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Purpose: The purpose of this study was to investigate the levels of end—of-life care com~-
petency; knowledge, attitudes, and experiences regarding advance directives; perceptions of
good death; and end-of-life care obstacles and supportive behaviors among tertiary care
nurses. Methods: The participants were 150 nurses at a tertiary hospital in Jinju, Korea.
The data collected using a questionnaire were analyzed using descriptive statistics, the t—test,
analysis of variance, Pearson correlation coefficients, and stepwise multiple regression in SPSS
for Windows version 24.0. Results: The mean (£SD) score of end—of-life care competency
was 3.63 (+0.53) on a 5—point scale. A significant difference in end—of-life care compe-
tency was found according to whether nurses had experienced the death of a family member
or acquaintance (P=0.029). According to stepwise multiple regression analysis, the factors
affecting end—of-life care competency were the frequency of end—of-life care supportive
behaviors (8 =0.38, P<0.001), experience with advance directives (8 =0.29, P<0.001), and
marriage (8=0.15, P=0.039). This model had an explanatory power of 27.9% (F=18.87, P
<0.001). Conclusion: In order to improve nurses’ end—of-life care competency, it is im—

portant to strengthen end-of-life care supportive behaviors by exposing nurses to those Correspondence to
behaviors and providing frequent experience with advance directives. Young Eun
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INTRODUCTION years, increasing interest has emerged in questions such as

what kind of death is a human death, what is a good death,
and what is a dignified death [4].

1. Background

In South Korea, 74.9% of deaths occurred at a hospital
in 2016, which increased slightly to 76.2% in 2017~18 [1].
However, the majority of patients face death alone in intensive
care units, relying on machines, in pain, and separated from
their family. They experience death devoid of any meaning, as
their autonomy is neglected [2]. This highlights the need for
more efficient and professional end-of-life care for patients

who are near death and their family members [3]. In recent

Nurses spend many hours close to patients and family mem-
bers and provide care while connecting and interacting with
the full range of their being, including physical, emotional,
and spiritual aspects [3]. In the clinical setting, nurses act as
advocates for patients who protect patients’ autonomy and
rights and perform the important role of helping patients make
decisions about death [5]. Therefore, nurses need to be able
to provide holistic end—of-life care so that patients can meet

death in a dignified manner, and in order to perform such

This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/4.0/) which
permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.

Copyright © 2020 by Korean Society for Hospice and Palliative Care


mailto:yyoeun@gnu.ac.kr
http://crossmark.crossref.org/dialog/?doi=10.14475/kjhpc.2020.23.3.139&domain=pdf&date_stamp=2020-09-07

Da-In Jeong and Young Eun

nursing duties, nurses need the ability to apply appropriate
techniques, knowledge, and attitudes for professional nursing
practice [6].

End-of-life care competency refers to the nursing capacity
required to provide care to end-of-life patients [7]. Mon~
tagnini et al. [8] categorized end-of-life care competencies
into symptom management; patients’ and family members’
decision-making; knowledge regarding spiritual caregiving,
attitudes about decision—making on end-of-life treatment,
communication among medical staff, patients, and family
members; continuity of care; and behavioral competency re-
garding emotional support for nurses.

The literature on end-of-life care competency among nurses
includes a Delphi study that aimed to outline the necessary
competencies for end—of-life care among healthcare work—
ers [9]; a study on end-of-life care competency and facilita—
tors and barriers to end—of-life care among intensive care
unit nurses [10]; a study on end-of-life care competency and
stress associated with end—of-life care among nurses in care
facilities [11]; a study on the effects of attitudes, experience,
and knowledge on advance directives and the influence of per—
ceptions of a good death on end-of-life care competency and
the performance of end-of-life care among nurses at general
hospitals [12]; and a study on end-of-life care competency
and the frequency of end—of-life care among nurses at tertiary
hospitals [13]. Since the Act on Hospice and Palliative Care
and Decisions on Life—Sustaining Treatment for Patients at
the End of Life (hereinafter referred to as the Act on Decisions
on Life-Sustaining Treatment) was revised in 2018, advance
directives are being documented regarding end—of-life care in
actual clinical settings, and at the same time, there is an in—
creasing recognition of the importance of a good death and a
demand for high quality end—of-life care from nurses; there—
fore, research investigating the end—of-life care competency of
nurses in South Korea is needed.

An advance directive is a policy that aims to protect the dig—
nity and value of human life by guaranteeing the best inter—
est of patients in the dying process and respecting their self—
determination [14]. Patients” value systems have a substantial
influence on the completion of advance directives, but the sys—
tematic adaptation of advanced directives and the proportion

of advance directives filed are to a certain extent dependent on
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hospital policies and the efforts made by medical staff. Nurses’
experience with completing advance directives will help pa—
tients and family members complete advance directives ap—
propriately [15]. Moreover, if nurses acquire the knowledge to
provide sufficient and accurate information regarding advance
directives to patients and family members and if nurses adopt
a positive attitude that will help them perform the roles of
facilitator, supporter, and educator based on that knowledge,
their clinical performance and end-of-life care competency
will both be affected [16].

Nurses’ perceptions of a good death can facilitate accurate
perceptions and positive attitudes regarding hospice and pal-
liative care and the discontinuation of meaningless life—sus—
taining treatments to patients and family members [17], help
patients and family members establish a recognition of good
death, enhance the end-of-life care competency of nurses [12],
and help patients to maintain their dignity as human beings
and overcome their fear of death to meet death in a peaceful
manner [18].

However, nurses feel considerable pressure about performing
end—of-life care and are often not able to demonstrate their
competency due to various factors in the work environment,
such as the decision—-making required for end-of-life care,
stress, the acquisition of new knowledge and skills, and work
burden; therefore, it is important to enhance the end—of-life
care competency of nurses [10] based on an understanding of
the barriers and facilitators [19].

Barriers to end-of-life care refer to conditions that hinder
nurses from performing end—of-life care [20], which include
unrealistic expectations regarding treatment effects and prog—
noses from patients and family members, the fact that most
patients are unable to participate in the treatment process, a
lack of communication skills about caring for end—of-life pa—
tients, and a lack of time among medical staff to provide ad-
equate end—of-life care [20].

Supportive behaviors for end—of-life care are conditions that
facilitate end-of-life care [20]. Examples include manag—
ing patients’ pain and discomfort, respecting patients” wishes
regarding end—of-life care, discontinuing active interventions
early when there is no possibility of recovery, communicat—
ing effectively with medical staff, managing visiting times in a

flexible manner, and providing a quiet environment [21].
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Therefore, this study investigated nurses’ end—of-life care
competency; knowledge, attitudes, and experiences regard—
ing advance directives; perceptions of good death; barriers to
end—of-life care; and supportive behaviors, with the goal of
enhancing their end-of-life care competency and improving
the quality of end—of-life care of nurses. It also examined cor—
relations among these factors to provide foundational materi—
als for the development of strategies and educational programs

that can enhance end—of-life care competency, which is nec—

essary to provide high quality end—of-life care.

2. Purpose

The aim of this study was to obtain insights into end—of-life
care competency; knowledge, attitudes, and experiences re—
garding advance directives; perceptions of good death; barriers
to end—of-life care; and supportive behaviors among nurses
at tertiary hospitals and to examine factors that influence end—

of-life care competency.

METHODS

1. Study participants

The participants of this study were nurses working at a ter—
tiary hospital in ] city, South Gyeongsang Province, South
Korea who had more than 6 months of clinical experience and
who provided written informed consent after indicating that
they understood the aim of the study.

The number of participants was calculated using G*Power
version 3.1.9.4, and the sample size needed for an effect size of
0.15 [12], a significance level of 0.05, a power of 0.90, and six
predictors (total number of predictors: 13) was 123. Consid-
ering the expected dropout rate, 150 surveys were distributed
and all 150 were collected. There were no surveys with miss—
ing data; therefore, all 150 surveys were used for the final data

analysis.

2. Research tools

All measurement tools were used after receiving permission

from the authors.
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Factors Affecting the End-of Life Care Competency

1) End-of-life care competency

End-of-life care competency refers to the skills, knowledge,
experience, attributes, and behaviors required to perform end—
of-life care [7] and the end-of-life care competency tool de—
veloped by Montagnini et al. [8] and translated by, was used.
The tool consists of 28 items with 5—point Likert scale ranging
from “not applicable” (0) and “not at all” (1) to “always” (5),
and higher scores indicate higher end—of-life care competency.
Regarding the reliability of the tool, Cronbach’s a was 0.92 in
the study of Montagnini et al. [8], 0.89 in the study of Lee [10],
and 0.91 in the current study.

2) Knowledge of advance directives

Knowledge of advance directives refers to the extent of one’s
overall understanding of the completion of advance directives
[22]. To measure knowledge about advance directives, a tool
developed by Hong and Kim [22] and revised and supple—
mented by Seo [23] following the revision of the Act on Deci-
sions on Life—Sustaining Treatment in 2018 was used. The tool
consists of 12 items, and a higher total score (sum of each item
score) corresponds to more knowledge about advance direc—
tives. The reliability of the scale was KR»=0.85 in Hong and
Kim [22], Cronbach’s @=0.87 in Seo [23], and KR,,=0.60 in

the current study.

3) Attitudes toward and experiences with advance directives

Attitudes toward advance directives refer to the subjective
judgement of perceptions, emotions, and evaluation regarding
advance directives [24], while experience with advance direc—
tives refers to real-life participation and experiences of the
process of completing advance directives [24].

In order to measure attitudes towards and experiences with
advance directives, the attitude and experiences sections from
the Knowledge, Attitudinal, Experiential Survey on Advance
Directives developed by Jezewski et al. [25] and translated and
revised by Kim and Kim [24] was used. The attitudes section
comprises nine items, after the elimination of one item with
low reliability, which are scored on a 4-point Likert scale
from “almost never” (1), “barely” (2), and “mostly” (3) to “al-
ways~ (4), with higher total scores (sum of each item score)
indicating more positive attitudes towards advance directives.

The reliability of the tool measured with Cronbach’s @ was
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somewhat low, with values of 0.57 reported by Jezewski et al.
[25], 0.62 by Kim and Kim [24], and 0.58 in the current study.
Although the degree of matching was not high, since attitudes
are positive or negative evaluations of certain behaviors or
situations [24], the tool was used in order to measure subjec—
tive opinions on advance directives.

The experience section contains seven items, for which 1
point is given when a respondent reports having a certain ex—
perience (“yes”) and a score of 0 is given for a response of “no’”.
Higher total scores indicate more experience with advance
directives. Regarding reliability, Cronbach’s @ was 0.58 in the
study of Jezewski et al. [25] and 0.70 in the study of Kim and
Kim [24], while KR,y was 0.79 in this study.

4) Perceptions of a good death

Perceptions of good death refer to the concept or process of
being treated as a holistic human being whose values and be—
liefs are respected in the process of death [26].

Perceptions of good death were measured using the tool
developed by Schwartz et al. [26] and translated by Jeong
[27]. The tool contains 17 items distributed across three sub—
domains (familiarity, sense of control, and clinical symptoms),
and uses a 4—point Likert scale from “not important at all” (1)
to “very important” (4). A higher total score (sum of each item
score), indicates higher perceptions of good death. The reli—
ability measured with Cronbach’s @ was 0.87 in the study of
Schwartz et al. [26], 0.82 in Jeong’s study [27], and 0.80 in the

current study.

5) End-of-life care obstacles and supportive behaviors

Obstacles to end—of-life care are perspectives or behaviors
that prevent sufficient function in providing end-of-life care,
and supportive behaviors are perspectives or behaviors that
facilitate the best function of end—of-life care [20].

The measurement tool for end—of-life care obstacles and
supportive behaviors was the tool developed for intensive
care unit nurses by Beckstrand and Kirchhoff [21], which was
translated, revised, and supplemented by Lee [10]. Both ob-
stacles and supportive behaviors had three sub—domains (pa—
tient and family, medical staff, and hospital and department).
The tool for end—of-life care obstacles contains 29 items that

measure intensity and frequency with a 6—point Likert scale.
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Intensity is measured from “never an obstacle” (0) to “an ex—
treme obstacle” (5), with higher scores indicating a greater in-
tensity of the obstacle. Frequency is measured from “never oc-
curs” (0) to “always occurs” (5), with higher score indicating a
more frequently experienced obstacle. The Perceived Intensity
Score (PIS) for barriers is calculated by multiplying the inten—
sity score and the frequency score of each item, with a higher
score indicating that respondents perceive the obstacle as hav—
ing a higher intensity. The reliability of the tool measured by
Cronbach’s @ was 0.89 for both intensity and frequency in the
study by Beckstrand and Kirchhoff [21]; 0.82 for intensity, 0.84
for frequency, and 0.86 for the PIS in Lee’s study [10]; and 0.90
for intensity, 0.91 for frequency, and 0.91 for the PIS in the
current study.

The tool for supportive behaviors of end—of-life care con-
sists of 24 items that measure intensity and frequency with a
6-point Likert scale. Intensity is measured from “never a sup—
portive behavior” (0) to “an extremely supportive behavior”
(5), with higher score indicating that a behavior is considered
more supportive. Frequency is measured from “never oc-
curs” (0) to “always occurs” (5), with a higher score indicat—
ing a more frequently experienced supportive behavior. The
Perceived Supportive Behavior Score (PSBS) is calculated by
multiplying the intensity score and the frequency score of each
item, with a higher score indicating that respondents perceive
the supportive behavior as having a higher intensity. The reli-
ability of the tool measured by Cronbach’s a was 0.86 for
intensity and 0.81 for frequency in the study of Beckstrand and
Kirchhoff [21]; 0.91 for intensity, 0.84 for frequency, and 0.85
for PSBS in Lee’s study [10]; and 0.91 for intensity, 0.90 for
frequency, and 0.92 for PSBS in the current study.

3. Data collection

This study was approved by the G University Hospital Clini—
cal Research TRB (2019-05-017-001) and the Department
of Nursing, and data was collected at the department from
September 1 to 10, 2019 with clinical nurses as participants.
The researcher visited the department to explain the aim and
purpose of the study and received written approval for data
collection from the department head. The aim and purpose
of the study were also explained to the head nurses of each

ward, and the participants completed the survey after provid—
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ing written consent to participate in the study voluntarily upon
reading the consent form that contained an explanation on the
aim of the study, duration of the study, and protection of data.
Participants were notified that they could discontinue their
participation at any point during the survey, and those who
completed the survey received a small token of appreciation.
Personal information on collected surveys was carefully kept
confidential and only used for research purposes in consider—

ation of ethical protections for the participants.

4. Data analysis

The collected data were analyzed using SPSS for Windows
version 24.0 (IBM Corp., Armonk, NY, USA).

Factors Affecting the End-of Life Care Competency

1) The general characteristics and the descriptive statistics of
research variables were analyzed in terms of frequency, per—
centages, and mean and standard deviations.

2) Differences in end-of-life care competency by partici—
pants’ general characteristics were analyzed with the indepen-
dent t—test and one—way analysis of variance.

3) Stepwise multiple regression analysis was performed to
identify the factors that influenced end-of-life care compe-

tency of participants.

Table 1. General Characteristics of Participants (N=150).

Variable Categories n % Mean+SD

Age (yr) >25 24 16.0 28.3+4.51
25~29 81 54.0
30~34 31 20.7
35< 14 9.3
Sex Female 144 96.0
Male 6 4.0
Marital status Unmarried 106 70.7
Married 44 29.3
Education level Associate’s degree 35 233
Bachelor's degree 94 62.7
Graduate degree 21 14.0
Religion Yes 54 36.0
No 96 64.0
Current work department Intensive care unit 69 46.0
Internal medicine unit 4 27.3
Surgery unit 20 133
Emergency department 20 133

Clinical career (yr) >3 37 24.7 5.68+4.19
3~5 51 34.0
5~10 37 24.7
10< 25 16.7

Experience at current work department (yr) >1 26 173 3.51+3.02
1~3 43 287
3~5 54 36.0
5~10 21 14.0
10< 6 4.0
Experience of end-of-life care Yes 140 933
No 10 56.7
Experience of end-of-life care education Yes 42 28.0
No 108 72.0
Experience of the death of a family member or Yes 84 56.0
acquaintance No 66 44.0
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RESULTS

1. General characteristics of participants

The average age of the study participants was 28.3 years, and
54% (n=81) were from 25 to 29 years of age. The overwhelm-
ing majority (96%; n=144) were female, while 4% (n=6) were
male. Furthermore, 70.7% (n=106) were not married, while
29.3% (n=44) were married. Most frequently, participants
had graduated from university (62.7%; n=94) and were not
religious (64%; n=96). Their current work department was
the intensive care unit for 46% (n=69), the internal medicine
unit for 27.3% (n=41), the surgery unit for 13.3% (n=20), and
the emergency department for 13.3% (n=20). The participants
had, on average, 5.7 years of clinical experience, with 34%
(n=51) having 3 to 5 years of experience and 24.7% (n=37)
each having less than 3 years and 5 to 10 years of experience.
Their length of work in their current department was on aver—
age 3.5 years, with 36% (n=54) from 3 to 5 years and 28.7%
(n=43) from 1 to 3 years. Although 93.3% (n=140) had expe-
rienced end—of-life care, 72% (n=108) reported never having
receiving education on end-of-life care and only 28% (n=42)
reported that they had. The type of education received includ-
ed refreshers and online classes. Approximately half (55.3%;
n=83) of the participants had experienced the death of a fam-

ily member or acquaintance (Table 1).

KJHPC

2. Levels of end-of-life care competency;
knowledge, attitudes, and experiences regarding
advance directives; perceptions of good death;
and end-of-life care obstacles and supportive
behaviors

The mean score for the end—of-life care competency of the
participants was 3.63£0.53 out of 5. The mean score for
knowledge on advance directives was 10.01£1.79 out of 12,
with the average percentage of correct answers being 83.4%.
The mean score for attitudes towards advance directives was
2.69+0.78 out of 4. The mean score for experiences with ad—
vance directives was 1.88+1.85 out of 7. The mean score for
perceptions of a good death was 3.02+0.35 out of 4.

The mean frequency score for end—of-life care obstacles was
2.81+0.56 out of 5, and the mean scores by sub—domains
were 3.26+0.58 for patient/family, 2.79£0.66 for medical
staff, and 2.35+0.87 for hospital/department.

The mean frequency score for end-of-life care support—
ive behaviors was 2.71+0.62 out of 5, and the mean scores
by sub—domains were 3.04+0.82 for patient/family, 2.76+
0.70 for medical staff, and 2.48+0.77 for hospital/department
(Table 2).

3. Differences in the levels of end-of-life care
competency by general characteristics

Participants who had experienced the death of a family

Table 2. Levels of End-of-Life Care Competency; Knowledge, Attitudes, and Experience Regarding Advance Directives; Perceptions of a Good Death; and End-of-

Life Care Obstacles and Supportive Behaviors (N=150).

Variable Sub-domain Mean+SD Min Max

End-of-life care competency 3.63+0.53 2.68 433
Knowledge of advance directives 10.01+£1.79

Attitudes toward advance directives 2.69+0.78 2.19 3.46
Experience with advance directives 1.88+1.85

Perceptions of good death 3.02+0.35 1.93 3.55

Frequency of end-of-life care obstacles Patient/family 3.26£0.58 2.69 3.80

Health provider 2.79+0.66 1.68 3.46

Hospital/department 2.35+0.87 1.77 2.96

Total 2.81£0.56 1.68 3.80

Frequency of end-of-life care supportive behaviors Patient/family 3.04+0.28 2.56 3.37

Health provider 2.76+0.70 2.51 3.17

Hospital/department 2.48+0.77 1.87 3

Total 2.71£0.62 1.87 3.37

144 www.kjhpc.org

https://doi.org/10.14475/kjhpc.2020.23.3.139



member or acquaintance had statistically significantly higher

end-of-life care competency than those who did not have

such an experience (Table 3).

4. Factors that influenced levels of end-of-life care
competency among participants

In order to examine the factors that influenced end-of-life
care competency, general characteristics that demonstrated a
significant difference (marital status, experience of end-of-life
care, and having experienced the death of a family member or
acquaintance); knowledge, attitudes, and experiences regard—
ing advance directives; perceptions of a good death; intensity,
frequency, and PIS of end—of-life care obstacles; and intensity,

frequency, and PSBS of end—of-life care supportive behaviors

Factors Affecting the End-of Life Care Competency

were analyzed as independent variables in simple regression
analyses (Table 4).

Multiple regression analysis was conducted with significant
variables from the simple regression analyses (marital status
as a dummy variable, experience with advance directives, and
frequency of end-of-life care supportive behaviors). When
autocorrelation of variables was checked, the Durbin—Watson
indicator was 1.634, close to the standard score of 2 that indi-
cates no autocorrelation. The variance inflation factor was less
than 10 (1.105~5.777), and the tolerance was 0.472~0.891,
which was in the acceptable range from 0.1 to 1.0. Therefore,
no multicollinearity was found. The regression model met the
criteria of the regression function and demonstrated a good fit.

Marital status (5=0.15, P=0.039), experience with advance

Table 3. Differences in End-of-Life Care Competency According to General Characteristics (N=150).

Variable Categories n Total mean (£SD) P
Age (yr) 225 24 374 +0.46
25~29 81 3.54 +0.54 0.157
30~34 31 3.67 +0.56
35< 14 3.82 +0.50
Sex Female 144 3.36 +0.74 0.212
Male 6 3.64 +0.52
Marital status Unmarried 106 3.57 +0.53 0.055
Married 44 3.76 +0.57
Education level Associate’s degree 35 3.70 +0.50 0.340
Bachelor's degree 94 3.58 +0.54
Graduate degree 21 373 +0.55
Religion Yes 54 3.62 +0.54
No 96 3.63 +0.53 0.866
Current work department Intensive care unit 69 372 +0.49
Internal medicine unit 41 3.56 +0.74 0.535
Surgical unit 20 3.58 +0.50
Emergency department 20 3.67 +0.49
Clinical career (yr) >3 37 3.69 +0.51
3~5 51 3.53 +0.54 0.367
5~10 37 3.64 +0.46
10< 25 3.72 +0.63
Experience at current work department (yr) >1 26 3.62 +0.40
1~3 43 3.57 +0.59 0.840
3~5 54 3.65 +0.56
5~10 27 3.68 +0.49
Experience of end-of-life care Yes 140 3.65 +0.52 0.058
No 10 3.32 10.52
Experience of end-of-life care education Yes 42 375 +0.49 0.082
No 108 3.58 +0.54
Experience of the death of a family member or Yes 84 371 +0.50 0.029
acquaintance No 66 3.52 +0.55
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Table 4. Simple Regression on End-of-Life Care Competency.

Variables B SE B t p
Constant 1.208 0.844 - 1.432 0.154
General characteristics Marriage* 0.134 0.085 0.116 1.582 0.043
Experience of end-of-life care’ 0.036 0.161 0.017 0.222 0.825
Experience of the death of a family 0.098 0.079 0.093 1.253 0.212
member or acquaintance”
Independent variables Knowledge of advance directives 0.018 0.024 0.061 0.761 0.448
Attitudes toward advance directives 0.140 0.137 0.075 1.018 0.311
Experience with advance directives 0.081 0.021 0.282 3.840 <0.001
Perceptions of a good death 0.097 0.113 0.064 0.860 0.391
Intensity of end-of-life care obstacles -0.179 0.166 -0.178 -1.078 0.283
Frequency of end-of-life care obstacles -0.124 0.195 -0.134 -0.634 0.526
Perceived intensity score for barriers, PIS 0.015 0.055 0.084 0.278 0.782
Intensity of end-of-life care supportive 0.344 0.168 0.354 2.043 0.083
behaviors
Frequency of end-of-life care supportive 0.654 0.280 0.763 2.335 0.021
behaviors
Perceived supportive behavior score, PSBS -0.094 0.070 -0.535 -1.356 0.177

Durbin-Watson=1.633, F=5.59, P<0.001, R=0.348, Adj-R*=0.286

*Dummy variable (unmarried:0, married:1), "dummy variable (no:0, yes:1), fdummy variable (no:0, yes:1).

Table 5. Factors Affecting End-of-Life Care Competency.

Variables B SE B t p
Constant 2.546 0.169 15.03 <0.001
Frequency of end-of-life care supportive behaviors 0.323 0.061 0.38 5.31 <0.001
Experience with advance directives 0.082 0.020 0.29 4.04 <0.001
Marriage* 0.170 0.081 0.15 2.09 0.039

Durbin-Watson=1.634, F=18.87, P<0.001, R’=0.279, Adj-R’=0.265

*Dummy variable (unmarried:0, married:1).

directives (8=0.29, P<0.001), and frequency of end-of-life
care supportive behaviors (8=0.38, P<0.001) were found to
influence the end-of-life care competency of participants. The
regression model explained 27.9% of the variance and was
statistically significant (F=18.87, P<0.001) (Table 5).

DISCUSSION

This study examined nurses’ end-of-life care competency;
knowledge, attitudes, and experiences regarding advance di-
rectives; perceptions of a good death; and end—of-life care
obstacles and supportive behaviors, and investigated factors
associated with end—of-life care competency. In this study,
the mean score for end—of-life care competency among par—

ticipants was 3.63+0.53 out of 5. This mean score is lower
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than that found by Montagnini et al. [8] (3.77); higher than
that in Lee’s study [10] of nurses at tertiary hospitals (2.99);
and similar to those reported by Lee [12] (3.25), Lee [13]
(3.24), and Jeong [11] among nurses in nursing facilities (3.54).
Among the scores for the sub-domains of end—of-life care
competency, the highest score was found for knowledge, fol-
lowed by behavior and attitudes, which is similar to the trend
in previous studies [8,11,12], suggesting that attitudes toward
end-of-life care were still relatively immature. In the knowl-
edge competency for end-of-life care, scores were high for
pain management and respiratory interventions, consistent
with previous studies [10-12]. This finding indicates that end-
of-life patients frequently require management of pain and
symptoms such as dyspnea and loss of appetite [28], so nurses

acquired the competencies needed to deal with those require—
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ments. Moreover, consistently with previous studies [10-13],
the lowest score was found for spiritual care. Spiritual care
was found to be lacking, especially among nurses working in
acute care facilities or nursing facilities, which indicates dif—
ficulties such as lack of time to perform spiritual care.

Knowledge of advance directives was high, with mean score
of 10.01 out of 12 and average percentage correct of 87.3%.
Due to the popularity of advance directives and continu-
ing education, participants were highly knowledgeable about
patients” right to decide upon and reject care, but knowledge
about registration centers and procedures was lacking. Thus, it
is necessary to provide continuing education for nurses to ac—
quire knowledge and convey accurate information to patients
and family members.

The mean score for attitudes toward advance directives was
2.69 out of 4, indicating moderate attitudes overall, although
somewhat positive attitudes were found for certain items (e.g.,
“Information about current status and treatment alterna-
tives should be provided to patients” and “Even if the patient’
s wishes conflict with mine, I need to respect patient’s opin—
ions”). However, passive attitudes were found towards other
items (e.g., “I should actively help patients complete advance
directives” and “Every patient capable of decision—making
should complete advance directives”). Therefore, nurses regard
the role of providing necessary information from an objective
and professional perspective.

The average score for experiences with advance directives
was 1.88 out of 7, which is higher than the average score of
1.44 reported by Kim and Kim [24], but lower than that of
2.95 reported by Um [15] and 2.08 reported by Lee [12]. The
most frequent experience was reading about policy or proce—
dures related to advance directives (56.7%), consistent with the
results of Lee [12]. Since more people are exposed to advance
directives as time goes by, nurses seem to have taken interest
in this phenomenon and to have read about advance directives
at minimum. The frequency of experience counseling patients
and family members about advance directives was 35.3% in
this study, which is much lower than the proportion of 80.0%
reported by Jezewski et al. [25]. This discrepancy may be due
to the fact that death is family—centered in South Korea, and
nurses do not intervene as frequently [24]. Therefore, in order

for nurses to participate positively and actively in the process
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of decision—making about and completing advance directives,
the role of nurses should be clearly defined, and legal policies
that support such a role seem necessary.

In this study, the mean score for perceptions of a good death
was 3.02 out of 4, similar to the scores reported in previous
studies that used the same tool among nurses at tertiary hos—
pitals (3.06 in Jeong [27], 2.99 in Cheon [17], and 3.09 in Lee
[12]). High scores were found for the following items: “to be
with loved ones at the moment of death”, “dying peacefully”,
and “accepting death,” similar to the results of Jeong [27].
These results demonstrate that nurses believe that accepting
death in a positive manner is a part of life and that dying nat—
urally and peacefully is an important aspect of a good death.

The average of the total frequency score for end—of-life care
supportive behaviors was 2.71, with the highest sub-domain
score for the patient/family sub—domain, followed in order
by the medical staff and hospital/department sub—domains.
The average of the total frequency scores in this study is lower
than the average of 4.44 reported by Beckstrand and Kirchhoff
[21], who used the same tool among nurses, but slightly higher
than that of 2.61 reported by Lee [10]. Among the frequency
of end-of-life care supportive behaviors, the frequencies for
the items “family members accepting the fact that the patient is
dying” and “family members deciding on one main care pro—
vider who will communicate on behalf of the rest of the fam-
ily” in the patient/family sub-domain had high scores. Since
the items “many family members other than the main caregiver
constantly calling the nurse to ask about the patient status”
and “family members not accepting the patient’s bad progno—
sis” were ranked high as obstacles to end-of-life care, it can
be inferred that communication between nurses and family
members is important in end—of-life care. Therefore, since it
is important for medical staff to explain the situation of the
patient’s death honestly, clearly, and in an easily understand-
able way to the patient’s family in order for them to make the
right decisions [29], it is necessary to establish a guideline for
designating a main caregiver and creating a network of fam—
ily and friends for regular communication about the patient’s
prognosis and treatment [30].

In previous studies [19,21,30], the most supportive behavior
was “family members having enough time to spend with the

patient after the patient’s death”, but this item was ranked
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somewhat low in this study, indicating that the care environ—
ment in the study setting (tertiary hospitals) lacked space and
time. Since environmental changes for a dignified death are
important to provide a private and quiet space for patient and
family members to feel comfortable at the moment of death
and to allow family members to be present at the moment of
death [21], steps should be taken to adjust the patient’s envi—
ronment in the department and to provide a suitable space for
the support system should be sought. In Lee’s study [10], “when
the attending nurse is absent after patient death, other nurses
taking care of the remaining patient” was the most supportive
behavior, but it was ranked relatively low in this study. De—
partmental-level policies on the distribution of care work seem
necessary, and to encourage supportive behaviors of end-
of-life care, a support system for smooth and effective com—
munication with the patient and the patient’s family members
should be established at the departmental or the hospital level.

Regarding differences in end-of-life care competency by
general characteristics, a statistically significant difference was
found according to whether respondents had experienced
the death of a family member or acquaintance, with higher
competency among such participants. This result is consistent
with Jeong [11]. End-of-life care competency was also found
to be higher, but at the threshold of statistical significance, in
participants who had experience with end—of-life care than in
those who did not and in married participants than in unmar-
ried participants. Although no previous studies have reported
analogous results, some have reported significant differences
by age [10,13] and clinical experience [10,11], which indirectly
support these results. As nurses are exposed to more death and
obtain more end-of-life care experience, their end-of-life
care competency increases.

In order to examine the factors that influence end—of-life
care competency, general characteristics that demonstrated
significant differences (marital status, experience in end-of-life
care, and having experienced the death of a family member or
acquaintance); knowledge, attitudes, and experiences regard—
ing advance directives; perceptions of a good death; intensity,
frequency, and PIS of end—of-life care obstacles; and intensity,
frequency, and PSBS of end-of-life care supportive behaviors
were analyzed as independent variables in simple regression

analyses. The frequency of end-of-life care supportive be—
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haviors, experience with advance directives, and marital sta—
tus were found to influence the end—of-life care competency
among participants, and the regression model explained 27.9%
of the variance. In Lee [12], communication with and the level
of support from patients who discontinued life-sustaining
treatments and their family members, which can be understood
as similar to frequency of end-of-life supportive behaviors,
were found to influence end-of-life care competency. The
finding regarding experience with advance directives influenc—
ing end—of-life care competency is consistent with those of
Lee [12]. Knowledge about advance directives and perceptions
of a good death did not have statistically significant influ—
ence on end—of-life care competency in this study, but in Lee’
s study [12], which was conducted among nurses at tertiary
hospitals, these factors were found to influence end-of-life
care competency and explained 34.4% of the variance, so a
further examination of the factors affecting end—of-life care
competency is warranted.

In summary, when supportive behaviors that are frequently
or seldom performed in the clinical field are identified, encour—
aged, and fortified, thereby encouraging supportive behaviors
such as relationships and communication with patients and
family members, emotional support and cooperation among
medical staff, and provision of adequate work environment
from the department, and when steps are taken to more ac—
tively implement the process of nurses directly explaining
advance directives to patients and family members and coun—
seling them sufficiently when providing end-of-life care, the
end-of-life care competency of nurses will improve and high
quality end-of-life care can be provided.

Although this study is meaningful in that it examined end-
of-life care competency among nurses at tertiary hospitals and
their associations with various factors, it has some limitations.
First, since the research on factors that influence end-of-life
care competency among nurses in South Korea is not suffi—
cient, additional studies at hospitals of various sizes and in dif—
ferent regions are necessary. Education on advance directives
according to the 2018 Act on Decisions on Life—Sustaining
Treatment is necessary. Second, since the reliability of the tool
that measured attitudes about advance directives was low in
this study, it is recommended that future studies use a revised

tool according to the updates of the 2018 Act on Decisions
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on Life-Sustaining Treatment. Third, the variance explained
by the factors that influence end—of-life care competency in
this study was not at a satisfactory level. In order to improve
the proportion of variance explained, another study with an

expanded list of factors that influence end-of-life care com—

petency is warranted.
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