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Abstract
Background Nursing staff is ideally positioned to play a central role in end-of-life communication as part of advance 
care planning for older people. However, this requires specific skills and competences. Only fragmented knowledge is 
available concerning important fundamentals in end-of-life communication performed by nursing staff.

Objective This review aimed to explore the fundamentals of end-of-life communication as part of advance care 
planning in the hospital, nursing home and home care setting, from the perspective of the nursing staff, the older 
person, and the family caregiver.

Design Scoping review.

Methods A literature search in PubMed, PsycINFO, CINAHL and Google (Scholar) was conducted on August 20, 2022. 
The search strategy followed the sequential steps as described in the Joanna Briggs Institute Manual. Peer-reviewed 
articles of empirical research and gray literature written in English or Dutch and published from 2010 containing 
fundamentals of end-of-life communication as part of advance care planning from the perspective of nursing staff, 
older people, and family caregivers in the hospital nursing home or home care setting were considered eligible for 
review.

Results Nine studies were included, and four themes were composed, reflecting 11 categories. Nursing staff attunes 
end-of-life communication to the values and needs of older people to approach the process in a person-centered 
manner. This approach requires additional fundamentals: building a relationship, assessing readiness, timing and 
methods to start the conversation, communication based on information needs, attention to family relationships, 
a professional attitude, improving communication skills, listening and non-verbal observation skills, and verbal 
communication skills.

Conclusions This review is the first to compile an overview of the fundamentals of end-of-life communication 
performed by nursing staff. Building a nursing staff-older-person relationship is the most important foundation for 
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Background
Advance care planning is a comprehensive, and ongo-
ing [1] process that enables individuals to define goals 
and preferences for future medical treatment and care, 
discuss these goals and preferences with family and 
healthcare professionals, and record and adapt these 
preferences if appropriate [2]. End-of-life communica-
tion is an important component of advance care plan-
ning. “End-of-life communication as part of advance 
care planning” (hereafter called end-of-life communica-
tion) includes early and proactive formal (i.e., planned in 
advance) and informal (i.e., spontaneous) conversations 
between a person, family, and healthcare professional 
about future end-of-life care, the transition to the end-
of-life phase, death, and dying from a holistic perspective 
[2–4].

Older people are frequently confronted with decisions 
concerning (life-sustaining) treatments and end-of-life 
care due to the development of illness and cognitive and 
physical limitations [5]. Moreover, older people report 
spending more time contemplating their end-of-life than 
younger people [6, 7]. End-of-life communication pre-
pares older people and their family caregivers to under-
take an active role in decision-making about future 
end-of-life care [8] and prevents them from receiving 
care that is not in line with their preferences (e.g., over-
treatment, undertreatment, or unmet psychological and 
spiritual needs) [9].

Physicians are generally expected to take the lead in 
end-of-life communication with older people [10]. This 
can result in conversations that are more focused on the 
medical domain and do not include other domains, such 
as spirituality [10, 11]. Nursing staff is often more present 
and accessible for older people in hospital, home care, 
and nursing home settings compared to other healthcare 
professionals. They are trained to have a holistic view 
of older people’s care, develop a bond with older people 
and their family caregivers over time, and can naturally 
engage in formal and informal end-of-life communica-
tion as part of daily practice [12]. This makes them ideally 
positioned to play a central role in end-of-life communi-
cation with older people and their family caregivers [13]. 
However, nursing staff experiences challenges in end-
of-life communication, such as feeling uncomfortable 
talking about death, a lack of training and guidance, and 

uncertainty regarding timing, roles, and responsibilities 
[14].

End-of-life communication tailored to an older person’s 
needs, requires specific skills and competencies [12]. To 
date, the available knowledge concerning important fun-
damentals in end-of-life communication performed by 
nursing staff is fragmented. Fundamentals refer to the 
important aspects involved in safe, effective, and high-
quality end-of-life communication [15]. Knowing these 
fundamentals is necessary to educate nursing staff and to 
design and implement interventions that support nurs-
ing staff in improving end-of-life communication and 
taking a more leading role in advance care planning. 
Therefore, this scoping review addresses the following 
research question: What are the fundamentals of end-of-
life communication as part of advance care planning in 
the hospital, nursing home, and home care setting, from 
the perspective of nursing staff, the older person, and the 
family caregiver?

Methods
Design
A scoping review method was used to explore the avail-
able literature describing the fundamentals of end-of-life 
communication from the perspective of nursing staff, 
older people, and family caregivers [16, 17]. A scoping 
review is a type of knowledge synthesis that uses a sys-
tematic and iterative approach to identify and synthe-
size an existing or emerging body of literature on a given 
topic [18]. This method was chosen to be able to explore 
and clarify the fundamentals of end-of-life communi-
cation, to determine the extent of research available on 
these fundamentals, and to identify gaps in the research 
knowledge base [19]. The Preferred Reporting Items for 
Systematic Reviews and Meta-analyses Extension for 
Scoping Reviews (PRISMA-ScR) were used to report the 
review (see Supplementary material table B: PRISMA 
ScR checklist) [17]. The review’s final search was carried 
out on August 20, 2022.

Working group
An interprofessional working group (n = 16) was com-
posed to verify the research method and (preliminary) 
results within the study. The group consisted of a patient 
representative, nursing staff of different levels working 
in the hospital, nursing home, and home care setting, 

engaging in a person-centered end-of-life communication process. Knowing each other enables nursing staff to have 
a sense of older people’s readiness, determine the right timing to initiate an end-of-life conversation, identify specific 
needs, and accurately apply (non-)verbal observation skills. end-of-life communication is not a one-time conversation, 
but a complex process that takes time, effort, and genuine interest in each other.

Keywords Advance care planning, End-of-life communication, Home care, Hospital, Nursing home, Nursing staff, 
Older people, Scoping review
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members of a transmural palliative consultation team, a 
spiritual counselor, and other experts in palliative care, 
geriatric nursing care, and nursing education. This group 
gathered three times during the study and advised the 
research group on the composition of the search strings, 
the search strategy, the search results, and the thematic 
analysis.

Search strategy and study selection process
The search strategy followed the sequential steps as 
described in the Joanna Briggs Institute Manual [19]. 
First, the databases PubMed, PsycINFO, and CINAHL 
and the search engines Google and Google Scholar were 
searched to identify relevant keywords and synonyms 
regarding the research subject in English and Dutch. Sec-
ond, these terms were used to build search strings. Dif-
ferent combinations of the search terms were used to 
increase the sensitivity of the search strings and reduce 
the risk of missing relevant studies. An information spe-
cialist, the research group, and the working group helped 
define terminology and broaden definitions in the search 
strategy. An inclusive approach was used as generally 

recommended for scoping reviews [20]. A consensus on 
the search strings was reached with the research group.

Search terms represented the key subjects end-of-life 
communication and advance care planning and were 
combined using the Boolean operator “AND.” The search 
strings focused on keywords in titles and abstracts and 
were used in the databases PubMed, PsychINFO, and 
CINAHL (Supplementary material table A: Search 
strings). Titles and abstracts were screened based on the 
eligibility criteria in Table 1. The screening and selection 
of titles and abstracts were performed independently by 
the first author and cross-checked by the second and last 
author to increase the validity of the search. After screen-
ing and selecting titles and abstracts, eligible records 
were obtained as full texts. The screening and selec-
tion of the full-text articles were performed by the first, 
second, and last author. Any disagreements about the 
inclusion or exclusion of studies that arose between the 
reviewers were resolved through discussion or with an 
additional reviewer (fifth author) until a consensus was 
reached. The reference lists of eligible articles were hand-
searched to identify other relevant articles. The reference 
lists of reviews were also searched for relevant references 
to original studies. Gray literature was searched using 
the search engines Google and Google Scholar. Experts 
in palliative care and advance care planning within the 
research group and the network of the research group 
and working group were asked if any relevant studies 
were missing in the composed selection.

Data synthesis and analysis
All data from the included papers were extracted by the 
first author and cross-checked by the second and last 
author. General information about the included stud-
ies was extracted using a data extraction form, includ-
ing the names of the authors, date of publication, 
country, design, the aim of the study, setting, sample, and 
research method. Data synthesis was applied following 
the Johanna Briggs Institute Manual [19]. The complete 
“Results” or “Findings” sections of the included qualita-
tive studies (including quotes) were extracted for the 
analysis. The “Results” sections of quantitative studies 
were extracted and summarized by the first author. The 
extracted qualitative data and the summarized quantita-
tive data were both analyzed using a thematic analysis 
approach following the principles of Braun and Clarke 
[21]. The first author read all the articles and followed 
the iterative process of open, axial, and selective coding 
to identify relevant themes and categories. After becom-
ing familiar with the qualitative data, initial codes were 
identified, the data of the first three included studies were 
coded after which the generated codes were reviewed, 
merged, and grouped into categories if relevant. Here-
after, the data of the next three studies were coded and 

Table 1 Inclusion and exclusion criteria
Inclusion criteria
• Peer-reviewed articles of empirical research.
• Gray literature including reports, policy literature, dissertations, and 
white papers of relevant organizations (e.g., European Association for 
Palliative Care, World Health Organization, International Association for 
Hospice & Palliative Care) regarding palliative (nursing) care.
• Containing fundamentals of end-of-life communication as part of 
advance care planning from the perspective of nursing staff (i.e., care 
assistants, certified nursing assistants, licensed vocational nurses, reg-
istered nurses, clinical nurse specialists, nurse practitioners), or (family 
caregivers of ) older people in the hospital, nursing home or home care 
setting.
 o Studies that include healthcare professionals or clinicians in gen-
eral will be included if nursing staff represents > 50% of the included 
professionals.
 o If older people are not specifically included in a study, the article 
will be included if the mean or median age of the included people is at 
least 65 years.
Exclusion criteria
• Not written in English or Dutch.
• Published before 2010.
• Studies regarding advance care planning that do not meet the defini-
tion: a comprehensive, and ongoing process that enables individuals 
to define goals and preferences for future medical treatment and care, 
discuss these goals and preferences with family and healthcare profes-
sionals, and record and adapt these preferences if appropriate.
• Studies regarding end-of-life communication as part of advance care 
planning that do not meet the definition: early and proactive formal 
(i.e., predetermined) and informal (i.e., spontaneous) conversations 
between a person, family, and healthcare professional about future 
end-of-life care, the transition to the end-of-life phase, death, and dying 
from a holistic perspective. For example, conversations at the end-of-
life about current care or conversations with the family caregiver about 
the older person while the older person is not present.
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reviewed. After this step, the first few themes were cre-
ated. Then, the data of the last studies were coded, initial 
themes were reviewed, and more themes were created 
when necessary. From this point, the aggregated mean-
ing of the themes and categories was discussed in the 
research group and working group until consensus was 
reached.

The third and fourth author applied the same approach 
to each perform an independent thematic analysis on, 
respectively, 22% (n = 2 articles focusing on the nursing 
staff perspective) and 33% (n = 3 articles focusing on the 
older person perspective) of the included articles. The 
analyses were compared and discussed until a consensus 
was reached between the first, third, and fourth author. 
The second and last author cross-checked the analysis 
and the identified themes and categories. Themes and 
categories were defined and described for further analysis 
and reporting of the results by the first author in continu-
ous consultation and alignment with the working group 
and the second, fifth, sixth and last author to eventually 
reach a consensus. Data analysis was performed using 
Atlas.ti (version 9.1.3).

Results
Literature search
After removing duplicates, the search resulted in a total 
of 1146 unique publications. A total of nine articles rep-
resenting nine studies remained after selection and were 
included (Fig. 1). In the gray literature, no eligible reports 
were found.

Data extraction outcomes
The studies originated from seven countries (the United 
States, England, Germany, Norway, Australia, Japan, and 
Canada) and were published between 2010 and 2020 
(Table  2). Six studies showed the nursing staff perspec-
tive, two studies showed the older person’s perspective, 
and one study described both. Two studies also described 
the family caregiver perspective, but the data described 
from this perspective was very limited. The results pri-
marily focus on the nursing staff and older person per-
spective. Six studies used a qualitative approach: focus 
groups (n = 3), individual interviews (n = 2), and an 
exploratory case study (n = 1). Three quantitative cross-
sectional studies were included (two surveys and one 
with structured interviews). Several studies were con-
ducted within multiple settings, including the hospital 
(n = 8), nursing home (n = 3), and home care (n = 4).

Thematic analysis and interpretation
Four themes were composed, reflecting 11 categories 
and 243 codes: “person-centered approach,” “preparing 
for end-of-life communication,” “carrying out end-of-life 
communication,” and “professional attitude and required 

skills” (see Table 3 and Supplementary material table D: 
Codebook). The themes represent areas within the end-
of-life communication process, while the categories 
represent the fundamentals of the end-of-life communi-
cation process.

Theme 1: person-centered approach
A person-centered approach is central to the end-of-
life communication process. It is the starting point for 
each fundamental. Using this approach, the nursing staff 
adjusts the end-of-life communication process to the 
older person’s individual values and needs. Nursing staff 
finds it important to advocate for the older person [12], to 
maintain the older person’s dignity, 22] and to acknowl-
edge that the feelings and thoughts of the older person 
are central to end-of-life communication [22–24]. Older 
people correspondingly prefer an individual approach 
to end-of-life communication in which their values and 
needs are respected [25].

According to nursing staff, the older person should 
be in the lead with end-of-life communication [12, 22, 
23, 26] and shared decision-making should be applied 
[12]. Older people want to be asked about their needs 
for communicating and planning and to make their own 
decisions in line with their preferences [25]. Shared deci-
sion-making can ensure that older people’s preferences, 
needs, and values guide decisions on future care [12].

Theme 2: preparing for end-of-life communication
Building a relationship with the conversation partner
According to nursing staff and older people, the founda-
tion of a “good” end-of-life communication process is a 
strong relationship between nursing staff, the older per-
son, and the family caregiver. For nursing staff, this rela-
tionship assumes trust, 22, 23, 26, 27] safety, 22] support, 
22] continuity, 22] and getting to know the older person 
[23, 27] as the most important goals. Although nurs-
ing staff is ideally positioned to achieve this, 12] anyone 
could be a good conversation partner since it depends 
more on the professional relationship with the older per-
son than on the profession itself [25, 26]. Older people 
prefer a conversation partner of a certain sex, with whom 
they have a reasonable age difference, 25] who is skilled in 
communication, and someone who makes them feel safe, 
understands them and is knowledgeable about them, the 
disease, and the last phase of life [25].

Assessing the readiness of the older person
According to nursing staff and older people, it is vital to 
assess the older person’s readiness before initiating end-
of-life communication [12, 22–24, 26, 27], and to not 
force the older person to engage in end-of-life commu-
nication [25–27]. Older people may not want to think 
too far ahead [27] or may not feel prepared to engage in 
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Fig. 1 Flow diagram of the selection process
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Table 2 Included studies
Author 
(year)
Country

Research 
method and 
design

Aim Setting Sample (n) Nursing staff 
perspective

Older 
person 
perspective

Almack et 
al. (2012)
England

Exploratory case 
study 
Qualitative

To explore the factors influencing if, when and 
how EOL communication takes place between 
healthcare professionals, older people, and family 
caregivers from the perspectives of all parties 
involved and how preferences are discussed and 
recorded.

Hospital
Home care
Nursing 
home
GP practice 
service

Older people with 
and without a 
cancer diagnosis 
(n = 18) and family 
caregivers (n = 11) 
and healthcare 
professionals 
(nursing staff 
n = 8, 53%)

X X

Groebe et 
al. (2019)
Germany

Focus group 
study
Qualitative

To give insights into specific requirements and 
conditions for EOL conversations in various EOL 
care settings.

Hospital
Home care
Nursing 
home

Volunteers and 
nursing staff 
(n = 11, 61%) and 
psychosocial care

X

Hjorth et al. 
(2018)
Norway

Focus group 
study
Qualitative

To explore the needs and preferences of older 
people with pulmonary diseases regarding ACP to 
prepare for the introduction of ACP in Norwegian 
hospitals.

Hospital Older people re-
ceiving treatment 
for advanced lung 
cancer, COPD, 
or lung fibrosis 
(n = 13)

X

Isaacson et 
al. (2018)
United States

Interview study
Qualitative

To understand the shared communication prac-
tices of rural and urban, hospice/palliative care 
nursing staff when engaging older people with 
a terminal diagnosis and their family caregivers 
about decision-making.

Hospital
Home care
Nursing 
home
Hospice 
house

Hospice/palliative 
care nursing staff 
(n = 10)

X

Kerr et al. 
(2019)
Australia

Focus group 
study
Qualitative

To identify challenges for nursing staff when com-
municating with people who have life limiting 
illness, and their family caregivers.

Hospital Nursing staff 
(n = 39)

X

Kimura et 
al. (2020)
Japan

Cross-sectional 
survey study
Quantitative

To identify barriers to EOL discussions with older 
people with an advanced cancer diagnosis and 
their family caregivers as perceived by oncolo-
gists, nursing staff, and medical social workers, as 
well as to clarify effective strategies to facilitate 
EOL discussions.

Hospital Physicians, nurs-
ing staff (n = 993 
(53%)*), and 
medical social 
workers

X

Reinke et al. 
(2010a)
United States

Interview study
Qualitative

To examine nursing staff perspectives on meet-
ing older people’s needs for hope and illness 
information and to offer insights for interventions 
designed to improve EOL communication for 
older people and their family caregivers.

Outpatient 
setting

Nursing staff 
(n = 22)

X

Reinke et al. 
(2010b)
United States

Cross-sectional 
survey study
Quantitative

To identify nursing staff perspectives on nursing 
skills that are important yet under-utilized in EOL 
care.

Hospital
Hospice 
(in-patient, 
outpatient, 
and home 
care)
Outpatient 
clinic

Nursing staff 
(n = 717)

X

You et al. 
(2014)
Canada

Structured inter-
view study 
Quantitative

To determine which of the guideline-recom-
mended fundamentals to include in discussions 
about goals of care are most important to older 
people with serious illness and their family 
caregivers.

Hospital Older people 
(n = 233) and their 
family caregivers 
(n = 205)

X

ACP, advance care planning

COPD, chronic obstructive pulmonary disease

EOL, end-of-life

GP, General Practitioner

* Nursing staff results described separately
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end-of-life communication [25]. Nursing staff indicates 
that variations in older people’s coping, awareness, and 
understanding regarding their illness can influence readi-
ness [12, 23, 24, 26, 27]. Older people can also be frus-
trated and angry, 12] cope with taboos regarding death 
and dying, 26] or not consider themselves in need of 
participating in end-of-life communication [27]. How-
ever, these attitudes can change over time [26]. There-
fore, it is necessary for nursing staff to “re-assess” the 
older person’s readiness regularly [22]. Nursing staff can 
use listening- and non-verbal observation skills to (re-)
assess readiness [24]. Older people have indicated that 
end-of-life communication should be performed while 
being cognitively sound, and when distressing symptoms 
(e.g., dyspnea or pain) are well treated [25]. Furthermore, 
because older people sometimes struggle with knowing 
what to ask during end-of-life conversations, they prefer 
to be alerted or receive an introduction before the con-
versation to prepare and invite other people to partici-
pate [25].

Timing and methods to start end-of-life communication
Finding the right timing to initiate end-of-life com-
munication is considered essential [26], but difficult for 
nursing staff [12]. It requires preparatory work, such 
as building a relationship and assessing readiness [27]. 
Nursing staff must be alert to communication cues 
(e.g., “I might not even make it home,” “I cannot bounce 
back from this,” “I wish I were dead”) to find an opening 
to start conversations at the right moment [12, 22, 27]. 
Nursing staff uses listening and non-verbal observation 
skills to find these cues [22] and use their intuition to 
“feel” and “know” the right moment [12, 27]. This intu-
ition can be supported by the relationship between nurs-
ing staff and the older person. Nursing staff can prudently 
use prompts, inviting phrases, 22] and appropriate open-
ings, such as trigger questions or easily accessible topics, 
26] to create an opening to start the conversation [26]. 
Hjorth et al. [25] found that older people prefer nursing 
staff to initiate end-of-life conversations instead of having 
to initiate the conversations themselves. In addition, they 
prefer early end-of-life conversations at different turning 
points in their disease trajectory, including at the time of 
diagnosis and when anxiety increases [25].

Practical requirements when preparing the end-of-life 
conversation
When the right moment for an end-of-life conversation 
is determined by the nursing staff, the practical aspects 
of the conversation should be prepared. Conversations 
must occur in a room that offers privacy [28] in a safe 
and supportive environment in which an older person 
feels comfortable [22, 23]. Nursing staff should be com-
pletely present [22, 23] and should not be disturbed by 

colleagues or other tasks or time restraints [12, 22, 24, 
26, 28]. Nursing staff should also sit on the same level 
instead of standing over the older person [22]. Further-
more, nursing staff should be informed about what other 
involved professionals have already discussed with the 
older person [23, 24].

Theme 3: carrying out end-of-life communication
End-of-life communication based on information needs
Assessing information needs is considered important by 
nursing staff and older people in every end-of-life conver-
sation [12, 25, 29]. Nursing staff assess these needs based 
on the degree of awareness and knowledge of the older 
person and family caregivers related to the disease [12]. 
Carefully assessing the older person’s information needs 
can prevent nursing staff from making false assumptions, 
23] provide support by providing consistent and accurate 
information, 12, 23, 24] and give older people sufficient 
space to discuss topics that are important to them [22]. 
According to nursing staff, these topics can consist of, 
for example, symptom and pain control, 23, 24] hope, 23, 
27] and what gives life meaning [23]. Older people pre-
fer discussing topics such as treatment and side effects, 
25] fears and concerns, 29] and existential and spiritual 
issues [26]. Older people want nursing staff to approach 
end-of-life conversations carefully and delicately and 
desire the conversations to be safe, respectful, transpar-
ent, and honest [25].

Attention to the family relationship
As family structures become increasingly complex, 12] 
paying attention to the family relationship in the end-of-
life communication process is important, according to 
nursing staff and older people [12, 22, 24–26, 28]. Nurs-
ing staff advises paying attention to family relationships 
in order to align their wishes with those of the older 
person [22, 24, 28]. Older people value a good family 
relationship and prefer having family around who are 
knowledgeable, supportive, and caring [25]. They usually 
want to be open about future end-of-life issues with fam-
ily members but express the need to be assisted by nurs-
ing staff when doing so [25]. Nursing staff also requests 
that older people and their family members should 
express feelings, talk openly, and listen to each other 
during end-of-life communication [22, 26]. This can pre-
vent them from needing to repeat information for fam-
ily members and can help them avoid difficult situations 
in which they are, for example, asked by family members 
not to disclose specific information to the older person 
[12].
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Theme 4: professional attitude and required skills
Professional attitude
It is important that nursing staff adopts a professional 
attitude in the end-of-life communication process 
[12, 22, 24, 26]. Nursing staff should be supportive, 26] 
calm, 22] compassionate, 22] confident, 12] gentle, 26] 
and emphatic [12, 22]. Being genuinely interested, 26] 
comfortable in silence [22] and talking about dying, 24] 
respectful towards cultural and religious beliefs, 24] and 
nursing staff being self-aware of their nonverbal cues, 
emotional response, and role [12, 22, 26] contributes to 
the expression of this attitude. Nursing staff should not 
be judgmental [22, 24, 26] nor try to change perceptions 
of the older person [22]. This professional attitude con-
tributes to the development of a strong relationship with 
the older person and effective communication.

Improving end-of-life communication skills
Nursing staff often feels unskilled [12, 24] and insecure 
as they sometimes do not exactly know what to do when, 
for example, end-of-life conversations become difficult 
and they do not have a toolkit to rely on [12]. This can 
result in feeling uncomfortable talking about death and 
avoiding end-of-life communication [24]. To overcome 
these challenges and be able to engage in high-quality 
end-of-life communication, nursing staff needs sufficient 
education and training in how to conduct end-of-life 
conversations and how to deal with conversations about 
death and dying [12, 22, 24, 26, 27]. In addition, nursing 
staff needs opportunities to develop practical experience 
in advanced end-of-life communication skills [12, 27].

Listening and non-verbal observation skills
Attentive listening and non-verbal observation skills sup-
port nursing staff in guiding end-of-life communication. 
Nursing staff should be attentive to the subtle language 
older people use [22, 26] so they can “read” them through 
eye contact [22] and nonverbal signs [12, 22]. Skills to 
read and express observations support nursing staff in 
assessing readiness, initiating conversations at the right 
moment, navigating conversations [12, 22, 26], making 
older people feel heard and seen [22], and stimulating 
older people to express feelings and reflect on their feel-
ings [22]. It can ensure that all voices are heard [22], eval-
uate older people’s level of awareness and understanding 
of the conversation [27], and ensure that the tempo of the 
conversation as set by the older person and family care-
giver is respected [22]. These skills also contribute to the 
nursing staff’s ability to get to know the older person’s 
way of communicating (as part of building a relationship) 
and thus their ability to apply listening and non-verbal 
observation skills correctly. Isaacson et al. [22] refer to 
this as “learning the older person’s rhythm.” This rhythm 

can be specific to how an older person expresses physical, 
spiritual, or emotional concerns [22].

Verbal communication skills
Nursing staff must be able to assess which words and 
verbal communication skills are appropriate in end-of-
life communication [12, 22, 26, 27]. For example, nurs-
ing staff prefers using the word “uncomfortable” over the 
word “pain” when assessing older people’s symptoms. 
This stimulates older people to share more information 
[22]. Moreover, sentences such as “Is there something 
you would like to do while you are still physically able?” 
are more appropriate compared to talking about “goals 
of care” [26]. Nursing staff must approach end-of-life 
communication in an open, detailed, narrative [26], and 
understandable [22] way. Combining this approach with 
the repetition of messages in different ways can be valu-
able to assure the older person understands the infor-
mation being said [22]. Wishes regarding nursing staff’s 
verbal communication are individual.

To support nursing staff’s verbal end-of-life communi-
cation skills, several tools are available. However, there is 
ambiguity around the usefulness of these tools in clini-
cal practice [26]. Tools support open and detailed com-
munication and are considered important to clarify older 
people’s attitudes [26]. However, the use of tools can also 
result in a lack of individuality and is considered counter-
intuitive to nursing staff’s professional attitude. Tools can 
contain direct questions, which are considered poten-
tially harmful to the quality and contemplation of end-of-
life communication [26].

Discussion
In this scoping review, the available literature regarding 
the fundamentals of end-of-life communication from the 
perspective of the nursing staff, older person, and fam-
ily caregiver was explored. Four themes emerged. First, 
“having a person-centered approach” is considered cen-
tral throughout the end-of-life communication process. 
Second, “preparing for end-of-life communication,” in 
which building a relationship between the nursing staff 
and the older person, assessing the readiness of the older 
person, timing and initiation of end-of-life communica-
tion, and practical requirements are fundamental. Third, 
“carrying out end-of-life communication” was identified, 
which focuses on the information needs of older people 
in end-of-life communication and pays attention to the 
older person-family relationship. Fourth, “professional 
attitude and required skills” was found, which included 
improving end-of-life communication skills, professional 
attitude, listening and (non-)verbal communication and 
observation skills as central aspects.

Nursing staff attunes end-of-life communication to the 
values and needs of older people to approach the process 
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in a person-centered manner. To be able to strive for this 
approach requires the application of the identified fun-
damentals in this review. Especially building a strong 
nursing staff-older-person relationship, which is consid-
ered the most important fundament of person-centered 
end-of-life communication and the basis of nursing care, 
requires a specific training process [30]. A strong rela-
tionship enables close, constructive, and effective com-
munication on an equal level between the nursing staff 
and the older person [31]. This corresponds to the Theory 
of Human Communication, which estimates that the fac-
tual level of communication (e.g., information, data, and 
figures) only constitutes 10–20% of communication. The 
remaining 80–90% are, often unconsciously, on a deeper 
relationship level [32]. Knowing each other enables nurs-
ing staff to assess and sometimes intuitively sense older 
people’s readiness, the right timing to initiate an end-of-
life conversation, and specific needs, and to accurately 
apply listening and (non-)verbal observation skills.

The results of this review emphasize that end-of-life 
communication is not a one-time conversation but a 
complex process that takes time, effort, and genuine 
interest in each other. When nursing staff is aware of the 
importance of a good relationship with older people, this 
helps them apply a tailored approach to end-of-life com-
munication according to the fundamentals identified in 
this review. According to the “Fundamentals of Care” 
framework, the development of trusting therapeutic rela-
tionships is also considered very important in nursing 
care in general [15]. The framework stresses the need to 
integrate people’s different fundamental needs, which are 
mediated through the nursing staff’s relational actions, 
like active listening and being empathic [15]. Mostly, 
informal conversations can contribute to this process. 
Informal conversations enable nursing staff to spend a 
lot of time with the older person, make communicating 
accessible, and build a trusting relationship. In addition, 
nursing staff’s holistic view of older people’s care enables 
them to build deep and strong relationships in which the 
older person is seen as a whole [33].

Relationships help to shape the way nursing staff and 
older people perceive and interact with each other [34]. 
This can also contribute to older people’s feeling of readi-
ness to engage in end-of-life communication. Older 
people should feel at ease and ready to discuss sensitive 
topics related to the end-of-life and with the nursing staff. 
A potential threat to this readiness could be the nursing 
staff not feeling ready to engage in end-of-life communi-
cation. This can lead to the avoidance of and insufficiency 
of end-of-life communication [35, 36]. While many stud-
ies describe the importance of readiness in (older) people 
as an important fundamental for end-of-life communi-
cation, nursing staff’s and family caregivers’ readiness is 
rarely mentioned [36–38]. This is also evident from the 

results of this review. Nevertheless, before engaging in 
the end-of-life communication process, every person 
involved should consider and be aware of their thoughts 
and values regarding death and dying and which poten-
tial factors might influence those. Especially nursing staff 
should be aware of their own thoughts and values regard-
ing the end-of-life to prevent them from negatively influ-
encing the end-of-life communication process, and to 
grow in the process itself.

End-of-life communication with older people should 
be initiated at an early stage, according to many stud-
ies. Remarkably, no studies included in this review solely 
focus on end-of-life communication in the home care 
setting, while initiating end-of-life communication in the 
hospital setting is often considered “too late.” In the home 
care setting, older people can be prepared for (future) 
decisions related to the end-of-life more easily, and before 
serious physical and cognitive limitations develop [39]. In 
addition, because of the continuity of care in the home 
care setting, more time can be spent building a strong 
nursing staff-older-person relationship. Early initiation of 
end-of-life communication in the home care setting can 
also contribute to the continuity of care between different 
healthcare settings, for example, when earlier discussed 
information between nursing staff and an older person is 
registered and shared appropriately between the different 
healthcare settings [39]. When nursing staff in different 
healthcare settings is aware of this information, building 
relationships might also become more convenient.

Strengths and limitations
To the authors’ best knowledge, this study is the first to 
compile an overview of the fundamentals of end-of-life 
communication with older people specifically performed 
by nursing staff (and their mutual interrelationships). In 
addition, the scoping review followed the sequential steps 
as described in the Johanna Briggs Institute Manual, with 
at least two researchers involved in each step. Further-
more, an interprofessional working group was involved in 
all phases of the study. This has contributed to the opti-
mization of the search strategy, the practical verification 
of the results, and therefore the reliability of the study. 
Besides these strengths, some limitations are also worth 
mentioning. First, only nine studies could be included in 
this review. This might be a result of the limited evidence 
but might also be due to the lack of a clear definition of 
end-of-life communication in studies on this subject. 
This is a general problem in studies on end-of-life com-
munication [40, 41], and was even more evident in this 
review. The focus on end-of-life communication as part 
of advance care planning is often not defined explicitly, 
but only written between the lines, which has made the 
selection process for the review complex. Second, while 
the studies included in this review covered a wide range 
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of end-of-life communication fundamentals, the in-
depth understanding and practical translations of these 
fundamentals were frequently lacking. Third, the studies 
included in this review primarily focus on the hospital 
setting and the nursing staff perspective. This is an often-
mentioned limitation in palliative care research [42] and 
has resulted in an underrepresentation of the home care 
and nursing home settings in the results of this review, 
and five of the eleven defined categories are not described 
from the perspective of the older person. Moreover, the 
family caregivers’ perspective was only mentioned in two 
of the included studies and the data described from this 
perspective were limited. The family caregiver perspec-
tive therefore was insufficiently described in this review. 
Fourth, the articles included in this review focus on for-
mally planned end-of-life communication, while infor-
mal end-of-life communication could greatly support 
building a nursing staff-older-person relationship and 
therefore end-of-life communication in general. Fifth, 
although the included studies were performed in seven 
different countries, these studies showed similar results. 
This is noteworthy as the delivery of palliative care can 
vary greatly between countries based on, for example, 
socioeconomic conditions and cultural issues [43]. Sixth, 
thesis databases and official websites were not searched 
as part of this review. This may have limited the search of 
this review.

Future research
The present scoping review indicates areas for future 
studies. First, some fundamentals lack a deep under-
standing and practical application. For example, it is 
unclear how to express and measure nursing staff’s 
adaptation of a professional attitude (e.g., being support-
ive, calm, and compassionate) in clinical practice. More 
qualitative research concerning in-depth descriptions 
of the fundamentals of end-of-life communication from 
the perspective of nursing staff, older people, and fam-
ily caregivers is necessary to increase the evidence base 
on this subject. In addition, these studies should focus 
on diverse healthcare settings (i.e., home care and nurs-
ing homes) to increase transferability. Second, qualitative 
research on formal and informal end-of-life communica-
tion between nursing staff and older people (and family 
caregivers) is necessary to explore the dynamics between 
the fundamentals and to add missing fundamentals to the 
provided overview. These strategies collectively contrib-
ute to developing resources to educate nursing staff in 
conducting and taking a central role in end-of-life com-
munication and in designing and implementing interven-
tions to support nursing staff in improving end-of-life 
communication.

Conclusions
The identified fundamentals of end-of-life communi-
cation can guide nursing staff in applying a tailored 
approach to end-of-life communication. end-of-life com-
munication is not a one-time conversation but a complex 
process that takes time, effort, and genuine interest in 
each other. Building a nursing staff-older-person rela-
tionship is considered the most important foundation for 
nursing staff and older people to engage in a person-cen-
tered end-of-life communication process. More qualita-
tive research is needed to improve practical translations 
and an in-depth understanding of the fundamentals, par-
ticularly from the perspective of older people and fam-
ily caregivers, as well as in home care and nursing home 
settings.
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