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Abstract
Background Despite increasing interest in quality end-of-life care (EOLC), critically ill patients often receive 
suboptimal care. Critical care nurses play a crucial role in EOLC, but face numerous barriers that hinder their ability to 
provide compassionate and effective care.

Methods An integrative literature review was conducted to investigate barriers impacting the quality of end-of-life 
care. This review process involved searching database like MEDLINE, Cochrane Central Register of Controlled Trials, 
CINAHL, EBSCO, and ScienceDirect up to November 2023. Search strategies focused on keywords related to barriers 
in end-of-life care and critical care nurses from October 30th to November 10th, 2023. The inclusion criteria specified 
full-text English articles published between 2010 and 2023 that addressed barriers perceived by critical care nurses. 
This integrative review employs an integrated thematic analysis approach, which combines elements of deductive 
and inductive analysis, to explore the identified barriers, with coding and theme development overseen by the 
primary and secondary authors.

Results Out of 103 articles published, 11 articles were included in the review. There were eight cross-sectional 
descriptive studies and three qualitative studies, which demonstrated barriers affecting end-of-life care quality. Quality 
appraisal using the Mixed Method Appraisal Tool was completed by two authors confirmed the high credibility of 
the selected studies, indicating the presence of high-quality evidence across the reviewed articles. Thematic analysis 
led to the three main themes (1) barriers related to patients and their families, (2) barriers related to nurses and their 
demographic characteristics, and (3) barriers related to health care environment and institutions.

Conclusion This review highlights barriers influencing the quality of end of life care perceived by critical care nurses 
and the gaps that need attention to improve the quality of care provided for patients in their final stages and their 
fsmilies within the context of critical care. This review also notes the need for additional research to investigate the 
uncover patterns and insights that have not been fully explored in the existing literature to enhance understanding 
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Introduction
It was estimated that 56.8  million people, including 
25.7 million at the end of life, need palliative care; how-
ever, only about 14% of people who need palliative care 
currently receive it [1]. The need for acute care settings 
increased in response to life-threatening emergencies 
and the acute exacerbation of diseases [2, 3]. These set-
tings were developed to meet the need for providing 
optimal health care, saving patient lives and decreasing 
the rate of mortality using advanced technology [2, 4]. 
Caring in intensive care units sometimes involves with-
holding or withdrawing treatments that have lasted a life-
time, and in these cases, the role of ICU nurses goes from 
providing life-saving measures to end-of-life care [5]. 
Care at the end of a life is a special kind of health care for 
individuals and families who are living with a life-limit-
ing illness [6]. End-of-life care (EOLC) includes a crucial 
component of intensive care nurses’ work; nurses are in 
a unique position to cooperate with families to provide 
care for patients at the end of their lives [7–1043].

Advanced technology in critical care units has led 
to improved nursing care in many areas, such as End-
Of-Life-Care (EOLC) [11]. This type of care has moved 
towards enhancing comfort and reducing patients’ suf-
fering [12]. As EOLC involves enhancing the physical, 
emotional, and spiritual quality of life for critically ill 
patients, traditional measures are now challenged as 
advanced technology has revolutionized nursing care 
through innovations such as adjustable beds and pres-
sure-relieving mattresses, which help optimize patient 
comfort, and advanced communication technologies, 
for example, video conferencing facilitating communica-
tion between patients, families, and healthcare providers, 
allowing for ongoing support, counseling, and decision-
making discussions throughout the end-of-life journey. 
Therefore, quality EOLC has become a significant con-
cern for healthcare decision-makers, healthcare provid-
ers, researchers, patients, and families [13]. Despite the 
increased interest and demand in providing good EOLC, 
this care is still limited In the critical care and does not 
meet the recommended standards [14]. Critical Care 
Nurses spend more time with patients compared to other 
members of the multidisciplinary team. They serve as 
implementers, educators, and coordinators in end-of-
life care. Their role in delivering EOLC is essential as 
they are presumably prepared to provide this care and 
meet patients and their family’s needs, including pain 
control, management of physical, emotional, spiritual, 
and social needs, and communication with patients and 

their families [15]. Therefore, it is important to look into 
the factors that impede the provision of quality end-of-
life care from their perspectives. Many barriers affecting 
the provision of EOLC in critical care areas have been 
reported in the literature [13, 16, 17].

End-of-life care (EOLC) involves caring for and man-
aging terminally ill patients and families. The quality of 
EOLC in critical care units has been evaluated based on 
factors such as patient/family involvement in decision-
making, professional communication between health 
professionals and patients/families, care quality, support 
types, illness and symptom management, spirituality, 
and organizational support for critical care nurses [18]. 
Furthermore, working in a critical care unit environment 
is stressful and emotionally taxing for health profession-
als such as nurses. Carers of terminally ill patients may 
experience distressing emotions such as helplessness, 
loss of power, sadness, and hopelessness [18]. These feel-
ings make it difficult to provide optimal end-of-life care. 
Additionally, nurses focus on managing symptoms, dis-
ease prognosis, treatment options, and physical aspects, 
but in fact, caring in critical care units follows a univer-
sal and holistic model. Previous research has shown that 
patients and families are not receiving adequate care at 
the end of life.

Researchers categorized factors that affect EOLC into 
barriers and challenges [13]. Barriers have been classified 
into three categories: patient and family-related, nurses 
and other health care workers’ related, and health care 
institutions’ related [16, 17].

Barriers related to communication between health care 
providers and patients and families and characteristics of 
critical care nurses, including nurses’ age, gender, edu-
cational level, and end-of-life care training, significantly 
affect providing good EOLC [19–23]. this integrative 
review aims to go beyond merely identifying and cat-
egorizing barriers. By synthesizing results from a wide 
range of studies, the review seeks to uncover patterns and 
insights that have not been fully explored in the existing 
literature to enhance understanding of these barriers. 
This can help to inform future research, care provision, 
and policy-making. Specifically, this review will examine 
how these barriers interact, their cumulative impact on 
care quality, and potential strategies to overcome Despite 
the fact that EOLC is decisive to patient care, appropriate 
provision of this service is still lacking in several aspects. 
In the ICUs, EOLC must be considered an essential fac-
tor. However, owing to the existing practices of nurses, 
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the adequate delivery of EOLC tends to bear various 
inefficiencies.

Nurses and other healthcare staff seem to come across 
multiple barriers that hinder their ability to offer effec-
tive care to critically ill patients. Considering the given 
dearth of research in this context, we intend to present 
a comprehensive insight into the issue. In this review, 
we focused on EOLC provided by critical care nurses, 
who were defined as nurses dealing with patients suffer-
ing from acute health problems due to injury, surgery, or 
exacerbated chronic diseases and need close monitoring 
in units such as intensive care units (surgical, medical, 
and pediatric) and cardiac care units. Due to the impor-
tance of exploring these barriers in determining the qual-
ity of EOLC, this integrative review paper was conducted 
to examine and highlight evidence from the literature on 
these barriers that affect the provision of quality EOLC. 
This paper explores and identifies current published 
peer-reviewed studies addressing barriers that affect the 
quality of EOLC as perceived by critical care nurses. This 
integrative review seeks to answer the following question: 
What barriers affect the quality of end-of-life care per-
ceived by nurses working in critical care units?

Methods
An integrative review design was the most suitable 
method to explore and produce a new understand-
ing from various types of literature (experimental, non-
experimental, and theoretical) to enhance understanding 
of the phenomenon under investigation (i.e., EOLC). This 
method also facilitated nursing science by informing fur-
ther research, care provision, and policy-making. It also 
highlights strengths, weaknesses, limitations, and gaps 
in knowledge, and supports what is already known about 
theories relevant to our topic [24]. Therefore, this design 
helps meet this review’s purposes.

Search strategies
The search process involved four phases which were 
developed by the first author (YR) and validated by two 
expert authors (MCC and KLA) as follows: (1) identify-
ing the problems related to the research question, (2) 
conducting a systematic literature search, (3) screening 
the articles to develop themes, and (4) performing critical 
analysis to develop the themes.

From October 30, 2023, to November 10, 2023, elec-
tronic literature searches were conducted using major 
databases such as MEDLINE, Cochrane, CINAHL, 
EBSCO, and ScienceDirect.

Search methods were defined using the MeSH (Medi-
cal Subject Headings) descriptors of the keywords 
“end-of-life care,” “barriers,” and “critical care nurses.” 
Additionally, the reference lists of all identified articles 
were manually searched for additional studies. The 

operators used in this search included “AND” and “OR,” 
as well as the truncation tools of each database. A refined 
search was performed with terms such as “critical care 
nurses’ perceptions” OR “opinions” AND “quality end-of-
life care” OR “quality of death and dying.” Subsequently, 
terms like “barriers” OR “obstacles” OR “challenges” 
AND “quality end-of-life care” OR “quality of death and 
dying” were employed. Finally, the descriptors “critical 
care nurses’ perceptions,” “barriers,” and “quality end-of-
life care” were used (Fig. 1).

Inclusion and exclusion criteria
The inclusion criteria for this search to select relevant 
articles were as follows: (1) Full-text articles, (2) Papers 
published in the English language from 2010 to 2023, 
and (3) Articles that specifically describe the barriers 
perceived by critical care nurses that affect the quality of 
end-of-life care.

Intervention studies and studies that describe barri-
ers to providing quality end-of-life care from other per-
spectives, such as physicians and patients’ families were 
excluded. For the studies who included nurses and other 
health care workers within the context of critical care, the 
researchers included the results that relevant to nurses 
and excluded the others.

Data extraction
The data extraction and analysis were carried out to 
collect and consolidate the data from the selected stud-
ies into a standard format relevant to the research field. 
The extracted data included specific descriptions of 
the settings, populations, study methods, and outcome 
measures (Table 31). Two authors (YSR and KLA) inde-
pendently extracted the data and reached an agreement 
after discussion with the third author (MCC).

Included and excluded studies
Following the review process, the authors made the final 
decision on studies that met the study criteria. Out of 
a total of 103 articles, 9 duplicates were removed. The 
abstracts of the remaining 94 articles were initially found 
to be somewhat relevant to the research topic. However, 
after examining the articles in terms of research meth-
odology and results, 36 articles that matched the selec-
tion criteria for this study were ultimately chosen. The 
full text of the 36 articles was reexamined based on the 
title first for suitability. Subsequently, the abstracts of 
the studies were reviewed, leading to the exclusion of 23 
articles for various reasons, leaving 13 studies for further 
consideration in this study. However, two articles were 
disqualified as they did not contain a specific research 
methodology or reviewed literature papers; they relied 
solely on theoretical information. This step resulted in 
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Fig. 1 PRISMA search flow diagram
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Author(s) Year Country Methodology Sample Tools Summary of results Sample size
Xu et al.
 [34]

2022 Eastern 
china

Quantitative 
descriptive cross 
sectional

20 ICU 
nurses

survey/ 
Beckstrand’s 
questionnaire

Five barriers related to families (dealing 
with angry and distraught families, fami-
lies not accepted poor prognosis of the 
patient, families not understanding what 
life saving measures mean.
Families not present with dying patients.
other barriers related to lack of time to 
provide quality EOLC

convenience sample
80.7% with bachelor 
degree
78.2% considered 
junior nurses half of 
them have five years 
experience
37% caring for dying 
patents

Ozga et al. 
[11]

2020 Poland Qualitative 
method of 
Interview

conve-
nience 
sample 31 
ICU nurses 
(28 female 
and 3 male)

structured tele-
phone interview

Authors classified barriers into three 
categories: hospital-related barriers, bar-
riers related to patient’s families, and bar-
riers related to nurses. The main barrier 
perceived by nurses is the lack of support 
from managers. Other barriers include 
psychological and emotional burden and 
lack of EOLC training.

Convince sample, 
most subjects were 
female, small sample 
size

Chan et al. 
[38]

2020 Hong Kong cross-sectional 
survey design

Conve-
nience 
sample: 175 
RN from 
ICU, ER, and 
palliative 
care units

Self-developed 
and tested 
survey

The highest barriers were nurses being 
too busy, lack of private space, lack of 
EOLC training, and families don’t accept 
patients’ prognosis

Convenience 
sample, single set-
ting self-developed 
survey.

Sharour et 
al. [29]

2019 Jordan A multisite 
cross-sectional 
descriptive 
design

Conve-
nience 
sample: 163 
critical care 
nurses from 
different 
govern-
mental 
and private 
hospitals

Self-reported 
end-of-life 
questionnaire

The highest barrier was calling for a 
patient’s status update from family and 
friends, Agreeing with physicians about 
the plan of care, death acceptance from 
family.

Small size sample, 
convenience, No 
clear connection be-
tween demographic 
variables and provi-
sion of EOLC

Omar Daw 
Hussin et 
al. [13]

2018 Malaysia the cross-
sectional 
design survey 
questionnaire

553 RNs 
working in 
different 
wards in 
a tertiary 
teaching 
hospital

Self -ad-
ministered 
modified EOLC 
questionnaire

The highest barrier was dealing with 
distressed family members. Patient/
family-related barriers have the highest 
effect on EOLC.

A single set-
ting Modified 
questionnaire

Mani and 
Ibrahim 
[22]

2017 KSA cross-sectional 
design survey 
questionnaire

Conve-
nience 
sample, 
87 nurses, 
working in 
ICU

Modified 
questionnaire of 
EOLC

Family issues such as family don’t accept 
the poor prognosis of the patient status, 
request for updates about patient status, 
communicating with grieved family, and 
families not understanding life-saving 
measures have the most important barri-
ers in EOLC

Small sample size 
may affect the 
generalizability and 
convenience sample. 
Single setting. Modi-
fied questionnaire 
No clear connection 
between providing 
EOLC and demo-
graphic variables

Beck-
strand et 
al. [35]

2017 USA quantitative-
qualitative 
mixed method 
design (survey 
and comparison 
with 17 years 
ago previous 
studies

2000 RN 
members 
in AACN 
randomly 
selected

National Survey 
of Critical Care 
Nurses’ Percep-
tions of EOLC

The highest barrier was family members 
not understanding life-saving measures 
and disagreement with a physician 
regarding the Plan of care. Other barriers 
include Continuous calling for updates 
from Families and friends, dealing with 
angry Families, the conflict between 
family members to stop or continue life 
support, and too limited visiting hours.

Study exclusive 
to members of 
AACN, and low 
response rate affects 
generalizability

Table 3 Summary table of characteristics of the included studies (N = 11)
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the inclusion of 11 research articles in this integrative 
review of the literature (Table 1).

Quality appraisal
To ensure the methodology’s quality and avoid bias in the 
design, highly credible and respected search engines were 

adopted to select peer-reviewed studies according to the 
inclusion criteria in this review. The articles chosen in 
this review were categorized into two sections based on 
study design and research methodology: quantitative and 
qualitative studies. These were evaluated manually and 
independently for each study, with any disagreements 
resolved by two experts (KLA, Professor, and MCC, 
Associate Professor) who have experience in research 
methodology, using the Mixed Methods Appraisal Tool 
(MMAT) version 2018 [25]. This tool includes specific 
criteria for evaluating the quality of quantitative, qualita-
tive, and mixed-method studies. The MMAT consists of 
a checklist of five research components for each type of 
study with a rating scale including “Yes,” “No,” and “Can’t 

Table 1 Data base search outcomes
Data Base Articles Selected Overlaps
EBESCOhost (CINAHL + MEDLINE) 34 -----
Science direct 16 5
Hand search 44 4
Other sources 9
Total 103 9

Author(s) Year Country Methodology Sample Tools Summary of results Sample size
Holms et 
al. [30]

2014 West of 
Scotland

Qualitative 
design using 
phenomenolog-
ical approach 
semi-structured 
interview

Five regis-
tered ICU 
nurses were 
selected 
from one 
ICU

Semi-structured 
interview

ICU registered nurses are not prepared 
well to give quality EOLC. barriers affect-
ing EOLC include lack of training, support, 
and communication between staff, 
patients, and families

Single settings, small 
sample size, low 
response rate, and 
no clear evidence on 
the effect of demo-
graphic characteris-
tics on EOLC. Authors 
do not clearly ensure 
data integrity and 
trustworthiness.

Jordan et 
al. [37]

2014 South 
Africa

Qualitative, 
explorative, 
descriptive 
design

9 out of 20 
Registered 
nurses 
worked in 
private ICU

Semi-structured 
interview

ICU nurses feel conflict, emotions, and 
stress when caring for the patient at the 
EOL. Family members need multidisci-
plinary supportive relations. Communica-
tion and collaboration between health 
care teams need to be better. Nurses 
need more supportive strategies to help 
them care for patients at the EOL, such 
as debriefing, counseling, education, and 
training.

Small sample size 
selected purpose-
fully, single settings 
private institution. 
All participants were 
female. This affects 
participants’ respons-
es. Demographic 
characteristics not 
addressed clearly

Attia et al. 
[12]

2013 Egypt Descriptive 
design

70 RNs from 
oncology 
ICU, CCU, 
hepatic and 
surgical ICU

Structured 
interview sheet, 
adapted from 
Beckstrand and 
Kirchhoff

Factors that affect providing EOLC 
include barriers related to the ICU 
environment (poor design, visiting hours, 
heavy workload), family members-related 
barriers (family don’t understand saving 
measures, request for updates about pa-
tient status, nurses’ knowledge and skills 
(education and training about EOLC), and 
treatment nurses opinion in providing 
treatment).

A non-probability 
convenience sam-
pling technique. 
Small sample size in 
one setting. Within 
one geographical 
area, Demographic 
characteristics were 
not identified clearly 
as Factors affecting 
providing EOLC

Crump et 
al. [28]

2010 USA Cross-sectional, 
internal email 
survey

56 staff 
nurses 
working in 
adult CCU

(National Survey 
of critical care 
nurses regard-
ing end-of-life 
questionnaire) 
and Perceptions 
of Knowledge 
Needed for 
Providing 
End-of-Life Care 
Survey

Barriers related to family and friends 
have the highest score represented by a 
continuous call for nurses about updates 
rather than an elected family member. 
Insufficient education for patients and 
families regarding the prognosis of EOLC. 
Critical care nurses need more education 
and training in order to improve their 
knowledge and skills in providing EOLC.

Small sample size 
single setting, the 
effect of the partici-
pants’ demographics 
was not identified

*EOLC: END of Life Care, ICU: Intensive Care Unit, CCU: Coronary Care Unit, CVICU: Cardiovascular Intensive Care Unit, AACN: American Association of Critical Care 
Nursing

Table 3 (continued) 
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tell.” The overall results suggest that the evidence quality 
across the ten studies was high (Table 2).

Data synthesis
Thematic analysis in this review involves a system-
atic process of coding and theme development, using 
both inductive and deductive approaches. This method 
ensures a comprehensive synthesis of diverse data 
sources, providing valuable insights into the research 
topic [24, 26]. Thematic analysis was employed for all 
studies to investigate the subject of interest. The coding 
for the themes in this review followed the six recom-
mended phases: Familiarizing with the data; making ini-
tial codes; searching for themes; reviewing themes and 
making a thematic plan; defining and naming themes; 
generating the final picture of the report [24]. The cod-
ing was conducted by the primary author (YSR) and con-
firmed by the three secondary authors (LH, SM, and LY). 
Any discrepancies were discussed and resolved through 
consensus.

Search outcomes
The search process yielded a total of 103 articles. All 
articles resulting from the search process were inde-
pendently reviewed by all authors in this study for the 
research process, purpose, methodology, tools, main 
findings, recommendations, and limitations.

Characteristics of included studies
Eight cross-sectional descriptive studies and three quali-
tative studies were selected, which were conducted in the 
following countries: two from the USA [27, 28] and a sin-
gle study from each of the following countries: Saudi Ara-
bia [22], Jordan [29], Egypt [12], Malaysia [13], Scotland 
[30], Poland [31], Hong Kong [32], South Africa [33], and 
China [34].

In this comprehensive analysis of 11 studies, a diverse 
range of methodologies and findings were examined 
across different countries and healthcare settings. The 
studies included a mix of quantitative and qualitative 
approaches, with sample sizes varying from small con-
venience samples to larger cohorts. Key barriers to pro-
viding End of Life Care (EOLC) were identified, such as 
challenges in communication with families, lack of sup-
port from managers, and insufficient training in EOLC. 
The studies highlighted the importance of addressing 
these barriers to improve the quality of care provided 
by nurses in critical care settings. Notably, demographic 
characteristics and their impact on EOLC provision were 
not consistently addressed across the studies, indicating a 
potential area for further research and exploration in this 
field (Table 31).

The thematic analysis of included studies revealed sev-
eral key themes and sub-themes related to barriers in 

End of Life Care (EOLC). These themes encompassed 
various aspects, including challenges related to patients 
and their families, healthcare institutions and the envi-
ronment, as well as barriers specific to nurses. Commu-
nication and collaboration between patients, nurses, and 
families included issues such as seeking updates about 
patient status, misunderstandings about life-saving mea-
sures, misunderstanding poor prognosis, troubled fam-
ily dynamics, and conflicts within families regarding life 
support decisions [22, 34]. Additionally, barriers related 
to Institution Policy and procedures highlighted con-
cerns such as insufficient standard procedures, commu-
nication challenges in decision-making, inadequate ICU 
design, inappropriate staffing policies, and deficiencies in 
rooms, supplies, and noise control. Furthermore, barri-
ers associated with nurses encompassed their emotional 
experiences and socio-demographic characteristics [12] 
(Table 4).

Results
Among the results of the selected articles on nurses’ per-
ceptions of barriers affecting quality EOLC, three main 
themes were identified: (1) Communication and collabo-
ration between patients, nurses, and families (2) Insti-
tution Policy and procedural barriers, and (3) barriers 
related to nurses and their demographics. An overlap in 
some of these areas, such as the themes addressing bar-
riers related to patients and their families, was identified 
[11, 22, 35]. This overlap indicates a high level of consen-
sus between the authors in identifying the barriers affect-
ing the quality of end-of-life care.

Communication and collaboration between patients, 
nurses, and families
After reviewing the existing body of literature in this 
domain, it was observed that some familial factors had 
been largely perceived as prominent barriers to provid-
ing EOLC by the nurses. Although some authors con-
cluded family issues as the highest-ranking concern for 
nurses in providing quality EOLC, there were variations 
in the type of barriers they encountered [11, 28, 35]. For 
example, continuous requests for updates on patients’ 
status from their families were identified as the top-rated 
barrier affecting the quality of EOLC from the perspec-
tive of critical care nurses. In addition, family misunder-
standings about life-saving measures, as well as doubts 
and uncertainties regarding prognosis, resulted in a lack 
of time for nurses to provide quality EOLC, as they spent 
significant time explaining these matters [29]. Similarly, 
continuous phone calls from family members seek-
ing updates on patients’ conditions were ranked highest 
(M = 4.23) among barriers affecting EOLC [28]. Addition-
ally, dealing with distressed family members also received 
the highest total mean score (M = 3.3) [13]. On the 
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contrary, another study found that out of 70 nurses, the 
practice of calling nurses for updates on patients’ condi-
tions had the lowest impact on EOLC practice (62.2%), 
while misunderstanding about life-saving measures 
(65.7%) played a crucial role in determining the quality 
of EOLC [36]. The study concluded that the primary bar-
rier related to patients and their families was the lack of 
understanding among family members about what life-
saving measures entailed. Similarly, another source also 
reported consistent findings indicating that families often 
did not accept poor prognoses for patients and struggled 
to grasp the significance of life-saving measures [22].

Furthermore, previous studies have indicated that 
barriers affecting EOLC and thereby the quality of care 
include the presence of family members with patients, 
inadequate communication with patients’ families, lack 
of involvement in discussions about patient care deci-
sions, conflicts among family members regarding deci-
sions to cease or continue life support treatment, and 
unrealistic expectations regarding prognosis [22, 30, 37].

Communication and collaboration among doctors and 
nurses are vital in designing an effective healthcare plan 
for patients. However, inadequate and inappropriate col-
laboration and support, such as conflicting opinions, dis-
agreements, and insufficient cooperation between them, 
can lead to various difficulties that may result in poor 
patient care [22]. Research scholars who have conducted 
studies in this area have acknowledged that agreement 
between nurses and physicians regarding care directions 
for patients at the end of life is one of the most critical 
barriers to enhancing the quality of EOLC [29].

Similarly, another study found that poor communica-
tion between nurses and physicians resulted in inap-
propriate decision-making and disagreement about care 
plans, which subsequently impacted the quality of care 

[13]. Additionally, inadequate and poor communica-
tion between nurses and other healthcare teams diverted 
attention from the goal of care [28].

Failures in communication between nurses and other 
healthcare providers can lead to misunderstandings of 
care messages, which can affect EOLC practices [30]. It 
also highlighted the lack of communication and coopera-
tion between doctors and other healthcare team mem-
bers; nurses emphasized the need for a communication 
training course [11].

Good communication between nurses and physicians 
and consideration of nurses’ opinions were found to 
enhance the quality of EOLC [12]. Furthermore, educat-
ing critical care nurses about communication and collab-
oration skills was reported as crucial for improving the 
quality of EOLC [13].

Barriers related to nurses
The given three sub-themes were identified regarding 
the impact of nurses-related barriers and the influence 
of some of their demographic factors on the quality of 
EOLC:

a) Lack of opportunities for training and education.
b) Emotional and psychological issue.
c) Nurses’ socio -demographic factors.

Lack of opportunities for training and education
It was reported that critical care nurses were not ade-
quately prepared to provide EOLC; nurses needed to 
increase their knowledge about cultural aspects, ethical 
issues, skills, communication, and training regarding the 
continuity of care and the management of physical and 
psychosocial symptoms [11, 13, 28]. Furthermore, nurses 
who did not participate in any EOLC training course 
perceived more barriers to delivering quality EOLC 
than those who had participated in introductory train-
ing courses [13, 28]. Attia et al. [12]. reported that 60% 
of critical care nurses perceived that they had received 
poor education and training concerning family grieving, 
symptom management, and quality EOLC. Furthermore, 
Holms et al. [30]. found that all participants acknowl-
edged that they had received very little formal education 
and training on EOLC, particularly those who worked 
in intensive care. In a study by Jordan et al. [37], nurses 
emphasized that EOLC education is essential during the 
orientation period before starting their ICU jobs.

Emotional and psychological issue
Five articles in this review have studied the effect of 
nurses’ feelings and emotions as barriers to provid-
ing quality EOLC [11, 13, 28, 30, 37]. Nurses stated that 
they feel sad when they cannot help the patients to die 

Table 4 Themes and sub-themes relating to included studies
Themes and Sub-themes Related 

Studies
Barriers related to patients and their family
Calling for updates about patient status
Misunderstanding life saving measures
Misunderstanding poor prognosis
Troubled family
Conflict between family members about stop or continue 
life support treatment

 [29]
 [29]
 [12]
 [28]
 [21, 22, 30]

Barriers related to health care institutions and the 
environment
Insufficiency of standard procedure
communication and collaboration in decision making
Poor design of ICU
Inappropriate staffing policies
lack of rooms, supplies, and noise environment

 [11, 12, 28]
 [11, 
28–30]
 [12, 13, 30]
 [11]

barriers related to nurses
Nurses’ feelings and emotions
Socio-demographic characteristics

 [11, 13, 28, 
30, 37]
 [13, 30, 38]
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peacefully, and they lack emotional support, consider-
ing this one of the main barriers to providing EOLC 
[11]. Staff morale distress was reported repeatedly dur-
ing interviews with ICU nurses about their experience of 
EOLC. This feeling of despair is accompanied by many 
causes, such as lack of staff experience, poor communi-
cation, inadequate training about EOLC, lack of a suit-
able environment, and lack of support from senior staff 
[30]. Nurses acknowledged that they felt like they were 
participating in decisions to withdraw or withhold life-
sustaining treatment, resulting in conflicting emotions 
and feeling helpless in advocating for the patients with 
mixed feelings of sadness, grief, anger, and frustration 
[37]. Lastly, Crump et al. [28] and Omar Daw Hussin et 
al. [13] observed that critical care nurses received inad-
equate emotional support from managers and experts 
within healthcare institutions, which affects the quality of 
EOLC they provide.

Nurses’ socio -demographic factors
It has been identified that some socio-demographic char-
acteristics of nurses also play a significant role in shaping 
their opinions regarding perceived barriers. For example, 
age, education, experience in the field, and other similar 
factors profoundly impact their perceptions of the bar-
riers to providing EOLC. A study by Omar Daw Hussin 
et al. [13] revealed that nurses (n = 553) aged 21–30 years 
old had the highest mean total score for barrier factors 
to provide quality EOLC compared to other age groups. 
This was also higher in diploma holders than in nurses 
with certificates and bachelor’s degrees. Regarding years 
of experience as critical care nurses, they found that 
nurses with minimal years of experience (1–10 years) 
had the highest mean total score for difficulties. Similarly, 
Chan et al. [38] found that nurses’ age, qualifications, 
and experience in caring for patients at EOL were signifi-
cantly associated with their perceived barriers. Nurses’ 
distress in intensive care units was linked to various fac-
tors, one of which is the lack of experience in providing 
EOLC, as reported by Holms et al. [30].

Institution Policy and procedural barriers
Healthcare facilities and the surrounding environment 
where patients stay have a significant influence on their 
quick recovery, mental and physical health, as well as 
health progress [11]. Therefore, healthcare institutions 
ought to establish a healthy environment for patients’ 
well-being. However, in the current review, it was under-
stood that nurses identified a group of barriers related 
to hospital settings, such as the insufficiency of standard 
procedures pertaining to EOLC in place at the institution, 
inappropriate staffing policies in the ICU, lack of rooms 
prepared for EOLC, insufficient supplies to assist fami-
lies in EOLC, and a noisy environment with bright lights 

in patients’ rooms [11]. Likewise, researchers concluded 
that intensive care unit nurses face time constraints due 
to heavy workloads; they also reported that intensive care 
units have poor designs that interrupt patients’ privacy 
and affect the provision of quality EOLC [12, 28]. Previ-
ous studies identified a lack of EOLC rules and guidelines 
governing the provision of quality EOLC in critical care 
units, such as limited visiting hours, guiding preferred 
care pathways, and excessive paperwork burdens [12, 13, 
30].

Discussion
In this section, we discuss the results of this review on 
the barriers to providing quality end-of-life care derived 
from the literature and compare them with the results of 
previous studies.

The themes emerging from the data helped us under-
stand that some familial factors play a decisive role in hin-
dering timely and effective EOLC provision to patients. 
Our findings are consistent with Beckstrand et al. [36] 
and Friedenberg et al. [39], who also found that families’ 
lack of understanding or insufficient understanding of the 
life-saving measures performed for patients often con-
tributes to delayed EOLC provision, due to their ambigu-
ous opinions and uncertainty about the treatment given. 
Additionally, before taking any action, barriers related to 
other factors such as cultural aspects, not covered in this 
paper, should not be disregarded as they may have a sig-
nificant influence on the outcomes.

There was agreement among all the authors in this 
review that communication and collaboration issues were 
at the forefront of factors that affect the quality of EOLC.
in critical care setings, poor communication and col-
laboration between nurses and physicians makes nurses 
perceive their roles as secondary in the decision-making 
process. Additionally, critical care nurses also noted that 
interrupted communication leads to misunderstandings 
and conflicts in decision-making, diverting them from 
the goal of EOLC. It was also agreed that communica-
tion breakdown and conflicts in decision-making among 
healthcare teams impact the quality of care for patients 
with chronic end-stage diseases [40].

Reviewing the selected studies made us aware that 
nurses perceived inadequate training and education 
about EOLC significantly impacts their practice in deliv-
ering quality EOLC. The nurses also acknowledged the 
importance of receiving training and education regard-
ing EOLC, such as symptom management, dealing with 
grieving families, and communication skills during the 
orientation period before starting their work in criti-
cal care units. Therefore, critical care nurses need to 
enhance their knowledge about cultural aspects, ethical 
issues, communication skills, and training related to the 
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continuity of care and the management of physical and 
psychosocial symptoms [36].

Apart from training issues, we found that the feeling of 
not being able to provide proper care to some patients, 
consistent distress due to increased workload, or manag-
ing patients with critical conditions such as prolonging 
unavoidable death could be attributed to their deterio-
rating mental health, which they perceive as a barrier 
to offering EOLC. These results were also supported by 
Calvin et al. [41], who found that novice cardiac care unit 
nurses expressed more fear and discomfort while caring 
for dying patients and communicating with their families.

This review further shows that healthcare organizations 
lack policies and guidelines that govern EOLC, such as 
staffing policies and scheduling visiting hours, leading to 
a shortage of nurses, increased workload, and decreased 
presence of family members with their patients. This 
lack of policies was also indicated in their study [36]. 
Critical care units in this review have a poor design that 
challenges nurses when providing EOLC and interrupts 
patient privacy. This is consistent with Sheward et al. 
[42], who found that the poor design of critical care units 
may compromise patients’ confidentiality and affect the 
provision of quality EOLC.

In summary, our findings revealed that some famil-
ial factors play a decisive role in hindering timely and 
effective EOLC provision to patients. Moreover, nurses 
perceived that inadequate training and education about 
EOLC significantly impact their practice in providing 
good EOLC. Therefore, these aspects of our results are 
confirmed by broader literature, as evidenced before. The 
ceuurent review highlights the importance of enhancing 
family communication throught the needs for conduct-
ing education and training programs among health care 
profesionals in crirical care settings about communica-
tion skills. Additionally, healthcare organizations lack 
policies and guidelines that lead to a shortage of nurses, 
increased workload, and decreased family members’ 
presence with their patients, governing EOLC. Thus, this 
integrative review addresses the question of what barri-
ers affect the quality of end-of-life care as perceived by 
nurses working in critical care units. Combining diverse 
methodologies can lead to inadequate rigor, imprecision, 
bias, flawed analysis, synthesis, and deductions. There-
fore, there is a need for future studies to further refine the 
key indicators.

Strengths and limitations
The selected studies were conducted in several coun-
tries, which may enhance the generalizability of the 
study findings. The limitations of this review study are 
that it focused mainly on descriptive and non-exper-
imental studies. Additionally, the assessment of qual-
ity appraisal for selected studies was subjective to the 

authors according to MMAT, which could affect the stud-
ies’ appraisal. The selection of only English articles may 
introduce bias regarding barriers beyond EOLC in coun-
tries where English is not commonly spoken.

Conclusion
The review indicated that healthcare organizations must 
provide critical care nurses with evidence-based path-
ways and guidelines to guide them in providing EOLC, 
increase emotional support from nursing managers and 
supervisors, and improve critical care settings design. 
Further studies need to be conducted on the barriers that 
affect the quality of EOLC and suggestions to overcome 
these barriers at the level of patients and families, nurses, 
physicians, other healthcare providers, and healthcare 
organizations to enhance teamwork and collaboration 
and improve the quality of EOLC.

This review also calls for additional research to be con-
ducted to explore the barriers that affect the quality of 
end-of-life care. These studies should investigate barriers 
at multiple levels, including those affecting patients and 
families, nurses, physicians, other healthcare providers, 
and healthcare organizations. By identifying and under-
standing these barriers, recommendations can be made 
to overcome them, ultimately enhancing teamwork, col-
laboration, and the overall quality of end-of-life care.

International implications for practice
Many tools can be easily used to assess barriers to end-
of-life care in critical care settings. We recommend 
monitoring and evaluating them regularly among nurses 
because they are significantly linked to the quality of end-
of-life care. Furthermore, we advise to assess the quality 
of end-of-life care from patients and their families per-
spectives and provide them with greif and emotional 
support if they are unable to contribute in providing 
feedback that help in assissing the quality of end-of- life 
care. Refreshing training and education courses about 
end-of-life care aspects are significantly associated with 
the quality of care. We advise nursing management to 
conduct such courses for critical care nurses periodi-
cally. In general, there is an opportunity for improvement 
in terms of the quality of end-of-life care in critical care 
settings. As the critical care unit is part of a larger insti-
tution, it is worthwhile for the hospital’s management to 
adjust their policies regarding staffing, ICU design, visit-
ing hours, and provide evidence-based guidelines so they 
can enhance the quality of end-of-life care.
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