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KEYWORDS Abstract The high mortality in intensive care unit (ICU) requires health workers to be able
Doctors: to provide palliata care so that patients die in peace and help the patient's family face the
Intensive room:; grieving process. The implementation of palh’aae care must be organized and assessed for
Nurse; the quality of its implementation. The aim was to describe the quality of palliative care in ICU
Palliative care '"%"" Hospital. The research used Mixed Methods. The first was the quantitative with descriptive

research. The sample was 38 nurses and 4 doctors to obtain data on the quality of palliative
care with The Self-Report Questionnaire (0-10). The second of qualitative methods to deepen
quantitative data with achieved data saturation in 5 nurses and 2 doctors. Retrieval of data
from May to July 2019. The results were the quality of palliative care performed by nurses had
a score of 6.68, for doctors were 5.19. The lowest score (5.29) was found in the emotional
support, and organizational domain for ICU clinicians for nurses with the theme of the role of
coworkers and the desire to act alone, for doctors the lowest score (3.93) was spiritual support
for patients family with the theme of the absence of operational standards of spirigial support
procedures and knowledge and experience of spiritual support. The conclusion is the quality of
p@giative care services performed by nurses has a score of 6.68 and for doctors was 5.19.
©Z020 Elsevier Espana, S.L.U. All rights reserved.

Introduction

" Peer-review under responsibility of the scientific committee of  (Critical patients have dysfunction or failure of one or mare
the International Mursing Research Conference of Udayana Univer- organs so that their lives depend on sophisticated tooals,
sity. Full-text and the content of it is under responsibility of authors monitoring and therapy. Studies have reported that one in
“f* [g;?;:;:iamg author five Americans who use Intensive Care Unit (ICU) services

. . . . . .
£-mail address: hafifah.ifagulm.ac.id (1. Hafifah). die.” The high mortality rate in the ICU requires health
https:/ /doi.org/10.1016/j.enfcli.2020.07.003
1130-8621/© 2020 Elsevier Espana, 5.L.U. All rights reserved.
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workers to be able to provide palliative care, including
near-death care so that patients can die in pgage and help
patients’ families deal with the grieving process.

Palliative care is an approach that can improve the
quality of life of patients and families by helping with life-
threatening illnesses, thraugh prevention and helping to
alleviate suffering by earlydentifigation and assessment in
an orderly manner, treating pain other symptoms, phys-
ically psyghgsocial and spiritual.” Palliative care is given on
the basis ®%the philosophy that every patient has the right
to get the best care until the end of life.according
to Nelson there are 7 main domains of palliative® care and
life termination care that are used to measure the quality
of palliative care in the ICU, namely; (1) decision-making
domains that focus on patients and*¥amilies; (2) commu-
nication between the health team, patients and families;
(3) continuity of care; (4) emotional support and practice
for families and patients; (5) management of symptoms and
treatment of comfort; (6) spiritual support for patients and
families as well; (7) emotional and organizational support
for clinicians in the ICU. Palliative care focuses on improv-
ing the gquality of life and management of patient symptoms
in life-threatening conditions.*

It is important to assess the quality of palliative care to
identify aspects of care that have been performed or not.
Quality assessment is central to conducting and supporting
policy and strategy amall\_..r from a room or hospital.” The
absence of an assessment of the quality of palliative care
in the ICU can cause a quality gap between knowledge and
practice between clinicians. This quality gap is indicated by
the persistent problems in handling symptoms, communica-
tion between clinicians, families and with clinical teams,
and moral issues between doctors and nurses.®- 10

Based on preliminary studies in ICU RS X with interview
and observation methods, data obtained by health workers,
especially nurses and doctors, have carried out palliative
care but have not beeflvell organized and until now there
has been no assessment of the quality of the implementation
of palliative care.

Method

This research method used Mixed Methods. The first was
the quantitative method with descriptive research. This
research variable is the quality of palliative nursing services
performed by nurses and doctors in ICU Hospital X based
on 7 domains. The sample was 38 nurses and 4 doctors to
obtain data on the quality of palliative nursing with the pur-
posive sampling technique. The instrument of quantitative
research was The Self-Report Questionnaire with a score of
0-10 (getting closer to 0 indicating poor service quality and
closer to 10 reflected excellent service quality)."

The second of method was the qualitative methods to
deepen quantitative data with achieved data saturation in
5 nurses and 2 doctors. Retrieval of data was May until
July 2019. The lowest domain of research results in nurses
and doctors is followed by qualitative research. Qualita-
tive research was carried out with interviews for 60 min
and observation. Analysis of qualitative research data is a
thematic analysis. ™

Results

Table 1 give information about characteristics of nurse and
doctor. The majority of the diploma level of education
(71.05%) for nurses, Bachelor degree + profession (100%) for
doctors, the length of work in the ICU majority of 1-5 years
(39.47%) for nurses, (100%) for doctors, and all nursgg and
doctors (100%) have never attended palliative care tra@#ing.

Quality of Palliative Care by nurses and doctors The ICU
X Hospital is presented in Table 2. The results of the ques-
tionnaire showed that the quality of palliative care services
performed by nurses had a score of 6.68 while the score
for doctors was 5.19. The lowest score was obtained in the
domain of emotional and organizational support for ICU clin-
icians with a score of 5.29 for nurses while for doctors the
lowest score was on spiritual support for patients and fami-
lies with a score of 3.93.

The theme derived from qualitative raarch with
respondents from nurses was related to the emotional and
organizational support domain for ICU clinicians, the role
of coworkers (subthemes were nurses have each clinical
authority guidelines; nurses does not interfere each joblist)
and the desire to act alone (subthemes were nurses shy to
ask with friend if cannot do action; punishment grade reduc-
tion if nurses cannot do intervention). The themes obtained
from qualitative research with respondents from doctors was
related to the domain of spiritual support for patients and
families were the absence of standard operational proce-
dures (SOP) of spiritual support (subthemes were absence
of intervention palliative care guideline; and absence of
assessment sheet for palliative patient), the absence of
knowledge of spiritual support (subthemes were do not learn
about palliative care in school; do not have palliative care
in curriculum; do not attend conference of palliative care),
and the absence of experience of spiritual support (sub-
themes were focus in curing disease; spiritual support is
joblist for nurses).

Discussion

Table 2 shows that the quality of palliative care services
performed by nurses in ICU RS X has a score of 6.68 while
the score for doctors is 5.19. This shows that the application
of palliative care in ICU RS X has been implemented. This is
supported by the results ofg@ study conducted by Alshaikh
where nurses do not know the general concept of palliative
care in relation to patients near death, but some of them
already exist in their daily practice.”

The results of qualitative research from nurses were low
emotional and organizational support for ICU clinicians. The
themes were the role of coworkers and the desire to act
alone. The role of coworkers have subthemes, they were
nurses have each clinical authority guidelines and nurses
does not interfere each joblist. The desire to act alone have
subthemes, they were nurses shy to ask with friend if cannot
do action, punishment grade reduction if nurses cannot do
intervention.

This is supported by Espinosa et al., on the experience
of nurses in the ICU in providing palliative care to adult
patients who have terminal illness, there are three themes
resulting from his research namely (1) obstacles in providing
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Table 1 Characteristics of nurse and doctor respondents.

Level of education

Total (person)

Percentage (%)

Diploma of nursing 27 (Murse) 71.05
Bachelor degree + profession 11 (Nurse) 28.95 (Nurse)
4 (Doctor) 100 (Doctor)
Duration of work at the ICU
<1 year 11 (Nurse) 28.95
1-5 years 15 (Nurse) 39.47 (Nurse)
4 (Doctor) 100 (Doctor)
5-10 years 7 (Murse) 18.42
=10 years 5 (Nurse) 13.16
Have attended palliative care
No 38 (Nurse) 100 (MNurse)
4 (Doctor) 100 (Doctor)
Table 2 Quality of palliative care by nurses and doctors in intensive room X Hospital.
Domain Average nurse Average doctor
score (n=238) score (n=4)
Communication within the team and with patients and their families 7.4 6.18
decision making based on patient and family 7.04 5.37
Sustainability of care 7.14 6.17
Practical and emotional support for patients and families 6.72 5.15
Management of symptoms and treatment of comfort 7.17 5.33
spiritual support for patients and families 6.01 393
Emotional and organizational support for ICU clinicians 5.29 4.24
Total 6.68 5.19

optimal care, lack of involvement in treatment plan, the dif-
ference between medical and nursing practice models, the
perception that care is futile and the lack of experience
and education of nurses, (2) internal conflicts was internal
conflicts between nurse's feelings or desires, (3) coping, pos-
itive and adaptive coping strategies are needed by nurses in
dealing with terminal patients and their families, namely
by building trust with family, empathy, being humorous, dis-
cussing with the health team about terminal care, and do
not avoid treating terminal patients.™

Geli et al, in their research on stressors experienced
by nur the provision of palliative care at the end of the
patient’s life in the ICU room concluded that various causes
of stress experienced by nurses in providing near-death care
in the ICU room were grouped into three categories were
organization (lack of palliative care approach), professional
(lack of competence in palliative care or end of life, diffi-
culty communicating with family and working with medical
teams), and emotional (value conflicts, lack of emotional
support, also when dealing with patient and family suffering
patient)."®

The results of the average domain score of emotional
and organizational support for clinicians in the ICU obtained
5.29 results for purses and 4.24 for doctors. This shows the
lack of optimal®€motional and organizational support for
ICU staff. The results of the questionnaire also showed that
there was no education and training in palliative care for
ICU RS X staff. The previous research results also showed

that the lowest score they gave was in the domain related to
emotional and organizational support for nurses and doctors
in the ICU mainly related to the provision of education for
ICU clinicians.'* The lack of results in this domain is related
to the implementation of palliative education in general,
both in the demic and clinical settings which are still
not optimal. In'India, 16.0% of nurses do not have palliative
care in their educgBional curriculum.™ Studies conducted in
Qatar found that 36 (31.3%) oncology nurses received formal
education in palliative care.'’

The results of qualitative research from doctor were spir-
itual support for patients and families. The themes were
absence of SOP of spiritual support, absence of knowledge
of spiritual support, and absence of experience of spir-
itual support. Absence of SOP of spiritual support have
subthemes, they were absence of intervention palliative
care guideline and absence of assessment sheet for pal-
liative patient. Absence of knowledge of spiritual support
have subthemes, they were do not learn about palliative
care in school, do not have palliative care in curriculum,
and do not attend conference of palliative care. Absence of
experience of spiritual support has subthemes, they were
focus in curing disease, and spiritual support is joblist for
nurses.

The results that there were no SOP for palliative care.
Doctor and nurse also mentioned the need for SOP for
the implementation of palliative care so that they could
have guidance in their implementation. The same thing was
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revealed in previous studies that the need for SOP. The
absence of nurses and doctors participating in palliative care
training shows that support for the development of nurse’s
and doctor’s knowledge is not optimal at work. Whereas in
the provision of professional nursing care nurses need knowl-
edge that can be obtained from activities such as traw‘nﬂa
This is supported by the results of research by Mcllfatri
et al., who say education and training are very important to
improve the gquality of palliative care and end of life care
for patients.'® The same thing was expressed by Friedenberg
et al., who stated that the need for training for the provision
of optimal end-of-life care in the ICU."

The results of observation found that doctor and nurse
have asked the family to pray for patients, but it has not
been optimal because health workers have not monitored
whether the act of spiritual guidance to patients has been
done. This is because in the room, there are no SOP for spir-
itual support, and for doctors experiencing difficulties due
to lack of experience and knowledge in these actions. These
results are consistent with Clark’s research which states that
the health care team at the ICU has traditionally emphasized
stabilizing a patient’s vital signs and relieving physiological
symptoms, but rarely paying attention to the psychological
and spiritual needs of the patient. Like Ruland and Moore’s
theory which states that one of the standard criteria for a
peaceful death is freedom or the minimum sense of client
suffering.”’
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