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What is already known about this topic?

•• The nurse-patient relationship is considered the foundation of palliative care nursing.
•• Nurse-patient relationships are founded on trust, empathy, authenticity, genuineness and intentionality.
•• Person-centred care requires palliative care nurses to form interpersonal relationships that elicit patients’ true wishes 

and recognise and respond to both their needs and emotional concerns.
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in palliative care: An integrative review  
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Abstract
Background: Nurse-patient relationships are an integral component of person-centred palliative care. Greater understanding of how 
nurse-patient relationships are fostered and perceived by patients and nurses can be used to inform nursing practice.
Aim: To systematically identify and synthesise how nurse-patient relationships are fostered in specialist inpatient palliative care 
settings, and how nurse-patient relationships were perceived by patients and nurses.
Design: Integrative review with narrative synthesis. The review protocol was registered with PROSPERO (CRD42022336148, 
updated April, 2023).
Data Sources: Five electronic databases (PubMed, CINAHL Complete, Medline, Web of Science and PsycINFO) were searched 
for articles published from their inception to December 2023. Studies were included if they (i) examined nurse and/or patient 
perspectives and experiences of nurse-patient relationships in specialist inpatient palliative care, (ii) were published in English in 
a (iii) peer-reviewed journal. The Mixed Methods Appraisal Tool was used to evaluate study quality. Data were synthesised using 
narrative synthesis.
Results: Thirty-four papers from 31 studies were included in this review. Studies were mostly qualitative and were of high 
methodological quality. Four themes were identified: (a) creating connections; (b) fostering meaningful patient engagement; (c) 
negotiating choices and (d) building trust.
Conclusions: Nurses and patients are invested in the nurse-patient relationship, benefitting when it is positive, therapeutic and both 
parties are valued partners in the care. Key elements of fostering the nurse-patient relationship in palliative care were revealed, 
however, the dominance of the nurses’ perspectives signifies that the nature and impact of these relationships may not be well 
understood.
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Introduction
Nurse-patient relationships are a core feature of person-
centred care in nursing.1 Nurse-patient relationships 
have been conceptualised as a key element of holistic 
care, together with physical and psychosocial dimen-
sions, intrinsically related to the discipline of nursing.2,3 
Despite many attempts to define the nurse-patient rela-
tionship there is no one universally accepted and used 
definition.4 Guiding principles include that the nurse-
patient relationship influences care incorporating the 
person’s perspective;5 it is holistic, compassionate, mutu-
ally beneficial to nurses, individuals and families;6,7 and 
understood to be safe and respectful.8 The nurse-patient 
relationship has also been referred as relationship-cen-
tred care,9 a caring relationship,6 patient-centred care,3 
and person-centred care.4

The philosophy of person-centred care is described as 
basic, human kindness and respectful behaviour,4 where 
care is impacted by the very nature and quality of that rela-
tionship.10 Critical to the success of the nurse-patient rela-
tionship is an awareness and sensitivity to the patient’s 
preferences, their responses and reactions,11 ensuring 
respectful and tailored care,6,12 that is therapeutic.13,14 
Patients from across all healthcare settings report valuing 
personalised treatment and positive interpersonal com-
munication.14 Patients report placing great significance on 
being treated with care, respect and dignity, and nurses 
connecting with each patient through simple acts of kind-
ness.15 Patients value being seen as a person, who is 
deserving of being treated respectfully with authentic 
compassion,16 with equal merit,17 and being included in 
decision-making.18,19 Several issues exist on how the nurse-
patient relationship is measured stemming primarily from 
a lack of conceptual and theoretical clarity around what 
constitutes the nurse–patient relationship.20 First and fore-
most is the context in which the nurse-patient relationship 
is developed or exists, which constitutes the context of 
care. The Fundamentals of Care Framework has been pro-
moted as key to explaining and guiding person-centred 

care, emphasising the importance of developing trust with 
the patient, anticipating patient needs and knowing 
enough about the patient to respond appropriately.3 The 
context of care as described in the framework is expressed 
in terms of policy and system level factors more readily 
applied to inpatient settings.3 Whilst the lack of specificity 
around the context of care has been recognised as a limita-
tion to the framework,12 the framework does emphasise 
the importance of the nurse-patient relationship as part of 
person-centred care in inpatient settings.

It is posited that identifying the ways in which nurses 
can develop relationships with patients when they encoun-
ter a range of challenges might be more useful.20 While 
there is significant rhetoric about the value of the nurse-
patient relationship in person-centred care,4 how nurses 
foster a positive and therapeutic relationship is less clear.11 
Rather, a person-centred approach to care that focuses on 
authentic shared decision-making and empowerment 
form the base on which the nurse-patient relationships 
develops.21,22 Evidence about nurse-patient relationships 
in palliative care from the patient’s perspective are com-
paratively limited.3 A previous review which explicated 
researcher concerns that asking patients with a life-limit-
ing illness to participate in research was too burdensome, 
or even unethical23 may partially account for this. Thus, 
building a comprehensive understanding requires that 
patient and nurse perspectives are examined together. 
Therefore, the aim of this integrative review was to iden-
tify and synthesise the research evidence on how nurse-
patient relationships (i) are fostered in inpatient specialist 
palliative and hospice care services and settings and (ii) 
perceived from the nurse and patient perspectives.

Methods

Design
This integrative review was undertaken to answer the 
research question, using an approach similar to the pre-
liminary stages of (i) problem identification, (ii) literature 

What this paper adds

•• The nurse-patient relationship is contingent on the patients’ trust of the nurses’ authenticity.
•• Nurses are not aware that their verbal and non-verbal communication do not always align creating apprehension in 

patients.
•• The need for further research from the patient perspective on the authentic behaviours that foster the nurse-patient 

relationship is warranted.

Implications for practice, theory or policy

•• A greater emphasis on strategies or models to promote positive nurse-patient relationships in palliative care are needed.
•• Identification of the various components or phases of the nurse-patient interaction that develop positive relationships 

perceived by the patient are necessary for optimal, ethical and culturally respectful health outcomes.
•• Actions to aid in understanding each person’s unique needs are key to person-centred care.
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search and (iii) data evaluation described by Whittemore 
and Knafl.24 Reporting of this review was guided by the 
Preferred Reporting Items for Systematic reviews and 
Meta-Analyses: The PRISMA Statement.25 The integrative 
review protocol was registered prospectively with 
Prospero #CRD42022336148, and updated in April 2023.

Search strategy
A comprehensive search of five electronic databases was 
initially conducted in June 2022 and updated in December 
2023. Databases searched were CINAHL Complete, 
PsycINFO, MEDLINE (via OVID), PubMed and Web of 
Science, guided by the inclusion and exclusion criteria 
(Table 1).

A search strategy was developed with a health-sciences 
librarian and used MeSH terms for the concepts: ‘nurse’, 
‘nurse-patient’, ‘patient’ and ‘relationship’ with combina-
tions of terminal* OR palliative OR ‘end of life’ OR ‘hos-
pice care’ AND ‘nurse-patient’ OR ‘nurse-client’ AND 
interact* OR relation*. The phenomenon of interest was 
nurse-patient relationships in specialist palliative care or 
hospice care inpatient settings. Results were limited to 
English language, with no time limit applied (Table 2).

The search yielded 1763 citations, which were imported 
into EndNote v.20.26 Duplicate citations were removed in 

EndNote and the remaining citations were exported to 
Covidence,27 where additional duplicate citations were 
automatically identified and removed. Citations were 
independently screened first by title and abstract, then 
full text, by two members of the research team. Conflicts 
were resolved by team consensus.

Quality appraisal
Quality appraisal was undertaken independently by three 
members of the research team to assess the quality, 
methodological rigour and risk of bias of each study 
included in the final review using the Mixed Methods 
Assessment Tool (MMAT).28 Discrepancies were discussed 
by all members of the research team until final scores 
were agreed upon. Regardless of the MMAT scores, all 
articles meeting the inclusion criteria were included 
because it was considered they may include valuable 
data. Factors that contributed to lower scores are detailed 
in Table 3.

Data extraction
Data about key features including authors, year of  
publication, country, purpose/aim, setting and context, 
sample, study design, data collection method/s and key 

Table 1. Inclusion and exclusion criteria.

Inclusion criteria Exclusion criteria

Peer reviewed publications
Primary research conducted in specialist inpatient palliative care or hospice settings*#

Sample/participants include
  Adults over the age of 18 diagnosed with a life-limiting illness receiving palliative 

care in a specific palliative care unit or hospice, and/or
 Their significant others (such as family and carers), and/or
  Registered and/or enrolled nurses who cared for adult patients (>18 years old)
Focus on the nurse-patient relationship Published in English

Abstracts, letters to the editor, opinion pieces 
or education-focused pieces
Sample includes other health professionals or 
professional groups, where the data are not 
separated.
Patient sample includes children or adolescents, 
and /or significant others, under 18 years of 
age, where the data are not separated

*Where a study included non-inpatient settings, only data/quotes pertaining to inpatient settings were extracted.
#Where a study included mixed participant groups, only data pertaining to participants involved in inpatient care were extracted.

Table 2. Search terms used in the integrative review.

Search term type Concept 1 Concept 2 Concept 3 Concept 4

Keywords Terminal* or palliative or ‘end-of-life’ 
or hospice

‘Nurse-patient’ or 
‘nurse-client’ or ‘patient-
nurse’ or ‘client-nurse’

Adult* Interact* or relation* 
or connect*

Subject headings
 Medline/PubMed (MeSH) Terminal Care/ or Palliative Care/ or 

Hospice Care/ or Terminally Ill/
Nurse-Patient Relations/ exp Adult/  

 PsycINFO Palliative Care/ or Hospice/ or 
Terminally Ill Patients/

Therapeutic Processes  

 CINAHL complete MH = ‘Terminal Care’ or ‘Palliative 
Care’ or ‘Hospice Care’ or ‘Terminally 
Ill Patients’ or ‘Hospice Patients’

MH = ’Nurse-Patient 
Relations’

MH = ’Adult+’  

 Web of Science Keywords only  
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e 
ca

re
 a

nd
 to

 id
en

tif
y 

ed
uc

at
io

na
l a

nd
 su

pp
or

t o
pp

or
tu

ni
tie

s f
or

 n
ur

se
s.

Ph
en

om
en

ol
og

y 
us

in
g 

in
te

rv
ie

w
s.

Ac
ut

e 
in

pa
tie

nt
 o

nc
ol

og
y 

an
d 

pa
lli

at
iv

e 
ca

re
 u

ni
ts

 in
 h

os
pi

ta
l.

O
nc

ol
og

y 
nu

rs
es

 (n
 =

 1
4)

.
Pa

lli
at

iv
e 

ca
re

 n
ur

se
s (

n 
= 

14
).

Fo
ur

 th
em

es
 (a

) c
op

in
g 

w
ith

 in
te

rp
er

so
na

l c
om

m
un

ic
at

io
n 

er
ro

rs
 d

ur
in

g 
th

e 
tr

an
sit

io
n,

 (b
) 

re
sp

on
di

ng
 to

 p
at

ie
nt

/f
am

ily
 re

ac
tio

ns
 to

 m
isc

om
m

un
ic

at
io

n 
ab

ou
t t

he
 g

oa
ls 

of
 c

ar
e,

 (c
) 

na
vi

ga
tin

g 
em

ot
io

na
l c

on
ne

ct
io

n 
to

 p
at

ie
nt

s a
nd

 (d
) a

da
pt

in
g 

to
 so

ci
oc

ul
tu

ra
l f

ac
to

rs
 th

at
 

in
flu

en
ce

 in
fo

rm
at

io
n 

ex
ch

an
ge

.

10
0

U
na

bl
e 

to
 a

sc
er

ta
in

 if
 c

on
se

nt
 w

as
 

ob
ta

in
ed

.

Cl
ov

er
 e

t a
l. 

(2
00

4)
, 

Au
st

ra
lia

To
 e

xp
lo

re
 p

at
ie

nt
s’

 u
nd

er
st

an
di

ng
 o

f t
he

ir 
di

sc
us

sio
ns

 a
bo

ut
 e

nd
-o

f-l
ife

 c
ar

e 
w

ith
 n

ur
se

s i
n 

a 
pa

lli
at

iv
e 

ca
re

 se
tt

in
g.

M
od

ifi
ed

 g
ro

un
de

d 
th

eo
ry

 u
sin

g 
in

te
rv

ie
w

s.

In
pa

tie
nt

s o
f a

 p
al

lia
tiv

e 
ca

re
 

pr
og

ra
m

.
Pa

tie
nt

s (
n 

= 
11

).

An
al

ys
is 

re
ve

al
ed

 si
x 

ap
pr

oa
ch

es
 th

at
 p

at
ie

nt
s i

n 
pa

lli
at

iv
e 

ca
re

 u
se

d 
w

hi
ch

 w
er

e 
de

pe
nd

an
t 

on
 th

e 
ty

pe
 o

f d
ec

isi
on

 th
ey

 n
ee

de
d 

to
 m

ak
e:

 w
ai

t a
nd

 se
e,

 q
ui

et
 a

cc
ep

ta
nc

e,
 a

ct
iv

e 
ac

ce
pt

an
ce

, t
ol

er
at

in
g 

bo
ss

in
es

s,
 n

eg
ot

ia
tio

n 
an

d 
be

in
g 

ad
am

an
t.

10
0

 

De
an

 a
nd

 
Gr

eg
or

y 
(2

00
5)

, 
Ca

na
da

To
 e

xt
en

siv
el

y 
de

sc
rib

e 
oc

ca
sio

ns
 w

he
re

 h
um

ou
r a

nd
 la

ug
ht

er
 o

cc
ur

re
d;

 
th

e 
fu

nc
tio

ns
 se

rv
ed

 b
y 

hu
m

ou
r a

nd
 la

ug
ht

er
; a

nd
 th

e 
id

en
tif

ic
at

io
n 

of
 

ci
rc

um
st

an
ce

s w
he

re
 h

um
ou

r a
nd

 la
ug

ht
er

 w
er

e 
ex

pe
rie

nc
ed

 o
r o

bs
er

ve
d 

as
 

in
ap

pr
op

ria
te

 in
 th

e 
co

nt
ex

t o
f p

al
lia

tiv
e 

ca
re

.
Cl

in
ic

al
 e

th
no

gr
ap

hy
 u

sin
g 

ob
se

rv
at

io
ns

 a
nd

 in
te

rv
ie

w
s.

In
pa

tie
nt

 p
al

lia
tiv

e 
ca

re
 u

ni
t 

w
ith

 3
0 

be
ds

.
N

ur
se

s (
n 

= 
17

).

Fu
nc

tio
ns

 o
f h

um
ou

r i
n 

pa
lli

at
iv

e 
ca

re
 in

cl
ud

e;
 b

ui
ld

in
g 

re
la

tio
ns

hi
ps

, c
on

te
nd

in
g 

w
ith

 
ci

rc
um

st
an

ce
s a

nd
 e

xp
re

ss
in

g 
se

ns
ib

ili
ty

.
10

0
 

Ge
or

ge
s e

t a
l. 

(2
00

2)
, B

el
gi

um
To

 d
es

cr
ib

e 
th

e 
pe

rc
ep

tio
ns

 o
f n

ur
se

s a
bo

ut
 th

e 
na

tu
re

 o
f t

he
ir 

w
or

k 
as

 
pa

lli
at

iv
e 

ca
re

 n
ur

se
s a

nd
 to

 g
ai

n 
in

sig
ht

 in
to

 th
e 

pr
ob

le
m

s t
he

y 
ex

pe
rie

nc
e.

Q
ua

lit
at

iv
e 

us
in

g 
ob

se
rv

at
io

n.

In
pa

tie
nt

 p
al

lia
tiv

e 
ca

re
 u

ni
t i

n 
an

 a
ca

de
m

ic
 c

an
ce

r h
os

pi
ta

l.
N

ur
se

s (
n 

= 
24

).

Tw
o 

m
ai

n 
pe

rc
ep

tio
ns

 e
m

er
ge

d 
fr

om
 th

e 
da

ta
: ‘

st
riv

in
g 

to
 a

do
pt

 a
 w

el
l-o

rg
an

ise
d 

an
d 

pu
rp

os
ef

ul
 a

pp
ro

ac
h’

 a
nd

 ‘s
tr

iv
in

g 
to

 in
cr

ea
se

 th
e 

w
el

l-b
ei

ng
 o

f t
he

 p
at

ie
nt

’. 
Th

es
e 

pe
rc

ep
tio

ns
 a

re
 d

iv
er

ge
nt

 a
nd

 le
ad

 to
 a

 d
iff

er
en

t a
pp

ro
ac

h 
to

 p
at

ie
nt

 c
ar

e 
an

d 
to

 o
ne

’s
 o

w
n 

re
al

ity
 a

s a
 p

al
lia

tiv
e 

ca
re

 n
ur

se
.

10
0

U
na

bl
e 

to
 a

sc
er

ta
in

 if
 c

on
se

nt
 w

as
 

ob
ta

in
ed

.

Hi
ll 

et
 a

l. 
(2

01
4)

, U
ni

te
d 

Ki
ng

do
m

To
 e

xa
m

in
e 

th
e 

as
so

ci
at

io
n 

be
tw

ee
n 

fa
m

ili
ar

ity
 a

nd
 th

e 
pr

ov
isi

on
 o

f 
ps

yc
ho

so
ci

al
 c

ar
e 

by
 p

ro
fe

ss
io

na
ls 

in
 a

 h
os

pi
ce

 se
tt

in
g.

Gr
ou

nd
ed

 th
eo

ry
 u

sin
g 

ob
se

rv
at

io
n,

 in
te

rv
ie

w
s,

 o
rg

an
isa

tio
na

l a
nd

 
do

cu
m

en
ta

ry
 a

na
ly

sis
.

In
pa

tie
nt

 sp
ec

ia
lis

t p
al

lia
tiv

e 
ca

re
 u

ni
t w

ith
 2

4 
be

ds
.

N
ur

se
s (

n 
= 

38
).

Pa
tie

nt
s (

n 
= 

47
).

Ps
yc

ho
so

ci
al

 su
pp

or
t c

an
 b

e 
pr

ov
id

ed
 o

n 
a 

pa
tie

nt
’s

 fi
rs

t c
on

ta
ct

 a
nd

 d
oe

s n
ot

 re
ly

 o
n 

bu
ild

in
g 

a 
pr

of
es

sio
na

l p
at

ie
nt

 re
la

tio
ns

hi
p.

10
0

 

Hi
ll 

et
 a

l. 
(2

01
5)

, U
ni

te
d 

Ki
ng

do
m

To
 e

xp
lo

re
 p

at
ie

nt
s’

 e
xp

re
ss

io
ns

 o
f p

sy
ch

os
oc

ia
l n

ee
ds

 a
nd

 n
ur

se
s’

 re
sp

on
se

s 
to

 th
em

 in
 a

 h
os

pi
ce

 se
tt

in
g.

Se
co

nd
ar

y 
an

al
ys

is 
of

 o
rig

in
al

 st
ud

y.

In
pa

tie
nt

 sp
ec

ia
lis

t p
al

lia
tiv

e 
ca

re
 u

ni
t w

ith
 2

4 
be

ds
.

N
ur

se
s (

n 
= 

38
).

Pa
tie

nt
s (

n 
= 

47
).

N
ur

se
s i

m
m

ed
ia

te
ly

 re
sp

on
d 

to
 p

at
ie

nt
s’

 p
sy

ch
os

oc
ia

l n
ee

ds
 in

 o
ne

 o
f f

ou
r w

ay
s:

 ‘d
ea

lin
g’

, 
‘d

ef
er

rin
g’

, ‘
du

ck
in

g’
 o

r ‘
di

ve
rt

in
g’

.
 8

0
Th

e 
ra

tio
na

le
 fo

r u
sin

g 
m

ix
ed

 
m

et
ho

ds
 d

es
ig

n 
w

as
 n

ot
 d

es
cr

ib
ed

. 
St

ud
y 

w
as

 o
bs

er
va

tio
na

l a
nd

 
in

te
rv

ie
w

s.
Is

aa
cs

on
 a

nd
 

M
in

to
n 

(2
01

8)
, 

U
ni

te
d 

St
at

es

To
 u

nd
er

st
an

d 
th

e 
co

m
m

un
ic

at
io

n 
pr

ac
tic

es
 u

se
d 

by
 ru

ra
l a

nd
 u

rb
an

 h
os

pi
ce

/
pa

lli
at

iv
e 

ca
re

 n
ur

se
s w

he
n 

en
ga

gi
ng

 p
at

ie
nt

s a
nd

 fa
m

ili
es

 in
 d

ec
isi

on
-m

ak
in

g 
at

 E
O

L.
Q

ua
lit

at
iv

e 
us

in
g 

in
te

rv
ie

w
s.

In
pa

tie
nt

 h
os

pi
ce

/p
al

lia
tiv

e 
ca

re
.

N
ur

se
s (

10
).

N
ur

se
s g

ui
de

 a
nd

 o
rc

he
st

ra
te

 c
om

m
un

ic
at

io
n 

us
in

g 
sk

ill
s a

s i
nf

or
m

at
io

n 
br

ok
er

, p
at

ie
nt

 
ad

vo
ca

te
 a

nd
 su

pp
or

te
r; 

co
nc

ep
ts

 o
f t

ru
st

, h
on

es
ty

, a
tt

en
tiv

e 
lis

te
ni

ng
, p

re
se

nc
e,

 c
on

ta
ct

 
an

d 
re

pe
tit

io
n.

10
0

 

 (C
on

tin
ue

d)
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Au
th

or
 (y

ea
r 

of
 p

ub
lic

at
io

n)
, 

co
un

tr
y

St
ud

y 
ai

m
 a

nd
 d

es
ig

n
Se

tt
in

g 
an

d 
sa

m
pl

e
Fi

nd
in

gs
Q

ua
lit

y 
ap

pr
ai

sa
l M

M
AT

 sc
or

es

%
 o

f 
cr

ite
ria

 
m

et

Co
m

m
en

ts

Jo
hn

st
on

 
an

d 
Sm

ith
 

(2
00

6)
, U

ni
te

d 
Ki

ng
do

m

To
 e

xp
lo

re
 th

e 
pe

rc
ep

tio
ns

 o
f p

at
ie

nt
s a

nd
 n

ur
se

s o
f p

al
lia

tiv
e 

ca
re

, a
nd

 
pa

rt
ic

ul
ar

ly
 th

e 
co

nc
ep

t o
f t

he
 e

xp
er

t p
al

lia
tiv

e 
nu

rs
e.

Q
ua

lit
at

iv
e 

us
in

g 
in

te
rv

ie
w

s.

Tw
o 

ac
ut

e 
ca

re
 h

os
pi

ta
ls 

an
d 

tw
o 

in
pa

tie
nt

 h
os

pi
ce

s.
Re

gi
st

er
ed

 n
ur

se
s (

n 
= 

22
).

Pa
tie

nt
s (

n 
= 

22
).

Ex
pe

rt
ise

 in
 p

al
lia

tiv
e 

ca
re

 n
ur

sin
g 

w
as

 d
ef

in
ed

 b
y 

pa
tie

nt
s a

nd
 n

ur
se

s a
s h

av
in

g 
re

la
tio

ns
hi

ps
 

w
ith

 p
at

ie
nt

s,
 in

vo
lv

in
g 

ef
fe

ct
iv

e 
co

m
m

un
ic

at
io

n 
sk

ill
s,

 p
ro

vi
di

ng
 c

om
fo

rt
 a

nd
 k

no
w

le
dg

e.
 

Ps
yc

ho
lo

gi
ca

l a
sp

ec
ts

 o
f c

ar
e,

 p
ar

tic
ul

ar
ly

 in
te

rp
er

so
na

l c
om

m
un

ic
at

io
n,

 a
re

 m
or

e 
im

po
rt

an
t 

th
an

 p
hy

sic
al

 a
sp

ec
ts

 o
f p

al
lia

tiv
e 

nu
rs

in
g.

 D
yi

ng
 p

at
ie

nt
s c

an
, a

nd
 w

ish
 to

, p
ar

tic
ip

at
e 

in
 

re
se

ar
ch

.

10
0

 

Jo
hn

st
on

e 
et

 a
l. 

(2
01

8)
, 

Au
st

ra
lia

To
 e

xp
lo

re
 a

nd
 d

es
cr

ib
e 

th
e 

sp
ec

ifi
c 

pr
oc

es
se

s t
ha

t n
ur

se
s u

se
 to

 fo
st

er
 tr

us
t 

an
d 

ov
er

co
m

e 
po

ss
ib

le
 c

ul
tu

ra
l m

ist
ru

st
 w

he
n 

ca
rin

g 
fo

r o
ld

er
 im

m
ig

ra
nt

s o
f 

no
n-

En
gl

ish
 sp

ea
ki

ng
 b

ac
kg

ro
un

ds
 h

os
pi

ta
lis

ed
 fo

r e
nd

-o
f-l

ife
 c

ar
e.

Q
ua

lit
at

iv
e 

us
in

g 
in

te
rv

ie
w

s.

Fo
ur

 m
et

ro
po

lit
an

 h
ea

lth
 

se
rv

ic
es

 o
ffe

rin
g 

in
pa

tie
nt

 
pa

lli
at

iv
e 

ca
re

.
Re

gi
st

er
ed

 n
ur

se
s (

n 
= 

22
).

Fo
st

er
in

g 
tr

us
t e

nc
om

pa
ss

ed
 3

 c
om

m
en

su
ra

te
 st

ag
es

: e
st

ab
lis

hi
ng

 tr
us

t, 
st

re
ng

th
en

in
g 

tr
us

t a
nd

 su
st

ai
ni

ng
 tr

us
t. 

M
or

al
 c

om
m

itm
en

t t
o 

fo
st

er
in

g 
tr

us
t a

s a
n 

es
se

nt
ia

l i
ng

re
di

en
t o

f 
qu

al
ity

 e
nd

-o
f-l

ife
 c

ar
e.

10
0

Th
er

e 
w

as
 n

o 
cl

ea
r q

ua
lit

at
iv

e 
re

se
ar

ch
 q

ue
st

io
n 

pr
op

os
ed

 w
ith

 th
e 

ai
m

 o
nl

y 
pr

es
en

te
d 

in
 th

e 
ab

st
ra

ct
.

Ke
al

l e
t a

l. 
(2

01
4)

, 
Au

st
ra

lia

To
 in

ve
st

ig
at

e 
th

e 
fa

ci
lit

at
or

s,
 b

ar
rie

rs
 a

nd
 st

ra
te

gi
es

 th
at

 A
us

tr
al

ia
n 

pa
lli

at
iv

e 
ca

re
 n

ur
se

s i
de

nt
ify

 in
 p

ro
vi

di
ng

 e
xi

st
en

tia
l a

nd
 sp

iri
tu

al
 c

ar
e 

fo
r p

at
ie

nt
s w

ith
 

a 
lif

e-
lim

iti
ng

 il
ln

es
s.

Q
ua

lit
at

iv
e 

us
in

g 
in

te
rv

ie
w

s.

In
pa

tie
nt

 p
al

lia
tiv

e 
ca

re
 se

rv
ice

s 
in

 co
m

m
un

ity
, i

np
at

ie
nt

 u
ni

t i
n 

an
 

ac
ut

e 
ho

sp
ita

l w
ith

in
 a

 m
aj

or
 ci

ty
, 

la
rg

e 
m

et
ro

po
lit

an
 a

re
a,

 se
m

i-
ru

ra
l a

nd
 re

m
ot

e 
ru

ra
l a

re
as

.
Pa

lli
at

iv
e 

ca
re

 n
ur

se
s (

n 
= 

20
).

Th
e 

de
ve

lo
pm

en
t o

f t
he

 n
ur

se
-p

at
ie

nt
 re

la
tio

ns
hi

p 
re

qu
ire

s g
oo

d 
co

m
m

un
ic

at
io

n 
sk

ill
s a

nd
 

‘c
re

at
in

g 
op

en
in

gs
’ t

o 
fa

ci
lit

at
e 

ca
re

. B
ar

rie
rs

 in
cl

ud
ed

 la
ck

 o
f t

im
e,

 sk
ill

s,
 p

riv
ac

y 
an

d 
fe

ar
 o

f 
w

ha
t t

he
y 

m
ig

ht
 u

nc
ov

er
 u

nr
es

ol
ve

d 
sy

m
pt

om
s a

nd
 d

iff
er

en
ce

s i
n 

cu
ltu

re
 o

r b
el

ie
f.

10
0

U
na

bl
e 

to
 a

sc
er

ta
in

 if
 e

th
ic

s w
as

 
ob

ta
in

ed
.

Ko
zlo

w
sk

a 
et

 a
l. 

(2
01

2)
, P

ol
an

d
To

 a
sc

er
ta

in
 w

ha
t m

et
ho

ds
 o

f c
om

m
un

ic
at

io
n 

nu
rs

es
 u

se
d 

du
rin

g 
in

te
ra

ct
io

ns
 

w
ith

 p
at

ie
nt

s n
ea

rin
g 

th
e 

en
d 

of
 th

ei
r l

iv
es

, w
ith

 a
 p

ar
tic

ul
ar

 fo
cu

s o
n 

no
n-

ve
rb

al
 c

om
m

un
ic

at
io

n.
Q

ua
nt

ita
tiv

e 
us

in
g 

su
rv

ey
.

Fi
ve

 in
pa

tie
nt

 h
os

pi
ce

s.
N

ur
se

s (
n 

= 
95

).
N

ur
se

s (
48

%
) u

se
d 

no
n-

ve
rb

al
 c

om
m

un
ic

at
io

n 
co

ns
ci

ou
sly

 a
nd

 w
ith

 a
 c

er
ta

in
 a

im
 a

nd
 3

7%
 

re
po

rt
ed

 th
at

 th
ey

 so
m

et
im

es
 d

id
. C

om
pa

ss
io

n 
w

as
 e

xp
re

ss
ed

 th
ro

ug
h,

 h
ol

di
ng

 p
at

ie
nt

s’
 

ha
nd

, s
ile

nt
ly

 k
ee

pi
ng

 c
om

pa
ny

, s
m

ili
ng

, s
us

ta
in

in
g 

ey
e 

co
nt

ac
t (

22
%

 c
om

pa
ss

io
n 

is 
ex

pr
es

se
d 

th
ro

ug
h 

ve
rb

al
 c

on
ta

ct
).

 8
0

U
na

bl
e 

to
 d

et
er

m
in

e 
if 

et
hi

cs
 w

as
 

ob
ta

in
ed

. A
 su

rv
ey

 a
s a

 m
ea

su
re

m
en

t 
w

as
 d

ee
m

ed
 n

ot
 th

e 
be

st
 to

ol
 to

 
an

sw
er

 th
e 

re
se

ar
ch

 q
ue

st
io

n.
Kw

on
 e

t a
l. 

(2
02

0)
, S

ou
th

 
Ko

re
a

To
 e

xp
lo

re
 th

e 
se

ns
iti

ve
 n

ur
sin

g 
ca

re
 p

ro
vi

de
d 

by
 n

ur
se

s w
ho

 c
ar

e 
fo

r 
te

rm
in

al
ly

 il
l i

nd
iv

id
ua

ls 
w

ith
 c

an
ce

r.
Q

ua
lit

at
iv

e 
us

in
g 

a 
5-

po
in

t L
ik

er
t s

ca
le

 o
f 4

8 
qu

es
tio

ns
; i

nd
iv

id
ua

l i
nt

er
vi

ew
s 

(fa
ce

-t
o-

fa
ce

, t
el

ep
ho

ne
 a

nd
 e

m
ai

l).

N
in

e 
sp

ec
ia

lis
ed

 in
pa

tie
nt

 u
rb

an
 

ho
sp

ic
es

.
N

ur
se

s (
n 

= 
20

).
16

 H
os

pi
ce

 sp
ec

ia
lis

t n
ur

se
s;

 4
 

no
n-

sp
ec

ia
lis

t h
os

pi
ce

 n
ur

se
s 

w
ith

 h
os

pi
ce

 tr
ai

ni
ng

.

An
al

ys
is 

of
 th

e 
nu

rs
es

’ s
en

sit
iv

e 
nu

rs
in

g 
ca

re
 re

ve
al

ed
 tw

o 
di

m
en

sio
ns

 c
on

sis
tin

g 
of

 se
ns

iti
ve

 
at

tit
ud

es
 a

nd
 se

ns
iti

ve
 n

ur
sin

g 
be

ha
vi

ou
rs

. A
 se

ns
iti

ve
 n

ur
sin

g 
at

tit
ud

e 
w

as
 a

 p
re

re
qu

isi
te

 fo
r 

se
ns

iti
ve

 n
ur

sin
g 

be
ha

vi
ou

r.
Fo

ur
 se

ns
iti

ve
 a

tt
itu

de
s i

nc
lu

de
d;

 re
fle

ct
iv

e 
th

in
ki

ng
, a

n 
ac

ce
pt

in
g 

at
tit

ud
e 

to
w

ar
d 

de
at

h,
 

in
tu

iti
on

 a
nd

 o
pe

n-
m

in
de

dn
es

s.
 F

ou
r s

en
sit

iv
e 

nu
rs

in
g 

be
ha

vi
ou

rs
 in

cl
ud

ed
; l

ist
en

in
g,

 
re

sp
on

di
ng

 to
 p

at
ie

nt
s i

n 
a 

m
an

ne
r s

ui
ta

bl
e 

to
 th

ei
r c

on
di

tio
ns

, q
ui

ck
ly

 re
sp

on
di

ng
 to

 
pa

tie
nt

s’
 p

ro
bl

em
s a

nd
 p

ro
vi

di
ng

 a
 m

om
en

t s
ay

in
g 

fa
re

w
el

l).

10
0

 

La
ng

eg
ar

d 
an

d 
Ah

lb
er

g 
(2

00
9)

, 
Sw

ed
en

To
 in

cr
ea

se
 k

no
w

le
dg

e 
of

 w
ha

t p
at

ie
nt

s w
ith

 in
cu

ra
bl

e 
ca

nc
er

 h
av

e 
fo

un
d 

co
ns

ol
in

g 
du

rin
g 

th
e 

co
ur

se
 o

f t
he

 d
ise

as
e.

Q
ua

lit
at

iv
e,

 d
es

cr
ip

tiv
e 

m
et

ho
d,

 c
ro

ss
-s

ec
tio

na
l a

na
ly

sis
 u

sin
g 

se
m

i-
st

ru
ct

ur
ed

 in
te

rv
ie

w
s.

In
pa

tie
nt

 h
os

pi
ce

.
Pa

tie
nt

s (
n 

= 
10

).
‘B

ei
ng

 se
en

’ t
o 

be
 se

en
 a

nd
, t

he
re

fo
re

 c
on

so
le

d 
re

su
lts

 fr
om

 e
xp

er
ie

nc
in

g 
a 

se
ns

e 
of

 
co

nn
ec

tio
n,

 se
lf-

co
nt

ro
l, 

af
fir

m
at

io
n 

an
d 

ac
ce

pt
an

ce
.

10
0

 

M
cC

ab
e 

et
 a

l. 
(2

01
2)

, 
Au

st
ra

lia

To
 d

es
cr

ib
e 

pa
lli

at
iv

e 
ca

re
 n

ur
se

s’
 c

on
fid

en
ce

 a
nd

 sk
ill

s a
s w

el
l a

s t
he

ir 
pe

rc
ep

tio
n 

of
 th

e 
ba

rr
ie

rs
 to

 w
or

ki
ng

 w
ith

 d
ep

re
ss

ed
 p

at
ie

nt
s.

Q
ua

lit
at

iv
e 

us
in

g 
su

rv
ey

.

Th
re

e 
in

pa
tie

nt
 p

al
lia

tiv
e 

ca
re

 
se

rv
ic

es
.

N
ur

se
s (

n 
= 

69
).

O
ne

-t
hi

rd
 re

po
rt

ed
 lo

w
 c

on
fid

en
ce

 in
 re

co
gn

isi
ng

 d
ep

re
ss

io
n,

 tw
o-

th
ird

s e
nd

or
se

d 
la

ck
 o

f 
tr

ai
ni

ng
 a

nd
 k

no
w

le
dg

e 
to

 d
et

ec
tin

g 
de

pr
es

sio
n,

 o
ne

-t
hi

rd
 in

di
ca

te
d 

la
ck

 o
f c

on
fid

en
ce

 in
 

m
on

ito
rin

g 
sy

m
pt

om
s o

f d
ep

re
ss

io
n.

10
0

 

M
cC

al
lin

 
(2

01
1)

, N
ew

 
Ze

al
an

d

To
 g

en
er

at
e 

a 
gr

ou
nd

ed
 th

eo
ry

 o
f n

ur
sin

g 
pr

ac
tic

e 
in

 e
nd

-o
f-l

ife
 c

ar
e.

Q
ua

lit
at

iv
e 

us
in

g 
se

m
i-s

tr
uc

tu
re

d 
in

te
rv

ie
w

s.
Th

eo
re

tic
al

 sa
m

pl
in

g 
an

d 
m

em
o 

w
rit

in
g 

fu
rt

he
re

d 
th

eo
re

tic
al

 d
ev

el
op

m
en

t.

Tw
o 

ho
sp

ic
es

, a
n 

ag
ed

 c
ar

e 
fa

ci
lit

y,
 a

n 
ac

ut
e 

pa
ed

ia
tr

ic
 

ho
sp

ita
l a

nd
 a

n 
ac

ut
e 

ca
re

 
ho

sp
ita

l a
ll 

of
fe

rin
g 

in
pa

tie
nt

 
ca

re
.

Re
gi

st
er

ed
 n

ur
se

s (
n 

= 
30

).

Th
e 

m
ai

n 
co

nc
er

n 
fo

r n
ur

se
s i

n 
en

d-
of

-li
fe

 c
ar

e 
w

as
 th

at
 p

at
ie

nt
s,

 fa
m

ili
es

 a
nd

 n
ur

se
s h

ad
 

di
ffe

re
nt

 e
xp

ec
ta

tio
ns

 o
f h

ow
 e

nd
-o

f-l
ife

 c
ar

e 
m

ig
ht

 b
e 

m
an

ag
ed

. N
ur

se
s u

se
d 

th
e 

pr
oc

es
s o

f 
m

od
er

at
ed

 g
ui

di
ng

 to
 m

an
ag

e 
di

ffe
re

nt
 e

xp
ec

ta
tio

ns
 in

 e
nd

-o
f-l

ife
 c

ar
e.

 N
ur

se
s p

re
fe

re
nc

ed
 

pa
tie

nt
/f

am
ily

 w
ou

ld
 c

on
tr

ol
 w

ha
t h

ap
pe

ne
d 

at
 th

e 
en

d-
of

-li
fe

; o
ft

en
 e

xp
ec

ta
tio

ns
 w

er
e 

id
ea

lis
tic

, a
nd

 p
at

ie
nt

 a
nd

/o
r f

am
ily

 h
ad

 n
o 

id
ea

 w
ha

t t
o 

ex
pe

ct
.

10
0

U
na

bl
e 

to
 a

sc
er

ta
in

 if
 c

on
se

nt
 w

as
 

ob
ta

in
ed

.

M
in

to
n 

et
 a

l. 
(2

01
8)

, U
ni

te
d 

St
at

es

To
 d

es
cr

ib
e 

ru
ra

l a
nd

 u
rb

an
 p

al
lia

tiv
e/

ho
sp

ic
e 

ca
re

 n
ur

se
s’

 c
om

m
un

ic
at

io
n 

st
ra

te
gi

es
 w

hi
le

 p
ro

vi
di

ng
 sp

iri
tu

al
 c

ar
e 

fo
r p

at
ie

nt
s a

nd
 fa

m
ili

es
 a

t e
nd

 o
f l

ife
.

Q
ua

lit
at

iv
e 

us
in

g 
in

di
vi

du
al

 in
te

rv
ie

w
s.

Ru
ra

l a
nd

 u
rb

an
 h

os
pi

ce
s a

nd
 

nu
rs

in
g 

ho
m

e 
se

tt
in

gs
 o

ffe
rin

g 
in

pa
tie

nt
 p

al
lia

tiv
e 

ca
re

.
Pa

lli
at

iv
e/

ho
sp

ic
e 

ca
re

 n
ur

se
s 

(n
 =

 1
0)

.

Se
nt

ie
nc

e 
in

cl
ud

es
 th

e 
ca

pa
ci

ty
 to

 a
ct

, a
 w

ill
in

gn
es

s t
o 

en
te

r t
he

 u
nk

no
w

n 
an

d 
th

e 
ab

ili
ty

 
to

 h
av

e 
de

ep
 m

ea
ni

ng
fu

l c
on

ve
rs

at
io

ns
 w

ith
 p

at
ie

nt
s r

eg
ar

dl
es

s o
f t

he
 p

at
h 

it 
m

ay
 y

ie
ld

. 
Su

bt
he

m
es

 in
cl

ud
e 

W
ill

in
gn

es
s t

o 
go

 th
er

e,
 b

ei
ng

 in
 ‘A

’ m
om

en
t a

nd
 sa

ga
ci

ou
s i

ns
ig

ht
.

10
0

 

M
ok

 a
nd

 C
hi

u 
(2

00
4)

, H
on

g 
Ko

ng

To
 e

xp
lo

re
 a

sp
ec

ts
 o

f n
ur

se
-p

at
ie

nt
 re

la
tio

ns
hi

ps
 in

 th
e 

co
nt

ex
t o

f p
al

lia
tiv

e 
ca

re
.

Q
ua

lit
at

iv
e 

us
in

g 
in

te
rv

ie
w

s.

Pa
lli

at
iv

e 
ca

re
 u

ni
t a

nd
 se

rv
ic

e.
Ho

sp
ic

e 
nu

rs
es

 (n
 =

 1
0)

.
Pa

tie
nt

s (
n 

= 
10

).

Fo
ur

 m
aj

or
 c

at
eg

or
ie

s w
er

e 
de

sc
rib

ed
 (1

) f
or

m
in

g 
a 

re
la

tio
ns

hi
p 

of
 tr

us
t, 

(2
) b

ei
ng

 p
ar

t o
f t

he
 

fa
m

ily
 (3

) r
ef

ill
in

g 
w

ith
 fu

el
 a

lo
ng

 th
e 

jo
ur

ne
y 

of
 li

vi
ng

 a
nd

 d
yi

ng
, (

4)
 e

nr
ic

he
d 

ex
pe

rie
nc

es
. I

t 
is 

th
e 

nu
rs

e’
s p

er
so

na
l q

ua
lit

ie
s a

nd
 sk

ill
s,

 w
hi

ch
 a

re
 e

m
be

dd
ed

 in
 th

es
e 

re
la

tio
ns

hi
ps

, t
ha

t 
co

ns
tit

ut
e 

ex
ce

lle
nc

e 
in

 n
ur

sin
g 

ca
re

.

10
0

 

M
un

ko
m

bw
e 

et
 a

l. 
(2

02
0)

, 
Za

m
bi

a

To
 e

xp
lo

re
 th

e 
ex

pe
rie

nc
es

 a
nd

 v
ie

w
s o

f n
ur

se
s r

eg
ar

di
ng

 
no

np
ha

rm
ac

ol
og

ic
al

 th
er

ap
ie

s o
f c

hr
on

ic
 p

ai
n 

m
an

ag
em

en
t i

n 
pa

lli
at

iv
e 

ca
re

.
Q

ua
lit

at
iv

e 
us

in
g 

in
te

rv
ie

w
s.

Ho
sp

ita
l b

as
ed

 in
pa

tie
nt

 
pa

lli
at

iv
e 

ca
re

, h
os

pi
ce

 a
nd

 
co

m
m

un
ity

 p
al

lia
tiv

e 
ca

re
.

N
ur

se
s (

n 
= 

15
).

Fo
ur

 c
at

eg
or

ie
s w

er
e 

de
sc

rib
ed

: ‘
bu

ild
in

g 
an

d 
su

st
ai

ni
ng

 fa
vo

ur
ab

le
 th

er
ap

eu
tic

 
re

la
tio

ns
hi

ps
’, 

‘re
co

gn
isi

ng
 th

e 
di

ve
rs

ity
 o

f p
at

ie
nt

s’
 n

ee
ds

’, 
‘in

co
rp

or
at

in
g 

sig
ni

fic
an

t o
th

er
s’

, 
‘re

co
gn

isi
ng

 th
e 

ex
ist

en
ce

 o
f b

ar
rie

rs
’.

10
0

 

 (C
on

tin
ue

d)

Ta
bl

e 
3.

 (
Co

nt
in

ue
d)
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Au
th

or
 (y

ea
r 

of
 p

ub
lic

at
io

n)
, 

co
un

tr
y

St
ud

y 
ai

m
 a

nd
 d

es
ig

n
Se

tt
in

g 
an

d 
sa

m
pl

e
Fi

nd
in

gs
Q

ua
lit

y 
ap

pr
ai

sa
l M

M
AT

 sc
or

es

%
 o

f 
cr

ite
ria

 
m

et

Co
m

m
en

ts

Pe
re

ira
 

et
 a

l. 
(2

02
3)

, 
Po

rt
ug

al

To
 u

nd
er

st
an

d 
th

e 
w

ay
s a

nd
 m

ea
ns

 o
f c

om
fo

rt
 p

er
ce

iv
ed

 b
y 

th
e 

pe
rs

on
 a

t 
en

d-
of

-li
fe

 h
os

pi
ta

lis
ed

 in
 a

 p
al

lia
tiv

e 
ca

re
 u

ni
t, 

th
ei

r f
am

ily
 a

nd
 h

ea
lth

 st
af

f a
s 

w
el

l a
s t

he
 v

al
ue

 o
f t

he
 n

ur
se

 in
 th

is 
pr

oc
es

s.
Q

ua
lit

at
iv

e 
us

in
g 

ob
se

rv
at

io
n 

an
d 

in
te

rv
ie

w
s.

Pa
lli

at
iv

e 
ca

re
 u

ni
t w

ith
in

 a
n 

ac
ut

e 
ho

sp
ita

l.
57

 P
ar

tic
ip

an
ts

.
N

ur
se

s (
n 

= 
9)

.
O

th
er

 c
lin

ic
ia

ns
 (n

 =
 1

2)
.

Pa
tie

nt
s (

n 
= 

18
).

Fa
m

ily
 m

em
be

rs
 (n

 =
 1

8)
.

Th
e 

nu
rs

e 
w

as
 id

en
tif

ie
d 

as
 a

 p
riv

ile
ge

d 
pl

ay
er

, a
n 

es
se

nt
ia

l r
ol

e 
in

 a
ll 

ph
as

es
; p

la
yi

ng
 a

 v
er

y 
im

po
rt

an
t r

ol
e 

in
 e

nd
-o

f-l
ife

 c
om

fo
rt

, w
hi

ch
 is

 b
as

ed
 o

n 
a 

pr
ed

isp
os

iti
on

 fo
r e

nd
-o

f-l
ife

 c
ar

e 
(a

ct
iv

e 
lis

te
ni

ng
, e

m
pa

th
y,

 c
on

gr
ue

nc
e 

an
d 

bi
og

ra
ph

ic
al

 n
ar

ra
tiv

e)
 a

nd
 fo

cu
se

d 
at

te
nt

io
n 

(g
lo

ba
l c

ar
e,

 a
tt

en
tio

n 
to

 d
et

ai
l, 

fa
m

ily
 su

pp
or

t a
nd

 o
pp

os
iti

on
 to

 th
er

ap
eu

tic
 o

bs
tin

ac
y)

.

 6
0

Th
er

e 
w

as
 n

o 
cl

ea
r q

ua
lit

at
iv

e 
re

se
ar

ch
 q

ue
st

io
n 

fo
r t

he
 d

at
a 

to
 a

dd
re

ss
. F

in
di

ng
s a

re
 n

ot
 

su
bs

ta
nt

ia
te

d 
or

 in
te

rp
re

te
d 

su
ffi

ci
en

tly
 b

y 
th

e 
da

ta
.

Pi
re

dd
a 

et
 a

l. 
(2

02
0)

, I
ta

ly
To

 e
xp

lo
re

 p
al

lia
tiv

e 
ca

re
 n

ur
se

s’
 e

xp
er

ie
nc

es
 a

nd
 p

er
ce

pt
io

ns
 re

ga
rd

in
g 

pa
tie

nt
 d

ep
en

de
nc

e.
Q

ua
lit

at
iv

e 
us

in
g 

in
te

rv
ie

w
s.

In
pa

tie
nt

 p
al

lia
tiv

e 
ca

re
 c

en
tr

e.
N

ur
se

s (
n 

= 
16

).
N

ur
se

s s
tr

iv
e 

to
 b

ui
ld

 a
nd

 m
ai

nt
ai

n 
re

la
tio

ns
hi

ps
 h

el
pi

ng
 p

at
ie

nt
s t

o 
ac

ce
pt

 d
ep

en
de

nc
e,

 
br

in
gi

ng
 m

ea
ni

ng
fu

l l
ife

 e
xp

er
ie

nc
es

 fo
r t

he
ir 

nu
rs

e 
an

d 
th

e 
pa

tie
nt

.
10

0
 

Sa
ck

s a
nd

 
Vo

lk
er

 (2
01

5)
, 

U
ni

te
d 

St
at

es

To
 d

ev
el

op
 a

n 
in

du
ct

iv
e 

th
eo

ry
 d

es
cr

ib
in

g 
th

e 
pr

oc
es

s t
ha

t h
os

pi
ce

 n
ur

se
s 

us
e 

to
 id

en
tif

y 
an

d 
re

sp
on

d 
to

 p
at

ie
nt

s’
 su

ffe
rin

g;
 c

op
in

g 
st

ra
te

gi
es

 w
ith

 
pa

tie
nt

s s
uf

fe
rin

g.
Gr

ou
nd

ed
 th

eo
ry

 u
sin

g 
se

m
i-s

tr
uc

tu
re

d 
in

te
rv

ie
w

s.

Fi
ve

 in
pa

tie
nt

 h
os

pi
ce

s.
N

ur
se

s (
n 

= 
22

; 1
8 

re
gi

st
er

ed
; 4

 
vo

ca
tio

na
l).

Fo
ur

 p
ha

se
 p

ro
ce

ss
 o

f c
ar

ef
ul

ly
 c

ul
tiv

at
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findings were extracted into a spreadsheet (Table 3). 
Where a study included data from participant groups 
who did not meet the inclusion criteria, or from alternate 
settings, such as oncology wards, these data were  
not extracted. Guided by the Fundamentals of Care 
Framework,3 which specifically describes context of care 
factors relating to inpatient settings, this review was lim-
ited to a focus on inpatient settings to help ensure find-
ings were not influenced by differences in models of care, 
workload and time allocation, previously posited as con-
founders when examining nurse-patient relationships in 
cancer care29 and nurses’ roles across inpatient and com-
munity palliative care contexts.30

Data analysis and synthesis
For data analysis and synthesis, narrative synthesis as 
described by Popay et al.31 was used. Narrative synthesis 
emphasises the use of words to explain and summarise 
findings, and to ‘tell the story’ of included studies.31 Popay 
et al.’s31 guidance does not represent definitive or pre-
scriptive rules for approaching narrative synthesis, nor is a 
wholly linear approach suggested. Rather, this approach 
was used because of the emphasis on story-telling to 

guide organisation of data from included studies, and con-
sideration of potential patterns or relationships in the 
data.31 From a practical perspective, this approach allowed 
shared concepts and like ideas from both qualitative and 
quantitative research, to be grouped into themes, thereby 
forming the story.31 Analysis was initially undertaken inde-
pendently by the lead researcher using an iterative 
approach to enable identification of commonalities and 
differences, allowing for grouping of data according to 
similarities, common features and relationships.31 A sec-
ond reviewer then reviewed the preliminary findings so 
that any differences or disagreements could be resolved, 
and to enable refinement. The synthesis was then 
reviewed by the remaining members of the research team 
until the final findings could be determined.

Results

Search results
The decision trail for the search is presented in Figure 1.

In total, 33 papers from 31 studies published between 
1989 and 2023, were included, with three papers report-
ing different components of the same study. Studies were 

•

•
•
•

Figure 1. Decision trail of included studies (PRISMA flow chart).25

CINAHL: cumulative index to nursing and allied health literature.
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conducted in the United States of America (n = 6),32–37 
Australia (n = 6),38–43 Canada (n = 3),44–46 Sweden (n = 3),47–49 
United Kingdom (n = 3),50–52 New Zealand (n = 2),53,54 and 
one each in Belgium,55 Hong Kong,56 Iran,57 Italy,58 Japan,59 
Poland,60 Portugal,61 South Korea,62 Taiwan,63 and Zambia64 
(Table 3).

Study designs included qualitative (n = 29),32–42,44–49, 

52–59,61–64 survey (n = 2),43,60 and mixed methods designs 
(n = 2).50,51 In terms of quality, one study scored 60%, 
seven studies scored 80% out of a possible 100%, and  
the remaining studies (n = 26) scored 100% (Table 3). 
Studies were conducted in inpatient hospital palliative 
care units and inpatient community-based hospice care 
units, across metropolitan, rural and remote settings. 
Synthesis revealed four main themes (i) creating connec-
tions; (ii) fostering meaningful patient engagement,  
(iii) negotiating choices and (iv) building trust (Table 4).

Creating connections. Thirty-one studies provided detail 
about creating connections between patients and  
nurses,32–52,54–63 resulting in three sub-themes about the 
importance of (1) engaging authentically, (2) seeing the 
person and (3) being empathetic.

Engaging authentically
Engaging authentically during the provision of care, and 
demonstrating compassion was identified as key to creating  
connections with patients.33,34,38,43,52,54,55 Of the studies 

that included patients, authenticity was prominent when 
it came to connecting with the nurse.36,40,43–47,50,51,56 
Authenticity and genuine interest included the ability of 
the nurse to see the person and anticipate their 
needs.43,47,54,57 Authenticity was expressed differently 
between individuals, but understood when behaviours 
were genuine.42,43,46,54 Nurses reported that in order to 
respond to patients needs authentically, familiarity was 
necessary to increase interpersonal connections, which in 
turn, improved their ability to anticipate and respond to 
patient’s needs.50,51,56,58 This familiarity was described by 
nurses as beyond superficial, being like family,56 sharing 
something of themselves,38,41 and reciprocal self-giving.58 
Familiarity was also explained by a patient as:

Everybody gets to know you and they know your illness and 
they know how to treat you and take an interest in you 
personally. (p. 705)52

But importantly, as this hospice patient stated, familiarity 
was not essential if the nurse demonstrated genuine 
interest:

It’s not necessary to know the person who listens well as long 
as he or she signals that there is time. (p. E104)47

Connecting through authentic behaviours also permitted 
the use of humour to strengthen connections.43,46 
Connections between the nurse and patient were also 

Table 4. Themes, subthemes, units of meaning.

Theme Subtheme Units of meaning

Creating Connections
  Aspects of forming the 

therapeutic relationship that 
supported the provision of 
person-centred care.

Engaging authentically Being with/silence
Being available/approachable

Seeing the person Individual choice
Understanding the experience

Being empathetic Being present
Therapeutic touch
Belonging/Spirituality

Fostering meaningful patient 
engagement
  Strategies used in 

communication, specifically 
when initiating and building 
relationships, negotiating choices 
and building trust.

Hearing the person/
Listening with intent

Requests are voiced directly or indirectly
Withholding information or changing the topic
Humour

Being with the person Responding to/eliciting emotional cues
Using non-verbal strategies

Working together Providing information
Willingness to ask difficult questions.
Priorities and preferences are not always aligned

Negotiating choices
  Negotiation was used by patients 

and nurses in the provision of 
palliative care with a view to 
facilitating and collaborating 
towards person-centred care.

Meeting the persons needs Patients and nurses both have expectations of the interaction
Compromising Negotiating nursing care

Nurses are bound by timeframes; Patients’ timeframes fluctuate.
Presenting options/choices
Patients consider nurses’ workloads and other patients

Building trust
  Trust was integral to initiating, 

building and sustaining a nurse-
patient relationship.

Trust is built upon actions Nurses are task focused
Trust is built over time Factors that facilitate trust

Nurses are trustworthy
Trust gained enables collaborative partnerships
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strengthened through presence.33,34,41,42,54,55,61 Presence 
was also acknowledged as life-giving, spiritual,34 comfort-
ing,34,54 demonstrating compassion,33 kindness,54 and 
empathy,34,35,41,42,54,59 requiring the nurse to be witness to, 
and acknowledge the patient’s suffering.35,49,52,54,59,61 
Being present with a patient at times of great distress and 
acknowledging their suffering was important to authen-
ticity, in spite of the potential for personal emotional 
drain, as a nurse described:

. . . sitting with the pain . . . I spent a lot of the night with him; 
sitting next to him. It was horrible but I had to do it. (p. 22)54

Importantly however, another nurse reflected on how 
presence was only useful if it was authentic, purposeful 
and meaningful:

Presence or just being, can be a way of providing spiritual 
care, but you have to establish a rapport first. Otherwise, it 
can be misinterpreted. Otherwise, it can be like, ‘What’s she 
doing here? She hasn’t got anything to offer’. (p. 22)54

The importance of presence to engaging authentically 
was also described by a patient:

The conversations, the silences too. There was a night when 
I felt very anxious and afraid to fall asleep . . . The nurse 
spent the whole night here with me in the room. We talked 
and even when I fell asleep, she stayed there. Incredible 
professional and incredible human being. (p. 9)61

Humour was used by nurses and patients to create con-
nections,43,46,48,61 initially on a superficial level but then as 
a means of contending with the tension and emotional 
aspects of the relationship and setting.46,48 Nurses were 
rarely conscious or deliberate in the use of humour whilst 
more often patients used humour to convey critical 
aspects of their care and situation.46

Seeing the person
The importance of viewing the entire person, not just a 
patient and a list of tasks,33,39,43,46,47,51,52,54,56,57,63 acknowl-
edging and respecting each patient’s values and beliefs, 
address spiritual and existential needs, acknowledging a 
patient’s purpose and meaning were identified as key to 
building connections.34,35,37,39,42,47,49,52,54,57,59 As a nurse 
described, to connect and know the patient deeply is 
crucial:

. . . You have to know their lived experiences. (. . .) You have 
not only to listen to words but also to observe the nonverbal 
language, because he wants to tell you something different. 
(p. 334)58

Viewing the person holistically required nurses to seek to 
know and understand each person, and their needs,35,39,57 
such as:

. . . I observe suffering with my eyes and with my heart. I can 
see he wasn’t sleeping, so I talked with him a bit. He’s 
worried. He’s leaving a young family. I sense it. You can hear 
it in the tone of their voice, and you can see it . . . and they 
make little comments. (p. 494)35

Another nurse reflected on seeing the loss of self-identity 
that occurs with a terminal diagnosis, connecting to vali-
date the patient’s experience:

And when someone has been given a terminal diagnosis, 
there’s the pain of a loss that’s impending. And it’s the 
greatest loss any of us will ever suffer because it’s the loss of 
ourselves. (p. 492)35

Engaging empathetically
Behaviours that demonstrated engaging empathetically 
were noted in 19 studies.32,34–37,39,42,43,47,48,51,54,55,57,59,60,62,63 
Empathic engagement was described as being an active 
listener,33,39,42,43,47,51,55,62 offering advice,51 providing emo-
tional and physical comfort.33,57,59,62 A patient shared a 
description of a nurse who listened and therefore con-
soled them:

One of my caregivers is on a very professional level . . . I 
receive a lot of consolation from her . . . I think about how 
she consoles me . . . When I leave her, I feel stronger, mostly. 
She listens and tries to make me put my feeling into words. 
(p. E104)47

Empathy is an inherent quality of humanistic caring which 
was embodied by one nurse:

It’s subjective. You can’t be objective and care or you don’t 
have a heart . . . Commitment to their humanness; totally 
separate from what’s wrong with ‘em. (p. 321)37

By touching,54 hugging,37 holding hands36,60 nurses 
believed they were providing tangible symbolic gestures 
of concern, acknowledgement and deep feeling towards 
the patients’ situation, such as :

And then I gave her a big hug. That’s important. That’s the 
most important thing. Everyone needs that. (p. 318)37

Similarly, a nurse explained that connecting through pur-
poseful therapeutic touch was:

. . . very strength giving, it’s life giving, it’s love giving, it can 
smooth hurt, and it can take away fears.(p. 22)54

Touch was occasionally reciprocated, suggesting that they 
had made a special connection:

I didn’t know why I had a special connection with some 
patients’ families. After the patients died, their families 
hugged me and cried just like I was part of their family.  
(p. 580)63
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Other nurses knew they had created connections by the 
way patients and families let them know.41 Creating con-
nections was sometimes unexpected, as this nurse 
described:

Sometimes the patient will do something, and it’s like my 
heart opens up. It’s like a feeling of warmth or something. I 
had 1 patient; he was a real bear. I couldn’t find anything 
good about him. . . . He touched my cheek, and I thought he 
was going to hit me. But no, all he did was touch my cheek 
and look at me. And I thought ‘Wow’. He was not a nice 
patient, but from then on, we got along. (p. 495)35

When a connection was established, patients felt safe 
with the nurse, sharing some of their deepest concerns:

When I was caught in the toughest emotional struggle, I 
chose to disclose my deepest pain to my nurse, although it 
was not easy for me to tell someone else, I needed help . . . 
It was a tough situation and the strong trust in her drove me 
to ease this pain through dialogue with her. (p. 480)56

In contrast, some nurses recognised that not all patients 
may be prepared or ready to invest in building the nurse-
patient relationship,56,65 still, nurses remained hopeful, 
acknowledging that it was the patient’s choice.42,55,56 
Making connections through caring behaviours was highly 
valued by both the nurses and patients but was heavily 
reliant on the nurse’s commitment to the process.52 
Equally, patients were motivated by authentic behaviours 
such as paying attention, guiding instead of directing and 
displaying excellent listening skills.47

Fostering meaningful patient engagement. Nineteen 
studies provided data about how nurses approached 
patients for the purpose of creating the relationship and 
getting to know the person, establishing a partnership and 
accomplishing the goals of both the nurse and the patient 
during daily interactions.33,35,37,39,41–43,47,50,52,54–59,61–63 The 
importance of fostering meaningful patient engagement 
was evidenced by (1) hearing the person; listening  
with intent, (2) being with the person and (3) working 
together. Nurses described being present,41,47,55,57 sitting  
in silence,42,54,56 listening with intent,35,39,41,42,47,54–56,59,62 
responding to and eliciting emotional cues,47,50,54,56,57,59,63 
respecting patients choices50,55,58 and the provision of 
information35,37 as ways to foster mutual respect and 
engagement. Patients reported interpersonal skills and the 
value of the nurse-patient relationship was the most 
important aspect palliative nursing.35,37,52

Hearing the person; listening with intent
Listening with intent was identified by nurses as being an 
important aspect of connecting with patients while 
patients indicated that it demonstrated nurses were inter-
ested in them as individuals.39,47,52,57,61 This nurse tells 

how by simply listening to the patient provided a safe 
environment for patients to explore their feelings:

. . . Its important to stop and listen. To talk if need be. But 
sometimes it’s just important to just be with the patient. 
You’re not there to do things to a patient. You are here to 
listen. You are to let them say things to you which they need 
to get off their chest. (p. 22)54

Actively listening for expressed psychosocial needs gave 
the nurses opportunity to explore the patient’s anxieties 
fostering meaningful engagement, as this nurse describes:

If a patient says to me, ‘Am I dying?’ we’re listening to them 
and talking to them. ‘Do you feel like things are catching up 
with you?’ ‘Yes, I feel like I’m dying’. And that opens the door. 
(p. 23)54

Nurses sought to understand the patient in order to foster 
meaningful relationships,39,41,54 waiting to be invited in59 
dependent on the patients’ willingness to engage.56 
Occasionally nurses felt they were shut out of a relation-
ship recognising they may need to amend their approach.58 
Others acknowledged that the patient might not be ready 
to disclose their vulnerability:

When patients only talked to you in a superficial way and did 
not express their emotions, this indicated they did not want 
to disclose their intimate feelings. It did not mean they 
rejected the nurse. They were not ready to disclose their 
feelings and sufferings. (p. 479)56

Being with the person
Being with the person was focusing on being present-
centred, maintaining or improving the person’s quality 
of life at that time.35,39,43,56,61 The nurses’ ability to pro-
vide person-centred, individualised palliative care whilst 
interacting with patients was dependent on whether the 
nurses were busy,37,43,50,52,55 their comfort and skill 
level,51,52 or if the person was imminently terminal.37

Nurses acknowledged that confidence and experience 
were necessary to enable them to connect through use of 
presence and listening.39,42,52,59

I just listened to the patient. I am with him, with his heart. I 
may cry with him. What can I say . . . I do not provide 
anything; I just listen to his heart. I feel it is great if I can 
support the patient who suffered emotionally and if he is 
relieved because I listen to. (p. 459)59

Silence was also recognised as an invaluable aspect of 
being with the person,42,54,55,61 such as:

Allowing people to talk or allowing silences. One of my 
mentors told me that you should sit on your hands or if  
you feel like you should leave don’t – stay a bit longer.  
(p. 3200)42
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Being with the patient occasionally was an intrusion into 
the nurse’s workload,43,55 while other nurses understood 
that it was sometimes the required action:

Sometimes I tell the patient that I do not know. I also try to 
stay with him, at the patient’s side. You don’t always have to 
talk; sitting at his side is sometimes enough, the patient may 
find some peace or someway to cope with his own emptions 
and thoughts. (p. 790)55

Patients reported nurses’ ability to convey a sense of 
security and calm,43,47,52,61 while nurses described the use 
of presence as a way of providing spiritual care, such as:

. . . Whenever he was in fear and sorrow, I took the initiative 
to be with him, listened to his feelings, or was just there, and 
encouraged him, and I found he was changed. (p. 480)56

Other times, nurses made considerable effort to find time 
to spend with the patient:

I’m going to go and have another chat with Vera and try to 
persuade her to stay in a bit longer. But I want to make sure 
we have plenty of time. (p. 8)50

Working together
Working together was a culmination of those connecting 
behaviours of listening with intent and being with the per-
son.52 It required the nurse to demonstrate expert skills in 
communication43,66 and a commitment to tackle the diffi-
cult questions allowing the nurse and patient to come 
together in a moment of shared openness:

If a patient says to me, ‘Am I dying?’ we’re listening to them 
and talking to them. ‘Do you feel like things are catching up 
with you?’ ‘Yes, I feel like I’m dying’. And that opens the door. 
(p. 23)54

Connecting and working together sometimes required 
nurses to utilise the family,33 but ultimately it was focusing 
on what was important to the patient:

If we are directing the conversations instead of letting them 
direct the conversation, it is two different conversations. So, 
to really ask questions trying to pull out what’s important to 
them and then having the discernment and the wisdom to 
see what you can pull out that’s really important out of that 
conversation. It takes listening. (p. 10)33

Negotiating choices. Twenty studies provide data on 
approaches used by nurses and patients in negotiating 
choices in meeting the needs of the person;32–34,37,40,41, 

44–46,48,50–53,55,56,58,59,62,64 presented according to two sub-
themes: (1) meeting the needs of the person and (2) 
compromising.

Meeting the needs of the person
Nurses acknowledged that meeting the needs of the 
patient as a person was essential to fostering nurse-
patient relationships,45,59 such as:

It’s a real part of the caregiving to recognize when patients 
need to make choices and when they need to make as few 
choices as possible. (p. 9)45

Meeting the needs of the patient required nurses to iden-
tify and act upon the expressed needs,50,52 claiming that 
familiarity of the patient was necessary to respond to the 
request.51 Nurses initially sought patient knowledge and 
understanding of their needs and perceived capacity to 
ascertain what choices might be able to be offered,32–34, 

41,48,53,56,59,64 while others relied upon their intuition of the 
patients’ needs.46 But it was not always realistic to give 
the patient a choice, as this nurse claimed:

People are autonomous beings. It’s about who has the power 
or control. . . Working with patients, ultimately, I would like 
them to have total control, but it has to be moderated 
according to what is possible, what they are ready for and 
what they can do at this moment. (p. 2327)53

Whilst the evidence demonstrated that patients  
and nurses sought to resolve any issues in a manner 
acceptable to all, their approaches were diverse. In four 
studies50,53,55,62 nurses cited recognising the importance 
of creating a trusting environment and were committed 
to enabling patient choices for activities related to 
hygiene,44,58 medications,37,44,58 and general day-to-day 
activities.37,44,45,58 Patients also negotiated choices either 
directly or indirectly voicing their needs, by initiating 
requests, responding either favourably or indifferently 
to offers and suggestions, and occasionally allowing the 
nurse to make the final decision:

Even if you end up saying (to the nurse), ‘Well, I don’t care. 
You decide’. Even if that is the outcome, I think it’s very 
important that the conversation at least be broached, be 
started. (p. 11)44

Compromising
Negotiating choices was about compromise, as in com-
promising about the goal or objective and the timeframe. 
When nurses felt that strongly enough about a goal or the 
task at hand, sometimes opportunities for compromise or 
negotiation were not provided, particularly when nurses 
felt it was not realistic, feasible or safe.53 Rather, nurses 
described offering pseudo-choices while actually com-
pleting the task before the patient could respond,45 or dis-
suading the patient altogether.40 Patients’ expectations of 
negotiation and compromise also changed over time, 
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such as when the independence lessened,44 when they 
trusted the nurse as an expert:

I rather do accept what they freely give me . . . I suppose I 
have to trust them. What other choice do I have? They are 
the experts; they have the knowledge and training. (p. 337)40

Patients did not want to appear demanding when negoti-
ating their choices, with some describing alluding to 
nurses’ workloads before expressing a request.44 When 
requests were not adequately considered or they had not 
been provided with an adequate rationale, patients’ 
became persistent,40,44,45 and others resorted to withhold-
ing vital information, throwing away offered medications 
or enlisting families to advocate on their behalf when they 
felt manipulated.44 When given too many options at once, 
or little time to consider them, some patients viewed 
choice as burdensome, irrelevant or even tokenistic.45 
Patients described feeling coerced, bullied or manipu-
lated,40 with nurses driving the agenda:

It was just that the nurse had an agenda, a time agenda, and 
had formed an opinion about what they thought I needed 
and when I needed it . . . The outcome was rather a nasty 
confrontation. . . I just got fed up and said that I wanted to 
be alone and go away. (p. 10)44

When offered choices, patients considered whether they 
felt physically or psychologically ready to perform the 
offered activity of care, sometimes asking the nurse to 
delay or postpone the cares while they considered all 
options or until they felt able to.40,44 In contrast, nurses 
offered choices that fit their timeline, citing time limits,45 
doctors’ orders,44 senior nurse managers,40 hospital rou-
tines and work constraints45 as the reason. A nurse shared:

It’s sometimes easy to phrase things so that you get what you 
want . . . I’ll do that when I know what my day is like and the 
things that I should get done, how much time that I have, and 
when my breaks are, and when they might have an 
appointment or something. Then I’ll phrase questions like 
that, so it fits into my schedule of the day. (p. 9)45

Whilst this approach was intended to make the patient 
feel as though they had choice, both options were about 
meeting nurses’ timeframes.45 Conversely, another nurse 
described how it was important for them to put aside 
their own agenda, timeframe and focus on the patients 
need:

‘. . . doing what the patients needed even if they were busy 
. . .’ and that ‘caring for hospice patients involves not doing 
what I need, but helping patients when they need’. (p. 4)62

Building trust. Sixteen studies provided data on how trust 
is sought, established, sustained and occasionally lost, all 

requiring constant actions by the nurse, and attentive 
energy by the patient.33,35,40–42,45,47,48,52,54,56,58,59,61,63,64 
Trust was integral to the relationship,33,35,41,42,56 enabling 
the patient to feel secure,41 valued,52 consoled with a 
sense of belonging.47,61 There were two themes related to 
this category: (1) trust is built upon actions and (2) trust is 
built over time.

Trust is built upon actions
Trust was completely reliant on the actions41,52 and atti-
tudes45,56,61 of the nurse. Trust fostered deeper conversa-
tions between the nurse and patient,33,35,42,48,56,59,61 and 
the utilisation of meaningful presence.54 Eight studies 
highlighted that trust was built when nurses listened to 
the patient, acknowledging their story and being authen-
tically empathetic.33,45,47,56,58,59 Occasionally trust afforded 
a special connection that nurses likened to being a friend 
or family.56,63 Early establishment of trust paved the way 
for nurses to provide person-centred care,35,56 patient 
advocacy,33,56 forming favourable therapeutic relation-
ships.48,64 Trust supported nurses to console,47 provide 
existential care whether the nurse was spiritual or not,42,48 
and explore alternative options in the provision of care.64 
Nurses were aware that trust was achieved by getting it 
right from the start and being seen to be doing the right 
thing, supporting the patient, as described by this nurse:

. . . the patients know that you are supporting them and are 
on their side; that you are never going to ‘turn up your nose’ 
and do what you want to do. (p. 765)41

Nurses sought to be trusted,48,58 monitored trust as an 
indicator of the strength of their relationship,35 and were 
aware that trust was tenable and could be lost41 if actions 
were not congruent to patients wishes.40 Trust was inte-
gral to enabling a therapeutic relationship between the 
nurse and patient, with both participants watching and 
waiting for the behaviours that instilled trust.47 Though it 
appears patients remained vigilant while some nurses 
may not have been so vigilant in their actions:

Consolation to me is when I can trust people when someone 
says, ‘Goodbye then, I’ll soon be back’, . . . and then she 
really is coming back. If she isn’t, I can’t trust her. But if she is, 
it’s a great solace. (p. E104)47

Trust and the relationship can be lost very simply,52 as one 
nurse explained:

‘. . . if you don’t have trust, you have no relationship . . .’ and 
‘You can lose trust by just not even being able to answer a 
buzzer or something’. (p. 767)41

Acknowledging that marginalised people may have an 
inherent mistrust in the health system, nurses described 
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having to traverse additional hurdles such as language 
and cultural beliefs in building trust:

That trust and rapport is very different to what other staff 
have . . . I think it’s because I’m Turkish [and the family 
thinks] ‘Okay, she speaks our language, she’s of our religion’. 
(p. 765)41

Trust was also tenuous,40 and founded on action, as this 
patient explains:

They [the nurses] come in smiling – they are always smiling 
– and present tablets. I ask what are they for and the nurse 
looks at me blankly and says, ‘They are new, the doctor’s 
ordered them’. I feel like saying, ‘Well, I don’t care what the 
doctor’s ordered. Tell me what they are and any side effects 
and maybe I’ll take them’. (p. 337)40

Trust is built over time
Some nurses were sensitive to the time it could take for 
patients to build sufficient trust to express their concerns 
or preferences.45 To expedite the process, nurses dis-
closed personal attributes of themselves to build trust:

When they come to us, we need to get it right at the start. 
We need to give a bit of ourselves first and give a bit about 
what we really are here for and how we want to try and 
support them . . . Maybe then they would feel more 
comfortable disclosing those kinds of things to us and more 
comfortable at the start, feeling ‘It’s okay’. (p. 765)41

The building of trust in the nurse-patient relationship was 
also described by nurses and patients alike. A nurse sug-
gested trust was an ongoing process:

Trust – I guess you’ve got to feed it. . . to let it grow. And the 
more that it grows, the better [as] it will make it easier for us 
and them to be able to do things better. (p. 766)41

From the patient perspective, trust could be built through 
advocacy and sharing:

With a trusting relationship, as patient I could tell her 
everything I need. She would bring my issues to the meeting 
at the hospital, so my concerns would be heard. It wouldn’t 
be that way if our relationship were a distant one. The nurse 
was not only a healthcare professional she was also a good 
friend, part of the family. (p. 480)56

Discussion

Main findings
This review had two aims. The first was to identify and 
synthesise data on how nurse-patient relationships are 
fostered in specialist palliative care settings, and second, 

to examine how nurse-patient relationships were per-
ceived from the nurse and patient perspective. These 
findings have demonstrated that nurses and patients alike 
are invested in the nurse-patient relationship, with both 
parties appreciating connections that are fostered, mean-
ingful engagement, opportunities to negotiate choice and 
build trust.

Whilst this review highlights the complexity and rich-
ness of what happens when nurses and patients interact 
positively, the findings also explicate the consequences 
when the patient’s perspective is overlooked. Patients 
and nurses described both opposing and supportive rela-
tionships, while some nurses were willing to put the 
patient first, they cited workloads and daily tasks as activi-
ties that may be more favourably considered than engag-
ing meaningfully with patients. Patients, nevertheless, 
disclosed the richness of the relationship52,56 while others 
have had to expend energy into creating and maintaining 
a sense of safety and succour.40,44 Spiritual, existential dis-
tress and psychological issues for patients and families 
have been promoted as areas of important nursing 
research.67 Other research has reported that nurses have 
lost the sensitivity to deliver respectful, compassionate, 
person-centred care,68–70 with the provision of palliative 
care being reduced to a series of checks and tasks within 
care pathways replacing good clinical practice encom-
passing empathy, humanity and communication.71

What this review adds
The nurse-patient relationship is at the core of this review. 
These findings demonstrate that nurse-patient relation-
ships are fostered using diverse actions, gestures and 
approaches. Nurse presence, authenticity, familiarity, 
empathy and ensuring patients were seen, were highly 
valued by patients, bringing comfort,54 and a sense of sup-
port.51 Similar to previous research which has demon-
strated the perpetual importance of communication in 
palliative care,72,73 these findings further demonstrate 
how communication was key to working in partnership 
with patients in their care. The nurse’s ability to establish 
rapport, be trusted and be fully present, as part of the 
nurse-patient relationship was influenced by several fac-
tors highlighted in this review. Even when justified accord-
ing to competing demands in nurses’ workload, resisting 
patient requests is demonstrative of the power imbalance 
that exists in the nurse-patient relationship.40,44 For nurse-
patient relationships to be therapeutic and/or beneficial 
for patients, power imbalances must be avoided.

Although the nurse-patient relationship is known to be 
vital to ensuring safe and effective care,74 knowing what is 
important to patients in palliative care and how their expe-
rience of care affects them enables health care organisa-
tions and nurses to align themselves with the principles of 
person-centred care. However, these findings suggest it is 
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important not to simply assume that nurses can form posi-
tive and/or therapeutic relationships with patients,75 par-
ticularly given that this may not always desired by the 
patient.56,58 or personal and behavioural barriers exist 
between the nurse and patient.13 Nonetheless, given that, 
by-comparison, the majority of data came from nurses, 
these findings provide a clear argument for ensuring 
patients’ voice and experience is more equally considered, 
if the nurse-patient relationships is to be understood com-
prehensively and holistically.

Strengths and limitations
One of the strengths of this integrative review was the 
methodological rigour of the process, which contributes 
to the trustworthiness of the findings. The inclusion of 
evidence from multiple countries and heterogenous 
nature of the evidence also help contribute to the trans-
ferability of the findings; in essence because despite the 
differences, the synergies in nurse and patient experi-
ences were clear. One of the challenges faced in attempt-
ing to answer the research question was that there is no 
universally accepted definition for or meaning of nurse-
patient relationship. Compared to the amount of evidence 
presented from the perspective of the nurse, the paucity 
of evidence from the patient perspective is a limitation. As 
it was not possible to include research published in lan-
guages other than English, it is possible some research 
literature may have been missed. Finally, as the search 
was limited to peer-reviewed published research litera-
ture, it is possible that some unpublished research evi-
dence and non-research literature may have been missed.

Conclusion
This review explicates an important perspective on the 
nurse-patient relationship in palliative care, building 
understanding on the importance of seeking to under-
stand each person as an individual, including their unique 
needs, preferences and wishes for care. The evidence 
demonstrates that nurses’ commitment to being authen-
tic, listening intently and building trust are core to foster-
ing therapeutic relationships in palliative care. Yet, equally, 
trust cannot be assumed, and relies on nurses’ use of ver-
bal and nonverbal indicators and earning patient trust. 
These findings emphasise the importance of nurses 
reflecting upon their approach to person-centred care in 
clinical practice, their actions and communication style 
and how these may affect the patient experience and 
nurse-patient relationship.
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