assistance free of charge.

3.15 Research Rigor

Rigor was essential for establishing the trustworthiness and validation of the study. This section
outlined the strategies and techniques that were employed to enhance rigor in this research.
Credibility: During the data collection phase, the researcher engaged in peer debriefing sessions
with the research assistants. These enabled discussions and settling any discrepancies.
Additionally, during the data analysis phase, the investigator shared the interpretations with
supervisors well versed with qualitative research.

Transferability: In this study, the researcher addressed transferability through rich description
whereby in the reporting, the researcher offered detailed and comprehensive depictions of the
CCU, CCN, and their experiences. Consequently, the detailed descriptions enabled readers to
assess the applicability of the findings to their own contexts. Further, the researcher provided a
demographic profile of the CCNs including the years of experience and educational background.
This aimed at assisting readers in evaluating the scope to which the results of this study might
apply to nurses in different critical care settings or with varying levels of experience.
Confirmability: Throughout the data collection and analysis stages, the data underwent thorough
and repeated scrutiny. Additionally, participants were engaged in pretesting to ensure that the
research questions yielded the required information (Moser & Korstjens, 2018).

Dependability: This was ensured through consistency in data collection. The interviews were
standardized to guarantee systematic and reproducible data collection. A single researcher
conducted all interviews, employing a predetermined set of questions to minimize potential

variations in data collection methods.
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CHAPTER FOUR: RESULTS
4.1 Introduction
This chapter presents the study results, which delved into the experiences of 21 critical care nurses
providing end-of-life care at Kenyatta National Hospital. These in-depth interviews, conducted
over a two-week period, captured the nurses' narratives, reflections, and perspectives. Digital
recorders were employed to ensure accurate recording, and interviews ceased upon reaching data
saturation. The transcribed interviews were then subjected to rigorous thematic analysis, unveiling
the intricate facets of the nurses' encounters and enriching our understanding of their
responsibilities in end-of-life care.
4.2 Characteristics of Study Participants
The median age of the CCNs was 32 years with an interquartile range (IQR) of 29 to 35 years. The
majority 47.6% (n = 10) of the responding nurses were between 30 to 40 years followed by 28.6%
(n = 6) who were below 30 years. The rest were aged above 40 years. The majority of nurses 12
(57.1%) had a bachelor’s degree, 6 (28.6%) were holders of master’s degrees and 3 (14.3%) were
diploma holders. The nurses had worked for a median of 7 years with an IQR of 5 to 9 years. Of
the 21 nurses, 61.9% (n = 13) had worked for seven years and above and the rest had worked for

less than seven years (Table 1).

34



Table 1: Characteristics of Study Participants (N = 21)

Variable Description Frequency/Median | Percent (%) (IQR)
Age in years Median 32 29.35
Age categories in Less than 30 6 28.6
years 30 to 40 10 47.6
More than 40 5 23.8
Experience in years Median 7 59
Experience in years Less than 7 8 30.1
Seven and above 13 61.9
Level of education Higher diploma 3 14.3
Bachelors 12 57.1
Masters 6 28.6

4.3 Emerging Themes from the Interviews

The findings from the thematic analysis of critical care nurses' encounters in delivering End-of-
Life Care (EOLC) to adult patients in the Critical Care Unit (CCU) unveiled three primary themes:
Promoting a dignified end, professional preparedness, and inadequate resources. Each of these

themes is detailed and exemplified through direct quotes obtained from interviews. A synopsis of

the identified themes and subthemes resulting from the study is presented in Table 2 below.
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Table 2: Emerging Themes and Subthemes from the Study Findings

Theme

Subtheme

Promoting a dignified end

Ensuring patient comfort

Addressing the biopsychosocial needs

Professional Preparedness

Training

Communication skills

Counselling support

Inadequate resources

Inadequate equipment

Inadequate counselling support

Lack of SOPs

*SOPs Standard Operating Procedures

4.3.1 Promoting a Dignified End

The nurses were asked on their understanding of EOLC. The main theme that came up was
promoting a dignified end. According to the respondents, EOLC revolves around ensuring a
dignified death through the provision of holistic care to patients. Holistic care, according to their
narration is focusing on the patient as a whole and not just limiting care to the clinical condition.
The two main subthemes that came out of the participants’ responses were; patient comfort and

addressing patient’s biopsychosocial needs as presented in the following sections.

4.3.1.1 Patient Comfort

Some CCNs in this study narrated patient comfort as a way of describing EOLC. They revealed

that during EOL, patient treatment is centered around ensuring that the patient is comfortable in
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every way as active management would not reverse the patient’s deteriorating condition. Under
patient comfort, two aspects of patient comfort emerged: Alleviating suffering and preserving

patients’ integrity.

Participants deemed alleviation of pain among patients undergoing EOLC as a critical element of
their management. These patients may not always be in a position to tell you that they are not
comfortable, and the respondents felt it was their role to alleviate suffering to provide comfort.

Below are excerpts from the interviews on alleviation of pain;

“Sure! EOLC, you know, it means a lot to me as a critical care nurse. It's all about promoting
a dignified end for patients who are in their final stages of life due to chronic conditions. We

focus on alleviating their suffering”. [N14]

“EOLC means a lot to me as a critical care nurse. EOLC aims to alleviate suffering during

the disease process”. [N19]

Another respondent narrated that EOLC meant providing comfort and support through a soothing
and calming environment. Pain management was also reported by this respondent as being part of

providing EOLC.

“When it comes to end-of-life care, we strive to create a calming and soothing environment
for patients. We also focus on effective pain management, ensuring they are as comfortable

as possible”. [N21]

Some interviewees reported that patients undergoing end of life care have self-care deficit. Doing
for these patients what they cannot do for themselves according to the nurses is preserving human

dignity.
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“It's all about promoting a dignified end for patients who are in their final stages of life due
to chronic conditions. We focus on preserving their integrity through respect and privacy”.

[N14]

“It's an approach to promoting a dignified end of activities that someone is not able to do
due to their chronic conditions, which have brought them to the final stages of life. EOLC

aims to promote integrity by caring for patients in a respected manner”. [N19]

The second subtheme on promoting a dignified end was addressing the patients' biopsychosocial

needs. This subtheme is elaborated in the section below.

4.3.1.2 Addressing the Biopsychosocial Needs
Some of the CCNs reported that EOLC to them meant addressing patients’ biopsychosocial needs.
Through biopsychosocial support, the biological needs of the patients e.g., nutrition, treatment
mainly pain relief and elimination are promoted. The psychological support addresses the spiritual
needs of the patients either through prayers by relatives or inviting the chaplaincy. The social
support is addressed through allowing visitations, counselling and appraising relatives whose

loved ones are in the EOL stage.

One respondent reported that patients with terminal illnesses get complications. And in this regard,
nurses are tasked to take care of these patients in terms of providing treatment for those

complications:

“Basically, it is the care we provide to patients, mostly those with terminal illness. Some get
complications so we care for them. We normally keep injuries clean for the patients that are

injured, administer mechanical ventilation and drugs which support their lives”. [N6]
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Provision of holistic care entails caring for all aspects of the patients’ needs, spiritual care being
one of them. The interviews also revealed that the nurses who had the idea of holistic care also
mentioned that the spiritual needs of the patients were crucial during EOLC. A participant
mentioned that EOLC meant delivering empathetic care to EOLC patients and that it entails

managing their emotional and spiritual needs.

“When it comes to EOLC, it involves providing compassionate care to patients nearing the
end of their lives. It entails managing their emotional and spiritual needs through prayers by

relatives or inviting the chaplaincy”. [N10]

“Family involvement, visitation, and chaplaincy are also essential in meeting the patient's
spiritual and emotional needs. As nurses, we also pray for the patients before starting our

duties”. [N19]

Participants also reported that family involvement in the achievement of holistic care was key.
That the care goes beyond the patient since the patient is not likely to recover because of their

condition, therefore relatives have to be involved. Below is what the respondents said;

“To me it means that the patient is in a critical situation where there is no assurance of
recuperation and that the outcome is likely to be death and with such, you have to take care

of them holistically, including the relatives. So, it is transitions beyond just the patients”. [N5]

“It also involves supporting their families emotionally and providing them with the necessary

information to make informed decisions”. [N11]
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4.3.2 Professional Preparedness

The nurses were asked about how prepared they felt they were in providing EOLC. The
respondents narrated the perceptions on their state of preparedness and the key theme that was
picked from their responses was need for professional preparedness in EOLC. Professional
preparedness manifested through three subthemes; undergoing training, possessing
communication skills and proficiency in therapeutic support. Nurses considered these three
subthemes as very helpful when dealing with anxious families, and patients who are highly
dependent on equipment for life support.

4.3.2.1 Training

The respondents reported that training was key in the preparedness in provision of EOLC. They
stated that some aspects of EOLC were incorporated in their training program and that it helped

them deal with certain aspects of EOLC.

“I went through some aspects of end-of-life during my basic training. This in some sense

prepared me to care for patients in their end of life”. [N10]

However, there are those who felt that there was need for more training to fully understand and
care for patients during EOLC. While some participants reported that they were ready to provide
care for patients undergoing EOLC having received adequate training or through experience, some
felt they were not fully prepared and needed more training on how to care for this category of

patients.

“A bit prepared. There is more training that I need so that I can be able to handle patients in

this condition”. [N7]
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Other respondents felt they were fully prepared but needed more training. One participant said
she/he was prepared but felt there is a necessity for more education in EOLC because not all cases

are the same and there is a need for frequent updates.

“I am prepared, I am skilled and have a lot of experience on what to do and where. I know
how to balance among the rest. The trainings are never enough. There are new cases coming
up from time to time. Sometimes a new nurse comes up and shows you that things are now

done different from what you knew”. [N9]

4.3.2.2 Communication Skills
The participants also reported that for effective delivery of EOLC to patients, certain skills were
required. They said these skills are important both when caring for the patients and attending to

the requirements of the family and relatives.

Some participants reported that part of being prepared to care for EOL patients was having the
right skills in communication such as not being judgmental, self-aware and empathy during
communication with relatives. This they said has enabled them deal with difficult situations

especially after a patient has died when handling relatives.

“Communication skills are absolutely vital, especially therapeutic communication and
building therapeutic relationships. I strive to be non-judgmental and self-aware in every
situation. Showing genuine interest and empathy is crucial when dealing with the emotions

and feelings of the patient's relatives”. [N14]

“Communication skills are vital, especially therapeutic communication. I strive to be non-
judgmental and maintain self-awareness of the situation. Genuine interest and empathy play

a significant role”. [N19]
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Other respondents reported that in order to provide the right EOLC, listening skills are paramount.
Listening skills are particularly important when addressing the needs of the next of kin. To be able
to respond to relatives effectively, listening to the relatives they said was key to being able to

address their information needs.

“Practicing confidentiality and effective listening skills are crucial, particularly when

handling the emotions and feelings of the patient's relatives”. [N19]

4.3.2.3. Counseling Support
Counseling was reported by some of the interviewees as a component of readiness to offer EOLC.
Counseling mostly applies to the relatives of the patients who have to be helped to cope with the

conditions of their patients or ultimately the loss of their kin and even during grieving.

“Once we admit a patient, the family is aware. We also update them on what is happening to

the patient. When the outcome is not good, we involve a counselor”. [N6]

“We have a dedicated counselor in the unit to assist us. Additionally, we have someone in
charge of social skills during resuscitations to manage the emotional challenges of relatives

and significant others”. [N19]

One respondent reported that they do provide direct counseling in EOLC. This happens especially
when the counselor is not around. The respondent added that not every nurse is allowed to do

counselling but only a selected few.

“Due to various reasons, only a few selected individuals are authorized to handle such

counseling sessions when they are done by nurses”. [N15]
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4.3.3 Inadequate Resources
The CCNs were asked about the barriers to provision of EOLC. They narrated their perceptions
on the barriers that they faced. These barriers were described under the theme; Inadequate
resources. The main subthemes that emerged under this theme were inadequate equipment, lack
of counseling support and lack of standard operating procedures. These subthemes have been
expounded below.

4.3.3.1 Inadequate Equipment
The first subtheme to emerge as a challenge to caring for patients in EOL was equipment
inadequacy. Equipment availability is a fundamental part of the provision of EOLC. Equipment
challenges manifested through: Scarcity of equipment e.g., syringe pumps and lack of ventilator
accessories and machine failures especially ventilators. This presents a big challenge in managing
of patients in their last stage of life and the care is resource consuming. Some participants reported

that they had enough equipment while some said there was not enough.

“I think the equipment is enough for every bed”. [N7]

“There is enough equipment, and they are the best”. [N8]

Some participants felt that they did not have enough equipment in the delivery of EOLC. Below

is what they said.

“We actually have less of a lot of things, feeding pumps, sometimes you put fluid and you

come back and find it not working”. [N9]

“Adequate access to essential resources and equipment can sometimes be a challenge in end-
of-life care. Availability of specialized equipment, such as pain management tools and comfort

aids, may vary”. [N10]
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“We work in a resource constrained area, not every other time we are supplied with whatever

we need”. [N2]

Critical care nurses reported that sometimes the equipment does not work. It is clear now from the
highlighted results that working equipment is crucial in delivering care to patients in EOLC. In the
absence of such equipment, providing care can be really difficult. A participant reported that
machine failures can overwhelm nurses during provision of EOLC. This is mainly because patients

approaching the end of their life are highly dependent on machines.

“Another challenge that we face is being overwhelmed especially during machine failures
e.g., ventilators which may delay patient’s admission”. [N6]
4.3.3.2 Inadequate Counselling Support

Counselling support is necessary for staff who take care of end-of-life patients. Due to frequent
deaths and taking care of patients with multiple morbidities, the staff get affected psychologically.
Nurses reported that due to the nature of their work when it comes to care of EOL patients, they
get psychological and physical health challenges. Losing patients after taking care of them for long
takes a toll on their mental health. In addition, taking care of patients knowing very well that they

will not recover is psychologically challenging.

“Yes, when you have been taking care of them for a long time and they are not doing well, it
affects you psychologically because there is nothing you can do, so you just wait for the

relative to accept”. [N7]

“Some of the patients are still young and taking care of them can affect you mentally”. [N§]

Participants also reported that despite the psychological challenges they go through, they do not

have any form of support from the hospital to help them take care of their mental health. According
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to the participants, they are forced to seek help through talking to their colleagues as a form of

debriefing.

“Okay apart from providing what we need or work, this [psychological support] is something
that we suggested a while back and it has never been implemented. We are the ones who take
care of the patients and deal with the relatives so there should be some form of debriefing
where we talk if someone is deeply affected. We proposed this 2 years ago, it is happening in
other hospitals but not this one. Every nurse deal with these issues on their own but sometimes
we talk to each other.” [N4]
4.3.3.3 Lack of Standard Operating Procedures (SoPs)
Standard operating procedures e.g., do not resuscitate orders, withholding of life support and
withdrawing life support can be helpful in guiding nurses on the steps to take when patients show
no signs of recovery. This, they said, would act as a guide to what to do when a patient is not likely

to recover and at what time.

Nurses narrated that there were no standard operating procedures on EOLC in the CCU. One
respondent added that it would have been helpful to have clear guidelines to follow to ensure that

every patient receives consistent and quality care.

“Unfortunately, I haven't come across any standardized guidelines or protocols specific to
end-of-life care in the CCU. It would be helpful to have clear guidelines to follow, ensuring

that all patients receive consistent and quality care during their final moments”. [N11]

“No, we don’t have standard operating procedures. If there are, then not that I know of. They

can be really helpful to us in knowing what to do at every stage of end-of-life care”. [N5]
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Summary of Findings

Critical care nurses involved in this research interpreted EOLC as the promotion of patient comfort
and the provision of biopsychosocial support. Through biopsychosocial support, the biological
needs of the patients e.g., nutrition, treatment mainly pain relief and elimination are promoted. The
psychological support addresses the spiritual needs of the patients either through prayers by
relatives or inviting the chaplaincy. The social support is addressed through allowing visitations,
counselling and appraising relatives whose patients are in the EOL stage.

Critical care nurses were partially prepared in provision of EOLC through training, communication
skills in which empathy, self-aware and being non-judgmental were considered crucial. The unit
also had counsellors especially for patients’ relatives who assisted in the grieving process.
Several barriers were identified e.g., inadequate equipment where there were not enough syringe
pumps to administer pain medication; inadequate counselling support especially for the nurses
after losing patients who they have cared for over a long period. Lack of SOPs e.g., when to
withdraw or withhold life support and DNR orders were also considered barriers to EOLC by the

nurses.
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CHAPTER FIVE: DISCUSSION, CONCLUSION AND RECOMMENDATION

5.0 Introduction

This segment includes an exploration of the key findings derived from the study. The main areas
of discussion are dignified death, professional preparedness and inadequate resources in the
provision of EOLC.

5.1 Dignified death or good death as described in the literature

Patients who need specialized support during the end stage of living are usually managed in critical
care settings. Critical care nurses invest the greatest amount of time with these patients, making
their comprehension of end-of-life care pivotal in providing adequate care. In the current study,
critical care nurses identified one theme as promoting dignified death. In EOLC, a "good death" is
often characterized by several factors, including passing away in one's preferred location,
maintaining positive relationships with family members, experiencing physical and psychological
comfort, and fostering a positive rapport with healthcare providers (Chindaprasirt et al., 2019).
Regarding this study, the CCNs had a fairly good understanding of what EOLC entailed. End of
life care meant promoting dignified death through ensuring patient comfort and addressing the
biopsychosocial needs. However, the EOLC patients in this set up were unconscious and
mechanically ventilated and hence passing away in one’s preferred location and maintaining a
good rapport with health care providers was not attainable. Under patient comfort, alleviating
suffering and ensuring patient dignity were at the center of EOLC. To minimize suffering in this
study, pain management and helping patients in daily care was key. This study’s results are in
agreement with the findings that approximately 40% of clients in EOLC suffer moderate to severe
pain and its alleviation through pain management improves patients’ comfort (Blinderman &

Billings, 2015). Since modern medicine does prolong life through the use of machines, suffering
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is likely to be prolonged when symptoms such as pain are under-recognized. With this in mind,
pain management should be a priority in managing of patients at the EOL (Ong & Forbes, 2005;
Ferrel et al., 2015).

Patients in the end stage of life are totally dependent on those caring for them. Maintaining human
dignity at all stages is key to prevent dehumanization of such patients. Regarding this study,
ensuring human dignity when caring for patients in their end stage of life was part of promoting
patients’ comfort. This mainly centered on maintenance of patients’ privacy and respect when
providing care. Respect when caring for the patients has been mentioned as one way of promoting
human dignity in the nursing profession (Guo & Jacelon, 2014; Parandeh et al., 2016).
End-of-life care entails meeting biopsychosocial demands of the patients. The patient’s biological
needs as reported included, elimination needs, treatment and nutrition. Psychological needs of the
patients are addressed through fulfilling their spiritual needs e.g., through prayer or inviting the
chaplaincy while social needs addressed the family in connection with the patient’s condition i.e.,
through counselling the relatives, appraising the family on patient’s condition and permitting
visitation. Among 239 patients referred for hospice care, physical (clinical) needs e.g., nutritional
support, elimination and pain relief requirements were documented for 91% of them which is in
support of the findings of this study. Contrary to our findings, patients’ spiritual needs were rarely
documented (Finucane et al., 2021). The failure to document spiritual needs has been attributed to
a lack of space in the referral forms. Recognizing spirituality has been reported as key in delivery
of EOLC. This in turn helps CCNs to support patients spiritually and also recognize spiritual
distress among their clients (O’Brien et al., 2019). A study by Chahrour et al. (2021) on health
care workers also reported that patients approaching the end of their life often find that their

spiritual needs are not addressed by their caregivers, even though these needs are essential.
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5.2 Professional preparedness

Patients nearing the end of their life have various demands. Therefore. The CCNs require certain
competencies for them to meet these demands. This includes: Management of pain, symptom
control, ethical issues, cultural and spiritual considerations, and effective communication (Ferrell,
Malloy, & Virani, 2015). This is because a large number of the patients have self-care deficit. In
this regard, CCNs must be ready to provide the much-needed care from physical health and
spiritual care to handling anxious family members.

Under the theme professional preparedness, the results revealed that CCNs delivering EOLC are
inadequately prepared to provide EOLC. They need training, communication competency, and
therapeutic support to satisfactorily provide care and address the needs of the patients’ relatives. It
is necessary that CCNs be equipped and prepared with high therapeutic communication skills such
as not being judgmental, self-aware and empathy when handling patients’ relatives as well as
relevant information that facilitates the provision of EOLC, which is made possible through
training. In this study, nurses reported the need for more training on EOLC and equipment use
which is in agreement with Subih et al., (2022) who noted inadequate and inconsistent training
among CCNs. Others narrated that through experience, they are better placed to offer EOLC. Lack
of knowledge and training on EOLC may result in challenges when providing care to the patients
and also addressing the relatives. It may also result in the lack of involvement in the care plan of
patient and ineffective provision of EOLC because they are not skilled in providing EOLC (Ho et
al, 2022). Further, Chan (2022) stated that nurses who underwent EOLC training encountered
fewer obstacles in implementing EOLC compared to their counterparts who had not undergone

such training.
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Regarding communication skills, a study by Coyle et al. (2015) reported that nurses' confidence in
addressing topics related to death, dying, and EOLC goals saw an increase following their
participation in a communication skills workshop. This shows that communication skills are
necessary when managing clients nearing the end of their life. An article by Pathways on
importance of communication concludes that nurses require proper training to therapeutically
communicate and care for their patients as well as address the concerns of the family (‘The
Importance of Effective Communication at End of Life | Pathways’, n.d.). Successful EOLC is not
limited to holding the conversation but also having prior information on the patients and their
requirements (Pfeifer & Head, 2018).

Information sharing is an extension of communication skills, this area was identified by the nurses
and it mainly involved bringing family on board especially in decisions regarding patient’s care.
Culturally, approach to death varies from one community to another. Communication of death also
differs culturally and sharing information with family has to be culturally acceptable (Pun et al.,
2023). In some instances, this study revealed that information sharing was left to those most
qualified so as to pass the right message. Effective information sharing on disease progression in
EOLC is crucial as family involvement in decision-making is necessary (Ekberg et al., 2021). In
the Kenyan setting, appraising relatives on the patient’s condition is usually a team approach by
nurses and doctors. Nurses tend to be the ones sharing information mostly since they are always
with the patient and this is documented in the next of kin information chart. The information shared
by the doctors is usually documented in the patients’ files.

5.3 Inadequate resources

A study by Chalk et al. (2021) stated that a significant amount of additional physical and human

resources was needed to alleviate suffering at the EOL. One of the physical resources mentioned
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here were syringe pumps which were said to increase by an average of 9.35. Human resource was
mainly in terms of nurses and nurse assistants. In this study, a number of challenges emerged when
it comes to provision of EOLC by CCNs. These challenges were classified under the theme
inadequate resources. The subthemes that emerged were inadequate equipment, inadequate
counselling support and lack of standard operating procedures (SoPs).

Inadequate equipment came out as a barrier to provision of EOLC. Nurses in this study narrated
that most patients in EOLC need equipment such as ventilator machines, syringe pumps for
administering pain medications e.g., morphine infusion which were not enough and sometimes
fail. This study showed that the equipment are scarce and often fail. Nurses reported that having
adequate and functioning equipment was necessary in EOLC though this was not the case. These
results are in agreement with the study on 13 CCNs by Somayeh et al. (2022) that revealed the
presence of modern and sufficient equipment is deemed essential for delivering effective care,
while the absence of such equipment can result in work disruptions, delays, inadequate care, and
emotional exhaustion.

This study identified health challenges in nurses that were both physical and psychological. The
nurses report inadequate support in terms of counselling services from the institution. The nurses
in the current study reported that they experienced burnout after working for long hours and
emotional breakdown when they lose patients after nursing and bonding with them. Despite these
challenges, nurses reported that they get little to no help from the hospital. These challenges have
been identified in the literature as contributing to barriers in caring for patients at the end stage of
their living (Moradi et al., 2021). A study by Lima et al. (2023) showed that 68% of nurses working
in the CCU had been exposed to burnout and a meta-analysis by Ramirez-Elvira et al. (2021)

showed that 31% of CCNs working in the CCU suffered mental exhaustion. Studies have also
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shown than CCNs experience emotional problems such as stress, insomnia, depression and anxiety
while providing EOLC (Lalani et al., 2018; Noome et al., 2016; Ozga et al., 2020). They exhibit
different psychological issues, helplessness, discomfort and fatigue because of working in a
stressful environment with high mortality rate. Critical care nurses sacrifice their relationships -
professional and personal-leading to emotional imbalance in life (Bilal et al., 2022).

A lack of standard operating procedures was identified as a barrier in provision of EOLC. Nurses
reported that there were no established guidelines on what happens at what time even when there
are no chances of the patient making it. Lack of SOPs has also been identified by (BlaZevicien¢ et
al., 2020). Even in settings where there are SOPs, nurses fail to use them due to time constraints
while others are not aware of them (Lddel et al., 2020). The commonly used SOPs as outlined in
literature includes withdrawal of life support, withholding life support (Zhong et al., 2022) and do
not resuscitate orders (Piryani & Piryani, 2018).

5.4 Conclusion

In conclusion, the study illuminates the multifaceted landscape of end-of-life care within critical
care units. While nurses exhibit a commendable understanding of EOLC, the findings underscore
a notable gap in the preparedness of CCNs. This inadequacy necessitates targeted training,
improved communication competency, and therapeutic support to bridge existing gaps and elevate
the standard of care. Importantly, our study captures a spectrum of experiences among CCNs,
ranging from adherence to expected standards to instances falling below benchmarks. These varied
experiences contribute significantly to the overall understanding of EOLC within critical care
settings. Despite the dedication of CCNs, barriers such as resource inadequacy—comprising
insufficient equipment, limited counseling services, and the absence of Standard Operating

Procedures (SOPs)—challenge the optimal provision of care. Future interventions should address
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both overarching preparedness gaps and individual experiences, ensuring a comprehensive

enhancement of end-of-life care practices in critical care units.

5.5 Recommendations

Training on End-of-Life Care: Since the critical care nurses reported that they were not
adequately equipped with EOL knowledge, it is crucial to provide comprehensive training
programs for CCNs to effectively deliver end-of-life care services. These programs should
encompass theoretical education covering principles of EOLC, including management of pain,
symptom control, communication skills, ethical considerations, cultural and spiritual aspects, as
well as addressing loss, grief, and bereavement. Additionally, practical training sessions, such as
simulations or continuous medical education on EOLC can help nurses develop the necessary
competencies and assertion in delivering compassionate EOLC. Moreover, further investigation is
recommended in exploring the long-term effectiveness of continuous professional development
opportunities, workshops, and conferences in sustaining improved EOLC practices could provide
valuable insights.

Equipment: The CCNs reported the necessity to be equipped with the required resources to aid
them in delivering optimal EOLC such as syringe pumps for morphine infusion. This is because
pain management is key in ensuring patient comfort in EOLC. The equipment should be enough
and functioning.

Psychological Support: Nurses in this unit encountered emotional breakdown when providing
EOLC. Increasing the number of in-house counselors is necessary. Additionally, there is need for
the hospital to consider other support mechanisms e.g., regular peer support sessions and reflective
practice groups which contribute to creating a supportive environment for nurses to process their

emotions and develop coping strategies. Research data is recommended to measure the
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effectiveness of increased in-house counselors and additional support mechanisms, such as peer
support sessions and reflective practice groups. Evaluating the psychological well-being of CCNs
over time through quantitative measures can shed light on the efficacy of these interventions in
mitigating emotional breakdowns during EOLC provision.

Standard Operating Procedures (SOPs): The CCNs noted a lack of SOPs on EOLC in the CCU.
The development and implementation of SOPs specific to EOLC in CCU is essential to guide
practice. The SOPs need to address various aspects of EOLC, including management of pain,
symptom management, communication skills and ethical considerations. Further, the SOPs should

in-cooperate aspects of DNR, WHLS and WDLS.
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APPENDIX 1: INFORMED CONSENT FORM FOR PARTICIPANTS
Title of the study: Experiences of critical care nurses in end-of-life care to adult patients in the
Critical Care Unit at Kenyatta National Hospital.
Researchers: Linet Akoth Okore, Master of Science in Critical Care Nursing of the University of
Nairobi P.O Box 30197-00400 Nairobi, Dr Eunice Omondi, Department of Nursing Sciences of
the University of Nairobi, Dr Dorcas Maina, Department of Nursing Sciences of the University of
Nairobi.
Introduction
I am a student at the department of Nursing Sciences, University of Nairobi pursuing a Master of
Science in Critical Care Nursing. I am conducting a study titled experiences of critical care nurses
in end-of-life care to adult patients in the Critical Care Unit at Kenyatta National Hospital
Purpose of the study
This study seeks to explore the experiences of critical care nurses in end-of-life care in the Critical
Care Unit at Kenyatta National Hospital. The findings of this study may provide a better
understanding of experiences of critical care nurses in Critical Care Unit and thus inform policy
formulation and implementation for better experiences.
Risks
You will not be predisposed to any physical nor economic risks when taking part in the study.
However, the study will require you to take some time off your busy schedule for an interview.
Similarly, some questions may require you to provide personal information that may be sensitive
to you. If such questions involve painful emotions or any psychological disturbance, several
measures will be implemented to ensure your well-being and emotional welfare. First, during data

collection, a skilled and experienced researcher will conduct the interviews in a supportive and
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empathetic manner. You will be encouraged to express your thoughts, feelings, and experiences at
your own pace and comfort level. The researcher will actively listen, provide reassurance, and
validate your emotions throughout the interview process. If, during the interview, you become
emotionally distressed or express a need for additional support, the researcher will be prepared to
halt the interview and provide appropriate assistance. You will be given the option to pause,
continue at a later time, or withdraw from the study if necessary. In cases where professional
psychological support is required, the researcher will promptly refer you to the Critical Care Unit
counselor, who will provide assistance free of charge.

Benefits

Participating in this study does not generate direct monetary benefits. However, the findings of
this study may provide a better understanding of experiences of Critical Care Nurses in Critical
Care Unit and thus inform policy formulation and implementation for better experiences.
Confidentiality

It is important to note that confidentiality and anonymity will be maintained throughout the study,
and any personal information shared will be handled with the utmost care and in compliance with
relevant data protection laws and ethical guidelines. The information you provide in this study will
only be used for the intended purpose — academics. The information and voice recorded (with your
permission) will be stored in a personal drive that no other external party can access. The electronic
files will have saved security passwords.

Voluntary Participation

It is voluntary to take part in this study. There is no any implication for refusing to take part in the
study. Further, you have the right to withdraw from this study any time and this will not attract

any penalty.
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Compensation

Taking part in this study does not carry compensation in any form.

Sharing the results

The findings of this study will be disseminated to all relevant stakeholders. For instance, it will be
published in journals, presented to the KNH-UON ERC, research department of KNH, and the
University of Nairobi (UoN) department of Nursing Sciences.

Contact person

If you have any further questions during or after the research feel free to contact the investigator,
the supervisor or the KNH/UON ethics and research committee on the contacts given below

1. Investigator

Name: Linet Akoth Okore

Phone No: 0715774720

Email: linetokore@students.uonbi.ac.ke

Physical address: Department of Nursing Sciences.
Faculty of Health Sciences, University of Nairobi.

Kenyatta National Hospital Campus.

2. Supervisors

Name: Dr Eunice Omondi

Phone No: 0722728123
Email: eaomondi@uonbi.ac.ke

Physical address: Department of Nursing Sciences
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Faculty of Health Sciences, University of Nairobi.

Kenyatta National Hospital Campus.

Name: Dr Dorcas Maina

Phone No0:0724440843

Email: mainad@uonbi.ac.ke

Physical address: Department of Nursing Sciences
Faculty of Health Sciences, University of Nairobi

Kenyatta National Hospital Campus.

3. Ethics Committee
KNH-UON Ethics and research committee
P.O. Box 20723-00202, Nairobi.

Email: uonknh_erc@uonbi.ac.ke
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APPENDIX 11: CONSENT FORM

Participant’s statement

I have read this consent form and discussed the purpose of the study with the researcher. The
discussion was in the language that I understand. I also understand the benefits and risks of taking
part in this study as they have been explained to me. Further, I understand that taking part in this

study is voluntary and also that I have the right to withdraw at any stage of the study without any

penalty. Therefore, I freely agree to take part in this study.

I understand that the researcher will make all efforts to keep my information and identity

confidential and unanimous respectively.

By signing this consent form, my legal rights as a participant in a research study are still intact.

Participant signature/ Thumb stamp Date

Researcher’s statement

I, the undersigned, has fully explained the relevant details of this research study to the above-
named participant and believe that he/she understood and has willingly and freely given his/her

consent.

Researcher’s name Date

Signature

74



APPENDIX III: INTERVIEW GUIDE

Research Title: Experiences of critical care nurses in end-of-life care to adult patients in the

Critical Care Unit at Kenyatta National Hospital.

MAIN

QUESTIONS

PROBING QUESTIONS

1.What is your
understanding of
EOLC provision?

The following questions
aim to gather your
perspectives and
insights on end-of-life
care (EOLC) provision.
We  will start by
exploring your
understanding of this

concept.

. Please share what EOLC means to you.

The following question aims to gather your perspective on end-of-life care
(EOLC) and its significance in your professional practice.

Take me through some of the approaches you employ in providing EOLC.
The next question focuses on the various approaches you utilize in
delivering end-of-life care (EOLC).

Share your training journey on EOLC.

In this section, we would like to explore your training experiences and

background related to end-of-life care (EOLC).

. How do you feel handling EOL patients in CCU?

We are interested in understanding your emotions and perspectives
regarding the provision of end-of-life care (EOLC) specifically in the

critical care unit (CCU).

. What skills do you employ in EOLC?

The question aims to identify the specific skills you utilize when providing

end-of-life care (EOLC) to patients.
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Do you get involved in the formulation and implementation of EOLC
interventions?
This section explores your level of involvement in the development and

execution of end-of-life care (EOLC) interventions.

2. How prepared do
you feel in providing
EOLC?

This section focuses on
assessing your level of
preparedness in
delivering  end-of-life
care (EOLC). Please
provide your honest
assessment  of  your
preparedness in  this

area.

What is the status of your preparedness in providing EOLC?

The following question aim to assess your current level of preparedness in
delivering end-of-life care (EOLC).

Does the training in EOLC give you confidence in providing EOLC?

In this section, we would like to gauge your level of confidence in
providing end-of-life care (EOLC) based on the training you have
received.

Do you have any standard operating procedures (SOPs) on the provision
of EOLC in the facility that you can always refer to?

We would like to know if there are any policies that govern EOLC in your
unit

Do you feel that you need more training so that you can effectively provide
EOLC?

We are interested in understanding whether you perceive the need for
additional training in order to enhance your ability to provide effective

end-of-life care (EOLC).
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. What is your perception of the quality of communication between CCNs

and patients and their families in EOLC?

The subsequent questions aim to gather your perceptions regarding the
quality of communication between CCNs, patients, and their families in
the context of end-of-life care (EOLC).

Share your views on the use of EOLC approaches and equipment by CCNs
in the CCU.

This section explores your opinions and perspectives on the utilization of
end-of-life care (EOLC) approaches and equipment by CCNs specifically

in the critical care unit (CCU).

3.What barriers do
you face in providing
EOLC?

The subsequent
questions aim to
identify and understand
the challenges and
barriers you encounter
when providing end-of-
life  care (EOLC).
Kindly  share  your

experiences and

. Kindly share some of the challenges you face when providing EOLC in

CCU.
The following questions aim to gather information about the specific
challenges you encounter when delivering end-of-life care (EOLC) in the

critical care unit (CCU).

. Have you ever been directly affected while offering EOLC?

We would like know the kind of personal challenges you have faced d while

offering EOLC.

. How do you deal with the internal (personal) challenges you face in the

provision of EOLC?
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perceptions regarding

these obstacles.

In this section, we are interested in understanding how you cope with the
internal or personal challenges that arise during the provision of end-of-
life care (EOLC).

Please share about the kind of support you receive from the institution.
The subsequent questions aim to explore the support you receive from your
institution in relation to providing end-of-life care (EOLC).

What is your opinion on the use of the CCU for the provision of EOLC?
This section aims to gather your opinions and perspectives on utilizing the
critical care unit (CCU) for the provision of end-of-life care (EOLC).
What do you think should be done better to address these challenges?

The final set of questions seeks your insights on potential improvements
that can be made to address the challenges you have identified in

delivering end-of-life care (EOLC).
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