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ABSTRACT 

Aim: To examine whether nurses’ location of employment, demographics, or training 

influences their perceptions of what constitutes optimal care for dying patients. 

 

Design: Questionnaire-based, cross-sectional study.  

 

Methods: Between December 2016 and June 2018, 582 registered or enrolled nurses from 

Australia (n=153), South Korea (n=241) and Hong Kong (n=188) employed in a variety of 

hospital care units rated the extent to which they agreed with 29 indicators of optimal end-of-

life care across four domains: patient, family, healthcare team and healthcare system. Latent 

class analysis identified classes of respondents with similar responses. 

 

Results: Top five indicators rated by participants included: ‘physical symptoms managed 

well’; ‘private rooms and unlimited visiting hours’; ‘spend as much time with the patient as 

families wish’; 'end-of-life care documents stored well and easily accessed’; and ‘families 

know and follow patient’s wishes’. Four latent classes were generated: ‘‘Whole 

system/holistic’’ (Class 1); ‘‘Patient/provider-dominated’’ (Class 2); ‘‘Family-dominated’’ 

(Class 3); ‘‘System-dominated’’ (Class 4). Class 1 had the highest proportion of nurses 

responding positively for all indicators. Location was an important correlate of perceptions, 

even after controlling for individual characteristics.  

 

Conclusion: Nurses’ perceptions of optimal end-of-life care are associated with location, but 

perhaps not in the direction that stereotypes would suggest. Findings highlight the 

importance of developing and implementing location-specific approaches to optimise end-of-

life care in hospitals. 

 

Impact: The findings may be useful to guide education and policy initiatives in Asian and 

Western countries that stress that end-of-life care is more than symptom management. 
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Indicators can be used to collect data that helps quantify differences between optimal care 

and the care actually being delivered, thereby determining where improvements might be 

made. 
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INTRODUCTION 

There is increasing interest in the quality of care being delivered to people at the end of life, 

particularly in hospital settings where the focus is often on diagnosis and treatment with a 

view to cure and discharge (Australian Commission on Safety & Quality in Health Care, 

2015). Hospital-based nurses have key role in the care of people facing the end of their life, 

with a potentially unique insight into the dying process, and the potential benefits and risks 

associated with receiving end-of-life care in hospital (J. Adams, Bailey, Anderson, & 

Docherty, 2011; Anderson, Bloch, Armstrong, Stone, & Low, 2019; Sekse, Hunskår, & 

Ellingsen, 2018). Nurses’ own attitudes and experiences of caring may influence 

conversations they have with patients and families regarding end-of-life care options. Nurses 

may also have different perceptions about end-of-life decision-making processes and care 

quality compared to physicians (Agustinus & Chan, 2010; McAndrew, 2018). Despite this, 

there are limited quantitative data regarding nurses’ perceptions about what constitutes 

optimal end-of-life care in hospitals, with much of the literature emerging from the United 

States (Chan, Ng, Chan, Wong, & Chow, 2019); or focusing on critical care settings (A. 

Adams, Mannix, & Harrington, 2017; Bloomer, Coombs, Ranse, & Endacott, 2016; Flannery, 

Ramjan, & Peters, 2016; Ranse, Yates, & Coyer, 2016); or relying primarily on qualitative 

methods (A. Adams et al., 2017; Chan, Choi, et al., 2019; Sekse et al., 2018; Ranse, Yates, 

& Coyer, 2012). 

 

Culturally appropriate studies are required to define optimal care within different countries. 

Studies that compare and contrast experiences between countries, care settings and 

institutions provide insights into factors that underlie and support the delivery of high quality 

end-of-life care. However, most studies in end-of-life care have been conducted in Western 

countries. Further, little is known about the relative contribution of socio-demographic, 

training and cultural factors to perceptions about what constitutes optimal care of the dying in 

hospital. Representative and comparative cross-location research of end-of-life care 

practices can help to inform improvements in care of the dying. 
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BACKGROUND 

The terms "end-of-life care" and "palliative care" are used interchangeably in some literature. 

In this study, end-of-life care refers to the care of those “likely to die in the next 12 months 

(involving periods of exacerbated illness that may be reversible); as well as likely to die 

within days to weeks (where clinical deterioration is likely to be irreversible)” (Australian 

Commission on Safety & Quality in Health Care, 2015). In contrast, palliative care is typically 

tailored to assist with effects of life-limiting illnesses, but is not limited to those in the last 

year of life. It is defined as “an approach to treatment that improves the quality of life of 

patients and their families facing life-limiting illness, through the prevention and relief of 

suffering.” (Australian Commission on Safety & Quality in Health Care, 2015).  

 

Between one-third and two thirds of people worldwide are estimated to die in hospital 

(Swerisson & Duckett, 2014). However, recommendations in practice guidelines describing 

how to care for dying people in hospitals are largely based on expert consensus views rather 

than Level I evidence. Further, audits of clinical care in hospitals suggest suboptimal 

adherence to end-of-life care standards and guidelines, resulting in non-beneficial 

treatments, inappropriate hospital admissions, limited family, pastoral and palliative care 

involvement, and non-completion of limitations of medical order forms (Bloomer, Hutchinson, 

& Botti, 2019; Cardona-Morrell, Kim, Brabrand, Gallego-Luxan, & Hillman, 2017; Cardona-

Morrell et al., 2016; Gaertner et al., 2017). Access to specialist palliative care is also 

variable. Among 150,770 older people who died in Australian hospitals, 34.4% received 

palliative care a median of 10 days before death (Stubbs, Assareh, Achat, & Jalaludin, 

2019). Those who were older and had non-cancer diagnoses received fewer inpatient 

palliation days and a shorter interval between first palliative admission and death (Stubbs et 

al., 2019). Other studies of dying patients and their families indicate suboptimal experiences 

of symptom management, bereavement outcomes and communication (Donnelly, Prizeman, 

Coimin, Korn, & Hynes, 2018; Mayland, Mulholland, Gambles, Ellershaw, & Stewart, 2017; 

Virdun, Luckett, Davidson, & Phillips, 2015; Wachterman et al., 2016).   
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Nurses offer an important perspective about the factors that can influence quality of end-of-

life care in hospital for a number of reasons. Nurses are often the link between the patient, 

family and healthcare team at the end of life, providing the majority of direct patient care. 

They have opportunities to develop relationships with patients and families that other team 

members may not (J. Adams et al., 2011). Nurses are also often privy to much of the 

discussion that takes place about treatment options, so can clarify information when there is 

limited understanding (Anderson et al., 2019). Despite their key role, there is a surprising 

lack of research focusing on nurses’ perspectives of what constitutes optimal end-of-life care 

in hospital. Internationally, qualitative research has explored nurses’ views regarding their 

role and responsibilities in delivering end-of-life care (McAndrew, 2018; Sekse et al., 2018). 

Much of the quantitative research has focused on intensive care units (Flannery et al., 2016; 

Ranse, et al., 2016), and the barriers and enablers to current practice (Agustinus & Chan, 

2010; Carvajal et al., 2019; Chan et al., 2020). While these provide some insight into nurses’ 

perceptions of the quality of end-of-life care being delivered, the ability to generalise the 

findings beyond the settings of the studies, including what represents optimal care, is 

limited.  

 

The majority of studies have also been conducted in Western societies. The extent to which 

studies undertaken in one location can be reasonably generalised to other cultures should 

be questioned. Different cultures, training and health care systems may have a significant 

impact on how optimal end-of-life care is conceptualised and subsequently delivered. For 

instance, health systems in Asian and Western countries vary considerably, contributing to 

differences in their ranking across end-of-life domains in the Quality of Death Index, such as: 

palliative and healthcare environment, human resources, affordability, quality and community 

engagement (World Health Organisation, 2017). Internationally, lack of education and 

training is widely acknowledged as a significant barrier to the provision of optimal end-of-life 

care by healthcare providers, including nurses (Alqahtani & Mitchell, 2019; Nevin, Hynes, & 



Page | 7 
 

Smith, 2020; Wang & Chan, 2015). Expectations about what people perceive as ‘optimal’ in 

different countries may also be grounded in cultural stereotypes. In the Asia-Pacific region, 

countries such as Australia, with the majority of its population being Caucasian, view optimal 

end-of-life decision making as a collaborative experience involving health professionals and 

family members (Australian Commission on Safety & Quality in Health Care, 2015). In other 

parts of the Asia-Pacific region, such as South Korea and Hong Kong, it may be expected 

that the majority of people want to die at home surrounded by family, given the importance of 

family and role of filial piety. However, over 90% of deaths in Hong Kong and 75% in South 

Korea occur in hospital (World Health Organisation, 2017). The emphasis on family is also 

often assumed to shape preferences and patient–physician communication regarding family 

involvement in decision-making (Alden et al., 2018). In contrast, the emphasis on patient 

autonomy suggests advance care planning and patient choice about end-of-life care will be 

highly valued in Western cultures (Alden et al., 2018). Others suggest that other personal 

factors, including socio-demographic and disease characteristics, may override these 

cultural stereotypes when it comes to end-of-life care values and preferences (Alden et al., 

2018; Kwon, Hattori, Lee, & Junga Kim, 2015).  

 

While informative for policy, comparisons are largely based on the premise that care quality 

is defined in the same way across cultures. This is in contrast to the idea that culture may 

influence values and expectations, and shape the way in which certain health care systems 

define high-quality end-of-life care (Betancourt, Green, Carrillo, & Owusu Ananeh-

Firempong, 2016; Fang, Sixsmith, Sinclair, & Horst, 2016). Few previous studies have used 

standardised questionnaires to elicit the views of nurses. No studies have compared the 

perceptions of nurses’ in Western and Asian countries regarding what constitutes optimal 

care for people dying in the hospital. Further, the potential impact of nurses’ location, socio-

demographics and training on these perceptions is yet to be examined.  
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THE STUDY 

Aim: To examine whether nurses’ location of employment, demographics, or training 

influences their perceptions of what constitutes optimal care for dying patients. 

 

Design and setting 

A cross-sectional survey of general nurses practicing in hospitals in three locations in the 

Asia-Pacific region - Australia, Hong Kong and South Korea. Participants were recruited 

from three public metropolitan hospitals in Australia, one 1,100 bed public hospital in Hong 

Kong and one (privately funded) university hospital in South Korea where acute, subacute, 

and chronic care is provided. This study used data obtained between December 2016 and 

June 2018.  

 

Participants 

Eligible participants included registered nurses (defined as holding a Bachelor’s degree) and 

enrolled nurses (defined as holding a Diploma qualification). Nurses also needed to be aged 

18 years or over and providing direct patient care in acute and/or critical care wards of the 

participating hospitals. With the assistance of the Nurse Unit Manager (or equivalent) in each 

ward of the participating hospitals, members of the research team identified potentially 

eligible nurses. The research team member in each location responsible for managing 

recruitment approached eligible nurses for consent during their shift or via mail. Nurses were 

invited to complete an anonymous questionnaire. Questionnaires were returned directly to 

the research team in person or via mail. 

 

Data collection 

The questionnaire included the following items (see Appendix A).   

Optimal end-of-life care: Participants were asked for their views about what constitutes 

optimal end-of-life care for people dying in hospitals. The 29 indicators covered four 

domains, including: dying patient (12 indicators); families of dying patients (6 indicators); 
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health care teams (7 indicators); and the hospital/health care system (4 indicators). For each 

indicator, participants indicated the extent to which they agreed with each of the indicators 

on a 5-point Likert scale ranging from ‘strongly agree’ to ‘strongly disagree’ (see Table 2 for 

full list of indicators by domain). 

 

Nurse characteristics: Self-reported age (years), gender (female/male), highest education 

qualifications, time since qualified as nurses (years), average number of hours worked per 

week, specialty, palliative care/hospice education, and the number of dying patients cared 

for in the last 6 months were involved. 

 

Ethical considerations 

The [blinded for peer review] Human Research Ethics Committee (H-2018-0112) and the 

ethics committees of the participating health services in Australia (16/12/14/4.09); South 

Korea (IRB: 125-13) and Hong Kong (KW/FR-17-036(109-01) approved the study. 

Participants were provided with a Study Recruitment Package that included a participant 

information statement and a copy of the questionnaire. These materials explained the study 

purpose and potential risks and benefits of the study. Participants were also informed that 

participation was voluntary and they could withdraw from the study at any time. To minimise 

potential coercion, participants were able to complete the questionnaire in their own time at a 

location convenient to them, and return it anonymously to the research team. The return of 

the questionnaire implied consent. 

 

Data analysis 

Statistical analyses were programmed using SAS software v9.4 (SAS Institute, Cary, North 

Carolina, USA) and R (R Foundation for Statistical Computing, Vienna, Austria). The 

explanatory variables (nurse characteristics, location) were summarised and compared 

using the appropriate descriptive statistics including chi square tests for frequencies and 

percentages and t-test and Kruskal-Wallis tests for continuous variables (see Table 1). 
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Nurses’ responses to each of the 29 optimal care indicators in the questionnaire (study 

outcomes) were dichotomised into two categories (1) strongly agree/agree and (2) 

unsure/disagree/strongly disagree (see Table 2). Latent class analysis (LCA) was then 

conducted on the 29 indicators. Models were compared for relative fit using two information 

criteria: the Akaike (AIC) and Bayesian (BIC). Selection of the number of latent classes in 

the final model relied on minimizing the value of the BIC, as well as interpretability. The best 

fitting model was chosen for further analysis. After removing missing values, there were 525 

complete cases for the multivariable LCA regression. Statistical significance of explanatory 

variables was based on odds ratios when comparing to class 1. Crude latent class 

regressions for each explanatory variable were undertaken with odds ratios with 95% CIs. 

Multivariable LCA regressions were then conducted on complete cases, odds ratios with 

95% CIs, numbers and percentages of each explanatory variable within estimated latent 

classes. Some explanatory variables were collapsed due to low cell counts in the final 

model. Explanatory variables included: location, age (years), gender, nursing years (years), 

nursing role (front-line nurse, other), education (Bachelor, other), and number dying patients 

cared for in last 6 months (none, 1-5, 5+). 

 

Validity, reliability and rigour 

The initial questionnaire broad domains and individual items were developed based on the 

findings of systematic reviews of the literature describing quality end-of-life care in hospital 

(De Roo et al., 2013; Robinson, Gott, Gardiner, & Ingleton, 2016; Virdun et al., 2015; Virdun, 

Luckett, Lorenz, & Phillips, 2018; Waller, Dodd, Tattersall, Nair, & Sanson-Fisher, 2017; 

World Health Organisation, 2017). Clinical practice guidelines in end-of-life care and national 

end-of-life care standards for hospitals were also reviewed and included as potential items in 

the initial questionnaire (Australian Commission on Safety & Quality in Health Care, 2015; 

Clayton, Hancock, Butow, Tattersall, & Currow, 2007; National Institute for Clinical 

Excellence, 2015). Further, items from questionnaires that had been developed and 

administered previously in the literature were also considered for inclusion [blinded for peer 
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review]. The questionnaire was then circulated to eight experienced nurses as well as a 

panel of experts in palliative care, nursing, behavioural science, geriatric medicine, and 

oncology. Three consultation rounds of feedback on suggested questionnaire domains and 

corresponding items occurred. The questionnaire was initially developed in English. The 

questionnaire underwent backwards and forward translation into Korean by bilingual 

persons. The questionnaire was further pilot-tested with 10 nurses from each location and 

feedback led to further refinement. The final English version of the questionnaire was 

administered to Australian and Hong Kong nurse participants, while the translated Korean 

version was administered to the South Korean participants (Appendix A). 

 

RESULTS 

Sample.  

A total of 582 nurses returned a completed questionnaire (45% of 340 eligible Australian 

respondents 21% of 895 eligible Hong Kong respondents; and 96% of 251 eligible Korean 

respondents). The characteristics of participants are summarised in Table 1. The sample 

included nurses from Australia (n=153, 26% of all nurses), South Korea (n=241, 42% of all 

nurses) and Hong Kong (n=188, 32% of all nurses). Nurses were predominantly female 

(n=524; 91%), employed as front-line nurses (n=482; 84%) and had cared for at least one 

dying patient in the preceding six months (n=449; 78%).  

 

[Table 1 here]  

 

Nurses’ agreement regarding indicators of optimal end-of-life care delivered in 

hospital. 

Table 2 presents agreement on indicators for the whole sample, as well as for nurses 

recruited in each location separately. Across the whole sample, the five indicators most 

frequently rated as ‘strongly agree’ included: ‘Physical symptoms managed well’ (Indicator 

1; patient domain); ‘Private rooms and/or unlimited visiting hours for families of dying 
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patients’ (Indicator 27; health system domain); ‘Spend as much time with patient as they 

wish, including immediately after death’ (Indicator 18; family domain); End-of-life care 

documents stored in a place easily accessed by care teams’ (Indicator 26; health system 

domain); and ‘Know and follow patient’s end-of-life wishes when making decisions on 

patient’s behalf’ (Indicator 14; family domain) (see Appendix B for whole sample all response 

options).  

 

The five indicators least frequently rated as ‘strongly agree’ included: “24 hour a day, 7 

days a week access to specialist palliative care’ (Indicator 5; patient domain); ‘Designate a 

primary contact for each patient’ (Indicator 21; health team domain); ‘Have clearly defined 

roles and responsibilities in end-of-life care for different team member’ (Indicator 20; health 

team domain); ‘Reach consensus about prognosis, goals of care and treatment options 

before discussing with patient/family’ (Indicator 19; health team domain); ‘Have conflict or 

disagreements about care identified and managed well (Indicator 15; health team domain). 

 

[Table 2 here]  

 

Model selection  

Latent class analysis identified four distinct classes of respondents, the conditional 

probability of a positive response (i.e. strongly agree/agree) for each indicator was plotted by 

Class (Figure 1) to aid assigning descriptive labels to these classes. Classes represented 

the following proportions: ‘‘Whole system/holistic’’ (Class 1) 50% (95% CI 0.46 to 0.55), 

‘‘Patient/provider-dominated’’ (Class 2) = 26% (95% CI 0.21 to 0.30), ‘‘Family-dominated’’ 

(Class 3) = 18% (95% CI 0.14 to 0.21) and ‘‘System-dominated’’ (Class 4) = 6% (95% CI 

0.04 to 0.08), respectively.  

 

[Figure 1 here] 
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“Whole system/holistic” (Class 1) had a higher proportion of strongly agree responses for all 

29 indicators compared to all other Classes. When compared to Class 1 and Class 2, Class 

3 had a lower probability of a positive response to patient-focused indicators (i.e. Indicator 3, 

4, 5, 7, 8, 9, 10, 12), as well as health care team and hospital/system-focused indicators (i.e. 

Indicators, 24, 25, 27 and 28) (see Table 2 for list of indicators).  

 

Multivariable LCA regression  

Location emerged as an important correlate of class even after controlling for nurses’ 

characteristics (Table 3 and 4). Compared to Australian nurses, nurses from South Korea 

were significantly more likely to belong to Class 2 (OR=7.78; 95% CI 2.92 to 20.71) and 

Class 3 (OR=25.76; 95% CI 5.43 to 122.13). Nurses in Hong Kong were significantly more 

likely to belong to Class 2 than belong to Class 1 (OR=3.64; 95% CI 1.36 to 9.75).    

 

[Table 3 here] 

 

[Table 4 here] 

 

DISCUSSION 

This novel cross-location comparison study presents nurse-reported data on indicators of 

optimal end-of-life care across four broad domains. Four latent classes were generated, 

including: ‘‘Whole system/holistic’’ (Class 1); ‘‘Patient/provider-dominated’’ (Class 2); 

‘‘Family-dominated’’ (Class 3); ‘‘System-dominated’’ (Class 4). Class 1 had a higher 

probability of a positive response to all indicators compared to the remaining three classes. 

Location emerged as an important correlate, even after controlling for nurse characteristics.  
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Location was associated with nurses’ ratings of the importance of patient-related 

indicators. 

Compared to Class 1, having “24 hour a day, 7 day a week access to specialist palliative 

care” had a significantly lower probability of a positive response in Classes 2, 3 and 4. This 

is not surprising, as these profiles were comprised almost exclusively of South Korea and 

Hong Kong nurses, where specialist palliative care is relatively under-developed (Clark et al., 

2020). Only an estimated 1.4% of people with non-cancer and 10% of those with a cancer 

diagnosis receive palliative care in South Korea (Shin et al., 2016). Specialist palliative care 

is strongly established in Australia in comparison (Australian Institute of Health & Welfare, 

Welfare, 2018).  

 

Similar trends were found for other patient indicators (Indicator 3,4,7,8,9,12). These 

differences may reflect different perspectives regarding the concept of patient autonomy. 

Asking patients about their concerns is emphasised in Australian practice and policy 

documents (e.g. (Australian Commission on Safety & Quality in Health Care, 2015) In South 

Korea and Hong Kong, discussion of death at the bedside could be considered taboo, with 

death perceived to be a ‘family issue’ (Park et al., 2018). In these family-based systems, 

norms such as filial piety and familial relationships are stressed more than patient autonomy 

(Park et al., 2018).  

 

Similarities and differences in perceptions did not always accord with cultural 

stereotypes. 

Consistent with previous research (Alden et al., 2018), differences in perceptions were not 

always in the direction that cultural stereotypes would suggest. Classes dominated by 

nurses from South Korea and Hong Kong had a lower probability of a positive response to 

some family-related indicators, compared to Class 1 which was dominated by Australian  

nurses. These included: ‘Families receiving information about bereavement support’, 

‘Spending as much time with the patient as they wish’; and ‘Being supported to perform 
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cultural/religious practices’ (Indicators 16, 17 and 18). The relative underdevelopment of 

bereavement support in these countries, as well as nursing manpower shortage and lack of 

relevant knowledge to provide appropriate care may be attributable factors. Some perceive 

family members may become upset or reluctant to discuss issues related to bereavement 

and religious practices. Opinions about the dying process may be shaped by the culture, but 

the availability of services and other health system factors also appear to play a role.  

 

There was also a lower probability of positive responses to provider and system indicators in 

Class 3, including: resolving conflict/disputes, education and training for providers and time 

to discuss and deliver care in line with patient preferences (Indicators 24,25,28). In Hong 

Kong and South Korea, some nurses feel they lack adequate power or ability to settle 

disputes and influence decision-making. Similarly, patients’ preferences could be somehow 

neglected due to nurses’ lack of time and conforming to their work paradigm. 

 

Despite these differences, there was agreement among nurses about some indicators of 

optimal care, irrespective of training, socio-demographics, and location. Managing patients’ 

physical symptoms (Indicator 1) was ranked highest overall. Patients, families and health 

care providers consistently identify pain-free status as a core feature of quality end-of-life 

care (Meier et al., 2016). A systematic review across 15 countries found that 38% of end-of-

life care quality indicators pertain to symptom management (Virdun, Luckett, Lorenz, & 

Phillips, 2018). Despite this, there is a large body of literature describing often suboptimal 

symptom management in hospitals for dying patients (Bloomer et al., 2019; Cardona-Morrell 

et al., 2017; Donnelly, et al., 2018; Mayland et al., 2017; Stubbs et al., 2019; Virdun et al., 

2015; Wachterman et al., 2016). For instance, more than three-quarters of 57,000 inpatient 

decedents from the United States reported pain in the last month of life, and over half 

reported frequent uncontrolled pain (Meier et al., 2016). Higher levels of grief, worse 

bereavement adjustment and depression may occur when family members perceive a loved 

one experiences uncontrolled pain (Donnelly et al., 2018; Mayland et al., 2017).  
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Families knowing and following patient wishes and having accessible end-of-life 

documentation was positively endorsed (Indicators 14, 26). Involving families throughout the 

decision-making process can support them to choose care that aligns with loved ones’ 

wishes, and reduce emotional distress associated with rushed decisions (Sudore et al., 

2017). While most healthcare professionals state they would use end-of-life documents to 

guide treatment for people who lack capacity (Cartwright, et al., 2014; Moore, et al., 2020), 

this requires documents to be legally valid and available at the time of decision making 

(Friedewald & Cleasby, 2017; Moore, et al., 2020). However, written documentation 

supporting clear and concise communication is often lacking in hospital records (Bloomer et 

al., 2019). A recent Australian audit report an advance care directive (ACD) prevalence of 

15.7% in hospitals (Detering et al., 2019), and low concordance between self-reported 

completion and document presence in records (Buck et al., 2019). Fewer than 5% of South 

Koreans have ACDs and most decisions are made by families and physicians (Shin et al., 

2016). In Hong Kong, the absence of statutory or case law on ACD status means common 

law documents can be superseded by other legislation (Wang & Chan, 2015). Suggested 

strategies to improve the accessibility of documents include education and e-health record 

systems (Buck et al., 2019). To improve uptake, ‘whole community’ approaches that 

integrate community education, intervene with professionals across healthcare and legal 

settings, and mobilise support from influential groups and local government may hold 

promise (Waller, Sanson-Fisher, Ries, & Bryant, 2018). 

 

Overall, nurses valued access to private rooms/unlimited visiting hours and the availability of 

facilities to allow families to spend as much time with the patients as they wish even after 

death (Indicators 27 and 18). Previous studies of nurses working in critical care and general 

wards have also emphasised the potential impact that hospital environment can have on 

end-of-life care experiences. Private rooms can promote more personalised contact and 

fewer care interruptions; as well as improve sleep and interactions (Brereton et al., 2012; 
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Sagha Zadeh et al., 2018) However, current resource availability means many will die in 

shared rooms (Brereton et al., 2012). Concerns about isolation and patient safety in single 

rooms have also been reported (Brereton et al., 2012; Ranse et al., 2016). Environmental 

modifications, such as room layouts that promote: physical proximity to others, visual 

access, positive sensory stimulation and adequate space may improve quality of life and 

satisfaction with care; and reduce patient loneliness (Sagha Zadeh et al., 2018).   

 

LIMITATIONS  

Despite the large sample size and response rates similar to previous questionnaire studies 

undertaken with nurses, the current study has several limitations. Differences were found 

among nurses from the three locations, in terms of socio-demographic characteristics and 

training. For pragmatic reasons, nurses perceptions of the quality of care being actually 

delivered in these settings was not assessed. Comparing perceived differences between 

optimal care and the care actually being delivered can help to identify where improvements 

might be made, thereby increasing the probability that optimal care of the dying is achieved. 

The need for similar studies to be replicated in other Western and Asian countries is 

acknowledged. The need to replicate in other private hospitals to quantify any potential 

differences due to funding models is also acknowledged. Previous studies have reported 

that aspects of end-of-life care, such as rates of completion of limitation of medical treatment 

forms, written entries indicating poor prognosis and goals of care, end-of-life decision 

making and family involvement, referral to palliative care and pastoral care personnel and 

family presence at death, may be lower for patients admitted to public compared to private 

hospitals (Bloomer et al., 2019).   

 

CONCLUSIONS 

This study provides new evidence regarding nurses’ perceptions of optimal end-of-life care 

delivered to people dying in hospitals across multiple jurisdictions and health care systems. 

There is a need to improve end-of-life care education in both pre-service and in-service 
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education to enhance nurses’ knowledge and skills in providing end-of-life care. 

Communication skills in conversing with patients and family members on end-of-life matters, 

is a critical component in end-of-life education program. Education could also empower 

nurses to settle disputes and influence decision-making. Hospitals need to develop clinical 

guidelines supporting clear and concise communication on the use of end-of-life documents. 

Findings demonstrated the influence of location on nurses’ perceptions irrespective of 

individual characteristics and training. This suggests that models of optimal care should not 

be generalised across different countries. Economic, cultural and legal differences between 

countries may play a role, and findings highlight the importance of developing and 

implementing location-specific approaches to optimise care delivered to people dying in 

hospitals. 
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Table 1: Characteristics of nurses (n=582) 

Characteristics Australia 
(n=153) 

Hong Kong 
(n=188) 

South Korea 
(n=241) 

Total 
(N=582) P-value1 

Age      

 mean (SD) 43.7 (12.6) 36.7 (14.9) 30.6 (5.9) 36.0 (12.4) <0.0001 

 median (min, max) 46.0  
(21.0, 70.0) 

40.0  
(0.0, 62.0) 

29.0  
(23.0, 49.0) 

33.0  
(0.0, 70.0) 

 

Years as nurse      

 mean (SD) 18.8 (13.6) 16.2 (12.0) 6.8 (5.7) 12.9 (11.6) <0.0001 

 median (min, max) 16.0 (0.3, 53.0) 19.5 (0.0, 43.0) 4.8 (0.1, 26.0) 9.0 (0.0, 53.0)  

Characteristics N (%) N (%) N (%) N (%) P-value 

Gender     0.0007 

      Female 136 (92%) 158 (85%) 230 (95%) 524 (91%)  

      Male 12 (8.1%) 28 (15%) 11 (4.6%) 51 (8.9%)  

      Missing 5 2 0 7  

Nursing role     <0.0001 

      Nurse unit/ward manager 15 (10%) 32 (17%) 16 (6.7%) 63 (11%)  

      Front line nurse 109 (73%) 152 (82%) 221 (92%) 482 (84%)  

      Nurse educator 6 (4.0%) 2 (1.1%) 1 (0.4%) 9 (1.6%)  

      Other  19 (13%)  1 (0.4%) 20 (3.5%)  

      Missing 4 2 2 8  

Education level     <0.0001 

      Bachelors degree 61 (41%) 109 (58%) 186 (78%) 356 (62%)  

      Diploma 15 (10%) 14 (7.5%) 30 (13%) 59 (10%)  

      Post-graduate degree 42 (28%) 28 (15%) 24 (10%) 94 (16%)  

      Other  31 (21%) 36 (19%)  67 (12%)  

      Missing 4 1 1 6  

Number dying patients cared for in 
last 6 months 

    <0.0001 

      None 23 (16%) 74 (39%) 30 (13%) 127 (22%)  

      1-5 68 (46%) 57 (30%) 140 (58%) 265 (46%)  

      6-10 30 (20%) 31 (16%) 38 (16%) 99 (17%)  

      11-20 15 (10%) 12 (6.4%) 23 (9.6%) 50 (8.7%)  

      21-30 3 (2.0%) 1 (0.5%) 4 (1.7%) 8 (1.4%)  

      More than 30 9 (6.1%) 13 (6.9%) 5 (2.1%) 27 (4.7%)  

      Missing 5 0 1 6  

 

 
1 Chi square tests used for comparisons of frequencies and percentages; T-test and Kruskal-Wallis tests used for 
comparison of continuous variables. 
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Table 2: The proportion of nurses who ‘strongly agree’ required for optimal end-of-life care in hospitals, by location and overall (NB: top ten for 
each location and whole sample in bold)  

 
Indicat

or 
numb

er 
Domain Indicator of optimal care 

Australia 
(n=153) 

Hong Kong 
(n=188) 

South Korea 
(n=241) 

Total 
(N=582) 

 % Rank % Rank % Rank % Rank 
1 Patient Physical symptoms (e.g. pain, dyspnoea, fatigue) managed well 79.6% 1 38.8% 1 14.1% 11 39.2% 1 
2 Patient Participated in decision-making in line with preference and capacity 74.3% 8 25% 12 13.7% 12 33.2% 9 
3 Patient Realistic ‘goals of care’ and treatment plans discussed with patient/family as early 

as possible in admission 78.8% 2 28.7% 7 5.8% 29 32.2% 12 

4 Patient Participated in advance care planning   73.7% 10 28.7% 7 12% 18 33.6% 8 
5 Patient 24 hour a day, 7 day a week access to specialist palliative care   57.6% 24 8.5% 29 10.8% 25 22.2% 29 
6 Patient Honest information communicated sensitively with appropriate people present (e.g. 

family, senior doctor, nurse) 75.7% 6 23.4% 17 8.7% 26 31% 15 

7 Patient Emotional concerns identified and managed well (e.g. depression, anger, anxiety)  74.3% 8 30.9% 3 12% 18 34.4% 6 
8 Patient Spiritual and/or religious concerns identified and managed well  66.9% 18 25% 12 11.6% 21 30.3% 17 
9 Patient Practical concerns (e.g. legal issues, financial benefits) identified and managed well 59.2% 23 23.9% 15 7.9% 27 26.5% 23 
10 Patient Alternatives to hospital-based care discussed, as preferred by the patient (e.g. home, 

hospice, RACF) 72.4% 11 26.1% 10 11.6% 21 32.2% 13 

11 Patient Access to allied health care providers as needed (e.g. social worker, psychologist, 
pastoral care)  71.1% 12 25% 12 14.5% 10 32.7% 10 

12 Patient Multiple discussions with care team about end-of-life options to allow them to 
consider information before deciding 67.5% 16 22.3% 18 12.9% 15 30.2% 18 

13 Family Participate in decision-making in line with preference and capacity 56.6% 25 21.8% 19 12.5% 16 27.1% 22 
14 Family Know and follow patient’s end-of-life wishes when making decisions on patient’s 

behalf  77% 5 30.9% 3 13.4% 13 35.8% 5 

15 Family Have conflict or disagreements about care identified and managed well 55.3% 26 17.6% 28 14.6% 7 26.3% 25 
16 Family Receive information about how to access bereavement support  62.5% 20 23.9% 15 7.5% 28 27.2% 21 
17 Family Be supported to include cultural/religious practices if their wish (e.g. traditional 

medicine, foods, ceremonies, healing) 64.5% 19 19.1% 24 13% 14 28.5% 20 
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Indicat

or 
numb

er 
Domain Indicator of optimal care 

Australia 
(n=153) 

Hong Kong 
(n=188) 

South Korea 
(n=241) 

Total 
(N=582) 

 % Rank % Rank % Rank % Rank 
18 Family Spend as much time with the patient as they wish, including immediately after 

death  78.3% 3 25.5% 11 18.4% 3 36.4% 3 

19 Healthcare 
team 

Reach consensus about prognosis, goals of care and treatment options before 
discussing these with the patient/family 55.3% 26 21.3% 20 10.8% 23 25.9% 26 

20 Healthcare 
team 

Have clearly defined roles and responsibilities in end-of-life care for different team 
member    52% 28 18.6% 25 14.6% 8 25.7% 27 

21 Healthcare 
team Designate a primary contact for each patient, who can be contacted by the  family 

with questions or concerns 50.7% 29 20.2% 22 10.8% 23 24.3% 28 

22 Healthcare 
team 

Be able to voice concerns or different views to other members of team and act on 
patient preference 59.9% 22 18.1% 26 11.7% 20 26.4% 24 

23 Healthcare 
team 

Information about patient preferences, GOC, limitations of treatment for admission 
available to all team members  67.1% 17 21.3% 20 15.4% 6 30.9% 16 

24 Healthcare 
team Have adequate education and training in end-of-life care and communication skills 70.4% 13 29.3% 6 14.6% 8 34% 7 

25 Healthcare 
team Have time to discuss care options and deliver care in line with patient preferences 69.1% 14 26.6% 9 12.5% 16 31.9% 14 

26 
System End-of-life care documents (e.g. advance directives, DNR orders) stored in a place 

easily accessed by care teams  75.5% 7 31.4% 2 15.8% 5 36.4% 4 

27 
System Private rooms and/or unlimited visiting hours for families of dying patients 77.3% 4 30.3% 5 20.7% 1 38.5% 2 

28 
System Clear processes for resolving disputes between care teams about end-of-life care 

and decision-making situations 62.3% 21 18.1% 26 18.3% 4 29.7% 19 

29 
System Appropriate staffing levels that include a mix of senior and junior doctors and 

nurses 68.2% 15 20.2% 22 19.5% 2 32.4% 11 
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Table 3: Odds ratios with 95% CIs of multivariable LCA regression for 4 class latent model. 

Latent Class (Class 1 reference category) 
Variable Category Class 2 Class 3 Class 4 

Location 
 

Hong Kong 
South Korea 

3.64 (1.36 to 9.75) 
7.78 (2.92 to 20.71) 

2.14 (0.47 to 9.87) 
25.76 (5.43 to 122.13) 

7.06 (0.03 to 1897.57) 
73.68 (0.29 to 18646.20) 

Age  0.99 (0.94 to 1.05) 0.99 (0.93 to 1.06) 0.88 (0.63 to 1.25) 
Gender Male 0.57 (0.19 to 1.70) 0.42 (0.07 to 2.38) 1.60 (0.14 to 18.48) 
Nursing role Other 1.18 (0. 50 to 2.77) 0.86 (0.26 to 2.79) 1.17 (0.10 to 13.56) 

Nursing years Years 0.97 (0.92 to 1.03) 0.99 (0.93 to 1.04) 1.08 (0.77 to 1.52) 

Education Other 0.94 (0.50 to 1.79) 0.72 (0.30 to 1.69) 1.28 (0.19 to 8.64) 
Number 
dying  
patients 

1-5 
>5  

0.74 (0.34 to 1.63) 
0.54 (0.24 to 1.21) 

0.89 (0.33 to 2.35) 
0.78 (0.28 to 2.18) 

2.14 (0.14 to 33.99) 
1.92 (0.15 to 25.20) 
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Table 4: Number and proportions in estimated latent classes from the multivariable model 

Latent Classes N (%) 
Variable Category Class 1 Class 2 Class 3 Class 4 Total 

Location 
 

Australia 
Hong Kong 
South Korea 

114 (0.46) 
91 (0.37) 
44 (0.18) 

14 (0.11) 
51 (0.39) 
65 (0.50) 

6 (0.06) 
11 (0.11) 
87 (0.84) 

1 (0.02) 
6 (0.14) 
35 (0.83) 

135 (0.26) 
159 (0.30) 
231 (0.44) 

Gender Female 
Male 

220 (0.88) 
29 (0.12) 

120 (0.92) 
10 (0.08) 

101 (0.97) 
3 (0.03) 

36 (0.86) 
6 (0.14) 

477 (0.91) 
48 (0.09) 

Nursing role Frontline 
Other 

202 (0.81) 
47 (0.19) 

113 (0.87) 
17 (0.13) 

96 (0.92) 
8 (0.08) 

38 (0.90) 
4 (0.10) 

449 (0.86) 
76 (0.14) 

Education Bachelors 
Other 

132 (0.53) 
117 (0.47) 

86 (0.66) 
44 (0.34) 

80 (0.77) 
24 (0.23) 

30 (0.71) 
12 (0.29) 

328 (0.62) 
197 (0.38) 

Number dying  
patients 

None 
1-5 
>5  

54 (0.22) 
102 (0.41) 
93 (0.37) 

35 (0.27) 
63 (0.48) 
32 (0.25) 

17 (0.16) 
56 (0.54) 
31 (0.30) 

3 (0.07) 
24 (0.57) 
15 (0.36) 

109 (0.21) 
245 (0.47) 
171 (0.33) 
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