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Abstract
Background: Despite of the fact that nurses play a key role in 
caring for dying patients, nurses describe themselves as lacking 
confidence in providing care for the dying. 

Aim: This study sought to assess nurses’ perceived attitudes 
toward end-of-life nursing care. Further, the study aimed to assess 
whether a relationship exists between work setting and nurses’ 
attitudes toward end-of-life nursing care. 

Methods: Descriptive cross-sectional survey research design was 
utilized in this study. The data were collected from eight units 
in an acute hospital using a self-administrative questionnaire. A 
simple random sample consisted of 191 nurses and 173 nurses 
responded. Internal consistency among the questionnaire items 
was 0.94 Cronbach’s alpha (α). 

Findings: The attitudes of Kenyan nurses toward caring for dying 
patients had deficiencies than the reported attitudes of nurses 
in other studies. A relationship was found between work setting 
and attitudes toward end-of-life nursing care. Most of the nurses 
who worked in the palliative care department (75%), and half of 
those who worked in the high dependence unit and oncology 
clinic reported favorable attitudes toward end-of-life nursing care. 
Majority of nurses reported that they had not received education 
on end-of-life nursing care. 

Conclusion: The deficiencies in attitudes observed in this study 
may have occurred as a result of lack of education on end-of-life 
nursing care. The study highlights the need for development of 
end-of-life nursing care educational programmes in Kenya in both 
academic and clinical settings to facilitate nurses’ understanding 
of their attitudes toward end-of-life nursing care. This is especially 
so because attitudes are learned. 

Abbreviations 
EOL: End-of-Life; EOLC: End-of-Life Care; EOLNC: End-of-Life 
Nursing Care; HCPs: Health Care Professionals; ICU: Intensive 
Care Unit; NCDs: Non-Communicable Diseases. 

Introduction 
End-of-Life Care (EOLC) encompasses the support provided to the 
dying and their families and it incorporates all aspects of the care 
relating to dying, death and bereavement [1]. The most preferred 
place by people to die is hospital settings [2]. Globally, deaths are 
projected to rise from 55 million in 2016 to 75 million by 2040 
and it was documented in literature that these deaths were 
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accompanied by suffering that needs quality and compassionate 
EOLC [2,3]. Despite of the fact that nurses play a key role in 
caring for dying patients, nurses describe themselves as lacking 
confidence in providing care for the dying. 

This was reported in a study that was conducted to explore the 
views of health care professionals (HCPs) as far as initiation of 
end-of-life (EOL) communication was concerned. The study noted 
that majority of nurses felt that initiating EOL discussions was 
mainly the role of the doctor [4]. They emphasized that their role 
was mainly supporting the patient (being the patient’s ear). That 
is, clarifying information provided by doctors to patients and their 
families while being supportive and comforting to patients as they 
internalize the bad news. 

That notwithstanding, in a study conducted in Saudi Arabia 
among physicians and nurses, the nurses were noted to have 
significantly more positive attitudes towards advance directives 
[5]. Deficiencies in nurses’ attitudes toward EOLNC is documented 
in literature. For instance, inappropriate attitudes by nurses toward 
EOL care was reported in a study by McConnell, Scott, and Potter 
(2016). The study noted that the health care professionals (HCPs) 
among them nurses, reported feeling anxious when talking with 
family about death or even using the word dying. 

Thus, the HCPs distanced themselves from patients at or nearing 
their EOL as a way of protecting themselves from becoming 
too involved. This was noted to be the case even with the more 
experienced nurses, who argued that, that, would help them to 
avoid burnout [6]. Self-efficacy which is the nurses’ belief on their 
ability to promote a ‘good death’ is very critical in provision of end-
of-life nursing care (EOLNC). This is because self-efficacy plays a 
critical role in how nurses think, feel and behave [7]. 

The person nearing EOL may be disregarded by family, friends, 
and the healthcare members as they all seek for ways to prolong 
life [8]. But caring for one on the verge of dying should incorporate 
honoring living quality while recognizing the dying person as a co-
creator of the emerging now and that definition of good or bad 
death vary across social groups [1]. Therefore, nurses need to 
always remember that EOL is expected and being at ease with 
this view will make EOLNC a good experience that would lead to 
a ‘good death’.

This was also echoed by Young, Froggat and Brearley (2017) in 
their study that was conducted among staff working in a nursing 
home. They noted that good experience by the staff towards EOLC 
led to a ‘good death’ while bad experience led to a ‘bad death’. For 
instance, effective communication within the team of care at EOL 
was observed to lead to a ‘good death’ while poor communication 
led to negative experience by the staff which in turn led to a ‘bad 
death’. 

Additionally, values for the staff within the team were also noted 
to affect the staff behavior [9]. That is, when the staff values 
within the team were congruent with each other, they believed 

that a patient had a ‘good death’ as the staff was able to do what 
was required. All in all, nurses felt unprepared to provide EOLNC. 
Therefore, this study intended to assess nurses’ perception on 
their attitudes toward end-of-life nursing care for nurses in Kenya. 

Materials and Methods 
Study Design: Descriptive cross-sectional survey research design 
was used for conducting study. 

Study Setting: The data were collected from eight units in an 
acute hospital affiliated to a teaching institution. 

Study Sample: A simple random sample consisted of 191 nurses, 
who work in the previously mentioned settings were invited to 
participate in the study. Seventeen nurses declined to participate 
in the study. So, the final participants were 173 nurses.

Inclusion criteria: The inclusion criteria set for sample selection 
were as follows: Kenyan nurses working in the ICU, HDU, Oncology 
clinic, Accident & Emergency Department, Burns Unit, Oncology 
ward, Palliative Care department and Renal Unit and on full time 
employment. 

Tool of the study: For data collection a self-administrative 
questionnaire was developed by researchers and used to assess: 
a) nurses’ socio-demographic characteristics as regards their age, 
professional qualification, work station, prior training in end-of-life 
care; and b) participants’ attitudes toward EOLNC. Attitude was 
assessed using a Likert scale (ranging from not at all effective 1 
to very effective 3). It had seven (7) item rating with the highest 
score of 3 for each option and a total possible score was 21. The 
attitude scores were categorized into ‘not effective’ (mean ≤ 2.4) 
and ‘effective’ (mean ≥ 2.5). 

Validity and reliability of the study: The questionnaire was revised 
and validated by a panel of seventeen experts in academic and 
clinical. The experts agreed on the items in the questionnaire. 
Internal consistency among the questionnaire items was 0.94 
Cronbach’s alpha (α) and it was considered within the acceptable 
range. 

Ethical considerations 
This study was approved by the nursing department at the 
University of Nairobi. This was emphasized by NACOSTI 
agreement with their permission for the researchers to use the 
targeted hospital. The hospital further gave permission to the 
researchers to access the sample unit. Approval from nurses was 
obtained. Various strategies were utilized to protect the nurses’ 
rights who agreed to participate in the study. Consent of the nurses 
was obtained prior to the administration of the questionnaire. The 
nurses were informed of the purpose of the study, and that they 
had the right to decline to participate. The researcher stressed 
that participation was voluntary and confidentiality was observed. 
The nurses were informed that they can terminate at any time 
while the researcher ensured that anonymity of the nurses was 
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maintained at all times. 

Study limitations 
Lack of a standard tool in the hospital involved was a challenge of 
this study to assess the real attitude of nurses on EOLNC. Lack of 
similar studies carried out in Kenya makes the discussion difficult. 
Since the units were purposively selected, it could be open to bias 
in case units with specific characteristics were selected. 

Results 
The sample unit was consisted of 173 nurses who responded to 
the questionnaire. The respondents’ age was as follows: 52.3% (n 
= 81) were aged between 31–40 years; 25.2% (n = 39) were aged 
between 41–50 years; 18.1% (n = 28) were in the age bracket of 
20–30 years; and finally, the least in the sample unit were aged 
between 51–60 years. With regard to nursing qualifications: 66.9% 

(n = 117) of the respondents were diploma holders while 21.1% 
(n = 37) were undergraduate. The dominant work stations of the 
respondents were ICU (37.9%; n = 66) and Accident & Emergency 
(25.9%; n = 45). This was followed by 12.2% (n = 21) from Renal 
Unit; 9.8%, (n = 17) from Burns Unit; 5.2% (n = 9) from Oncology 
ward; 3.4% (n = 6) from HDU and oncology clinic (each). The least 
number of participants came from palliative care unit (2.3%; n = 
4). Regarding training in end-of-life care, none of the nurses had 
undertaken a training in end-of-life care though 11.8% (n = 20) of 
the nurses had received a training in palliative care. 

When assessed on their effectiveness as far as EOLNC was 
concerned, findings in (Table 1) below indicated that more than half 
of the nurses rated their individual effectiveness towards EOLNC 
to be ‘somewhat effective’ in six items out of the possible seven 
items assessed. The item on cultural issues at EOL care had 39.5% 
(n = 68) of the respondents rating their individual effectiveness 

Table 1: Attitudes on individual effectiveness toward provision of EOLNC.

Individual Effectiveness Ratings [n (%)] N Mean

Not at all effective Somewhat effective Very effective

1 Pain management 3 (1.7%) 93 (53.8%) 77 (44.5%) 173 2.4 

2 Management of other symptoms 7 (4%) 121 (69.9%) 45 (26%) 173 2.2 

3 Communication with terminally 
ill patients 

26 (15.3%) 101 (59.4%) 43 (25.3%) 170 2.1 

4 Communication with caregivers 26 (15.1%) 96 (55.8%) 50 (29.1%) 172 2.1 

5 Instructions to caregiver on 
managing death at home. 

63 (37.5%) 89 (53%) 16 (9.5%) 168 1.7 

6 Cultural issues in EOL care 68 (39.5%) 85 (49.4%) 19 (11%) 172 1.7 

7 Overall EOL care for the 
terminally ill. 

40 (23.4%) 97 (56.7%) 34 (19.9%) 171 2 

as ‘not at all effective’. Taking into consideration the mean values 
arrived at using Likert scale with 7 items, respondents rated their 
attitudes as somewhat effective (mean 2) an indication that the 
participants did not believe in themselves as far as provision of 
EOLNC was concerned. 

Further, the respondents were asked to rate their perception as far 
as the effectiveness of their institution was concerned in provision 
of EOLNC and they had the following sentiments: more than 
half of the respondents indicated that their institution was very 
effective as far as pain management and management of other 
symptoms at EOL was concerned. However, more than half of the 
respondents rated their institution to be somewhat effective on 
six items assessed pertaining to: communication with terminally 
ill patients; communication with family caregivers; support for 
family/caregiver in managing the death event at home; cultural 
issues in EOL care; and overall EOL care for the terminally ill (Table 
2). Findings indicated that there were deficiencies especially 
concerning communication with the terminally ill patients and 
their caregivers. Therefore, taking into consideration the mean 
values arrived at using Likert scale with 7 items, respondents  rated 

their belief towards institutional effectiveness as somewhat 
effective (mean 2) an indication that the nurses believed that there 
were gaps in their institution as far as provision of EOLNC was 
concerned. 

Regarding the relationship between work station and attitude, 
results showed that majority of the respondents (>60%) from 
five out of the eight work stations investigated agreed that their 
attitudes were somewhat effective (Table 3). One work station 
had a majority of the respondents rating their effectiveness 
towards EOLNC as very effective, the palliative care department 
(75%; n = 3). Notably, two other work stations had half of the 
respondents indicating that their effectiveness towards EOLNC 
was very effective; namely, HDU (50%, n = 3) and oncology clinic 
(50%, n = 3) (Table 3). Therefore, majority of the respondents 
(75%) felt that they had deficiencies in their EOLNC attitudes 
as was indicated by the high rating in the somewhat effective 
responses. Thus, the results indicated that some differences 
existed between the work station and nurses’ perception on 
their attitudes toward EOLNC as nurses from three out of the 
eight work stations rated their attitudes toward EOLNC as very 
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effective while the rest rated as somewhat effective. However, 
the difference that existed in the rating of EOLNC as tabulated in 
(Table 3) was not assessed for statistical significance as this was 
not the objective of the study. 

Discussion 
The results of this study showed that the Kenyan nurses perceived 
their attitudes to be somewhat effective toward provision of 
end-of-life nursing care (EOLNC), an indication that the nurses 
possessed negative attitudes toward end-of-life care. This finding 
is consistent with the study done in Ethiopia in which more than 
half of the respondents had negative attitudes toward EOLC [10]. 
Additionally, in a study on nurses’ perceived self-confidence in 
provision of EOL care, Coffey, et al. [11] observed that nurses did 
not consider themselves to be effective in provision of EOL care. 
Moreover, low perception by nurses regarding their self-perceived 
EOL care competencies was also noted in one other study by 
Montagnini and colleagues [12]. 

From the same study, it was noted that the nurses scored their 
confidence much lower than their counterparts in the medical field. 
Lack of confidence by nurses towards provision of EOL care could 
be linked to the fact that the nursing profession has for decades 
been considered an aide to the doctor and thus all the nurse was 
expected to do was to carry out orders. This position may have 
affected the perception that nurses have towards themselves. 

Additionally, another possible explanation for this result may 
be because nurses are uncomfortable talking about death thus 
developing a negative attitude towards a topic that makes them 
uncomfortable. This is more so, an avoidance technique to a 
situation that nurses perceive as stressful. Use of avoidance 
technique by nurses to a stressful situation is documented in 
literature [13]. 

Findings from this study also indicated that the nurses did not 
have confidence in the effectiveness of their institution as far 
as provision of end-of-life care was concerned. This observation 
is consistent with that reported in a study that was conducted 
in England on end-of-life care pathways within acute hospitals. 
Findings from that study indicated that there were numerous 
challenges that nurses faced while providing end-of-life care 
within an acute hospital [14]. The lack of confidence by nurses in 
this study could have resulted from lack of protocols pertaining to 
end-of-life care within the hospital as this is an area that receives 
low priority in care provision. That notwithstanding, nurses from 
three out of the eight work stations rated their attitudes toward 
EOLNC as very effective. This was an indication that nurses from 
these units possessed positive attitudes toward EOLNC. 

The importance of positive attitudes by nurses in provision of 
EOLNC is key, not only for the quality of EOLNC provided but also 
for better health of the nurse [15]. This was highlighted in a study 

Table 2: Attitudes on institutional effectiveness toward provision of EOLNC.

Individual Effectiveness Ratings [n (%)] N Mean

Not at all effective Somewhat effective Very effective

1 Pain management 3 (1.7%) 68 (39.3%) 102 (59%) 173 2.6 

2 Management of other symptoms 5 (2.9%) 77 (44.5%) 91 (52.6%) 173 2.5 

3 Communication with terminally 
ill patients 

12 (6.9%) 99 (57.2%) 62 (35.8%) 173 2.3 

4 Communication with caregivers 16 (9.3%) 98 (57%) 57 (33.1%) 172 2.2 

5 Support for caregiver in 
managing death at home 

48 (28.4%) 90 (53.3%) 30 (17.8%) 169 1.9 

6 Cultural issues in EOL care 45 (26.3%) 88 (51.5%) 37 (21.6%) 171 1.9 

7 Overall EOL care for the 
terminally ill. 

24 (14%) 101 (59.1%) 45 (26.3%) 171 2.1 

Table 3: Association between work station and attitude of nurses toward EOLNC (N = 173).

Work station Attitude 

Not at all effective Somewhat effective Very effective N

Intensive Care Unit 2 (3%) 50 (75.8%) 14 (21.2%) 66 

High Dependency Unit 0 (0%) 3 (50%) 3 (50%) 6 

Renal Unit 0 (0%) 14 (66.7%) 7 (33.3%) 21 

Oncology Ward 0 (0%) 6 (66.7%) 3 (33.3%) 9 

Accident & Emergency 1 (2.3%) 42 (95.5%) 1 (2.3%) 44 

Oncology Clinic 0 (0%) 3 (50%) 3 (50%) 6 

Palliative Care Dept. 0 (0%) 1 (25%) 3 (75%) 4 

Burns Unit 0 (0%) 15 (88.2%) 2 (11.8%) 17 



Clinical Oncology Journal

Page 5Infact Publications LLC

ISSN: 2766-9882

conducted among nurses working in neonatal intensive care 
unit as it was reported that majority of the nurses had positive 
attitudes toward EOLC [16]. Similar sentiments were reported in 
a study conducted in Japan in which a positive attitude towards 
providing EOLC was noted to decrease burnout [17]. 

The benefits of positive attitude recorded by Okamura and 
colleagues [17] emphasizes the importance of supporting 
nurses providing EOLC by improving their attitudes. This is so 
especially at a time when the nurses in Kenya are faced with the 
increasing number of deaths in the hospital due to an increase 
in the aging population as well as an increase in deaths due to 
non-communicable diseases (NCDs) [18]. Overall, there were 
differences pertaining to nurses’ attitudes towards EOLNC with 
some of the nurses reporting negative attitudes and with a few 
reporting positive attitudes. This difference might be because of 
cultural differences related to talking about death in front of the 
patient and or their family. Moreover, breaking bad news also has 
cultural variations. The differences could also be explained by the 
nurses’ values and religious beliefs which may affect their belief 
towards provision of EOLC. 

Furthermore, the positive attitudes reported in this study by some 
of the nurses could be attributed to the fact that these nurses had 
improved their attitudes from their experience of nursing patients 
with chronic illness. This is so because the said nurses worked in 
either palliative care unit, high dependence unit or oncology clinic 
and this may have exposed them to caring for patients with life 
threatening illness. The importance of experiential learning is well 
documented in literature. For example, in a study by Barrere and 
Durkin [19] on new nurses experiences on EOLC, nurses reported 
that EOLC could be better understood through experiencing it. 

In conclusion, findings of this study showed that most of the nurses 
had negative attitudes toward end-of-life care. This suggests the 
need for training in end-of-life care because nurses’ attitudes 
toward caring for dying patients may influence their behavior as 
well as the quality of care that they provide. Additionally, there is 
need for mentorship and modelling of nurses within the health 
facility as nursing experience on EOLC may positively influence 
nurses’ attitudes, further highlighting the need for a critical mass 
trained in EOLNC. Lastly, the need for in-service training programs 
cannot be overemphasized. 

Conclusion 
Nurses had deficiencies in their attitudes toward end-of-life nursing 
care (EOLNC) which may be attributed to lack of education on 
end-of-life nursing care. This study therefore, highlights the need 
for development of EOLNC educational programmes to facilitate 
nurses’ understanding of their attitudes toward EOLNC as they 
strive to improve the quality of EOLNC. This can be done through 
formal or informal education in both academic and hospital 
settings. Hence, it is important that nursing schools incorporate 
courses related to end-of-life nursing care so as to improve their 

students’ attitudes while continuing education courses on end-of-
life nursing care will foster an attitude of caring and compassion. 
This is especially so because attitudes are learned. 

Implications for Practice 
This is the first report from Kenya on nurses’ attitudes toward 
end-of-life nursing care. It is hoped that this study offers insight 
into the need for development of educational programmes that 
will help nurses to understand their attitudes toward end-of-life 
nursing care. These educational programmes should be tailored 
to address the specific unit needs according to patient acuity level. 
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