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Death is inevitable. The period of dying presents
significant distress to patients and families. Nursing
responsibility in End-of-Life (EolL) care is the performance of
activities leading to a peaceful death and support for the
grieving family (1, 2 & 3).
The most appropriate nursing care during EoL must be holistic
and promote the clients physical, spiritual, emotional and

social wellbeing (4,

58 6).

Nursing documentation provides a record of the dying
process experience of the patient, family and healthcare
team and is essential for evaluating the quality of the care

rendered (7.8 & 9).

Although nurses provide Eol care in Ghana, the extent to

whic

N their efforts ensure the total wellbeing of the patient

and family is unknown as no study has as yet been published.
This study therefore sought to address this knowledge gap by

analysing the nurses’ records.

Methods

Design

Multi-stage sampling was employed.
o Purposive samplings of health facilities

o Consecutive sampling of records of patients who
died from 1st January-31sf March 2019.

Fitty records were finally selected after eligibility criteria was

applied.

Data collection

An audit of the nursing records of the patients who were
admitted to the selected wards was done.

Retrospective records review of nursing records: Admission &
Discharge books, Nurses notes and 24-hour reports, in three
nospitals in the Cape Coast Metropolis of Ghana.

theory

A list of all patients who died within the study period were
extracted from the A&D book.
The demographic data of participants were then recorded.
For facilities where paper-based documentation was in use
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E NURSING CARE IN GHANA
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Reassuring the patient
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and relieving signs of symptoms. Similar findings in
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e Monitoring blood glucose 10
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« Reassurance was the main psychological care provided 1o
patients and their families. However, there were no enftries of
the content of the reassuring statements. It was unclear if the
patients and the family were made aware of the imminent
death.

 Peaceful death occurred when the patient and family
declared their acceptance of the eventual death (12).
Hence, it could not be concluded that the patients received
adequate psychological care at Eol..

« Spirifual care has significant impact on their psychological
health (14). In this study however, documentation of spiritual
care was absent in the nurses’ report although patients
religious affiliations were documented as part of the biodatao
and the hospitals had chaplains. This finding means that the
nurses were not assisting the patients experiencing the dying
process to fulfil their spiritual wellbeing.

Implication for nursing practice &
education

« The findings indicate a need to include the teaching of the
comprehensive nursing care for Eol for all levels of nurses in
training.

« The theoretical basis of EolL nursing care should also be
Incorporated in nursing education.

* There Is a need to strengthen clinical nursing by developing o
culturally sensitive EolL nursing care.

Conclusion and recommendation

This study has shown that the Biopsychosocial Theory is not fully
applied in the Ghanaian setting in EolL care. There is a need to
sfructure nursing care to promote all the domains of care
required by patients during the dying process.
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