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Abstract

Background Integrating family members into the care of hospitalized end-of-life patients enhances patient-family-
centered care and significantly influences the experiences of patients and their families. This study used the integra-
tive review methodology to assess the scope and effectiveness of interventions designed to facilitate family involve-
ment in end-of-life care. It identified gaps and consolidated existing knowledge to improve nursing practices.

Methods This integrative review encompasses both experimental and non-experimental studies. The process
included problem identification, literature search, data evaluation, analysis, and integration. The literature search
targeted studies describing interventions for family involvement in EOLC using databases such as PubMed, CINAHL,
Embase, and Web of Science. Data evaluation was conducted by assessing the quality of the studies using the Mixed
Methods Appraisal Tool. Data analysis and integration were conducted by synthesizing the results of the selected
studies and identifying the elements of family involvement using the ‘Components of Family Involvement'framework.

Results Of the 8,378 identified studies, 26 were eligible for inclusion. Interventions involving the families of patients
with terminal illness varied, including programs to enhance communication among patients, families, and health-
care providers; family meetings; decision-making support; and digital visits and rounds. The findings show that these
interventions improve patients’' psychological and physical comfort, family satisfaction, and communication. How-
ever, some families reported increased distress. The most frequently addressed elements of family involvement were
communication and receiving information, followed by decision-making and meeting care needs. Family presence
and contribution to care were the least addressed elements in the interventions.

Conclusions This integrative review highlights the effectiveness of interventions to increase family involvement

in end-of-life care, demonstrating positive impacts on patient comfort, family satisfaction, and communication.
Despite progress in incorporating families into communication and decision-making, further efforts are needed

to ensure their presence and direct care involvement. Future research should focus on improving these interventions
to enhance scalability and support comprehensive family involvement, including digital tools for participation.
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Background

Patient- and family-centered care emphasizes a collabo-
rative approach where patients and their families are
actively involved in the treatment process. Within this
model, family involvement is considered a core concept,
which highlights the significance of including families in
both care and decision-making to enhance the health and
well-being of individuals and their families [1]. Integrat-
ing family members into the care of hospitalized end-of-
life (EOL) patients is particularly crucial, as it strengthens
patient—family-centered care and shapes the experiences
of both patients and their families during patients’ final
moments [2]. This involvement ensures that care deci-
sions are tailored to the patient, aligned with family val-
ues, and highlight dignified and personalized nursing
care [2].

Family involvement has been shown in multiple stud-
ies to improve the quality of care, enhance patient health
outcomes, and contribute to more efficient treatment. For
example, involving families in education and meetings in
the intensive care unit (ICU) was found to improve their
confidence, enhance psychological well-being, increase
satisfaction with communication, and reduce family con-
flicts [3]. When caregivers were involved in hospital dis-
charge education, the readmission rate decreased, and
treatment costs were reduced [4]. Additionally, when
family members participated in medical rounds, they had
a better understanding of the treatment plan and experi-
enced greater comfort [5].

The benefits of family involvement in end-of-life care
(EOLC) are well-documented. The family plays a cru-
cial role in supporting the emotional, psychological, and
social well-being of terminally ill patients, and contrib-
utes to their sense of dignity and comfort during their
final moments [6]. When families of patients who died
in the ICU were involved in communication, it reduced
their levels of post-traumatic stress disorder, anxiety, and
depression [7]. Additionally, family meetings in EOLC
have increased satisfaction among both families and staff
while reducing resource utilization [8].

However, in hospital settings, care tends to be more
centered around the medical staff and institutional prac-
tices, often prioritizing life-sustaining treatments over
patient and family values. This contrasts with home care,
where family presence is more frequent, and care is often
more aligned with the patient’s and family’s values and
preferences [9-11]. Moreover, the challenges of fam-
ily involvement in EOLC were exacerbated during the
COVID-19 pandemic, as infection-prevention policies
further restricted family access in hospital settings [12].
Thus, research to explore strategies that enhance family
involvement and ensure holistic EOLC for hospitalized
patients is necessary.
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Despite the benefits of family involvement in EOLC
[2, 13], the literature on hospital-based interventions
facilitating this involvement remains notably sparse [14,
15]. The integration of existing research in this area is
crucial to consolidate nursing knowledge, as well as to
identify effective practices and address gaps in research
and implementation. Furthermore, nurses are in a piv-
otal position to deliver person-centered EOLC [16]. As
professional caregivers in hospital settings, nurses facili-
tate the comfort and familiarity brought by family pres-
ence [17]. Consequently, effective nursing strategies are
essential to overcome the challenges of integrating fam-
ily members into hospital care, thereby addressing insti-
tutional barriers and closing gaps in practice. Therefore,
strategies must be integrated to enhance family involve-
ment in EOLC and bridge these gaps. Such efforts are
central to advancing nursing practice and improving
patient outcomes [18, 19]. Moreover, these insights are
invaluable in developing evidence-based nursing prac-
tices that enhance family involvement, which ensures
compassionate and dignified EOLC [20].

This integrative review aimed to assess the scope and
effectiveness of interventions designed to enhance fam-
ily involvement in the care of hospitalized EOL patients.
By bridging existing knowledge gaps, this review seeks to
provide a comprehensive analysis of the strategies that
enable meaningful family involvement. This is essential
for supporting nursing practices that address the com-
plex dynamics of patient and family care at the patient’s
EOL. Ultimately, fully integrating families into the care
process contributes to attaining better patient outcomes,
increased family satisfaction, and an overall improve-
ment in the quality of EOLC.

Methods

Study design

This study was conducted according to Whittemore and
Knafl’s methodology [21]. An integrative review encom-
passes both experimental and non-experimental stud-
ies to provide a comprehensive understanding of the
research topic. Both qualitative and quantitative method-
ologies used in the studies included in the review were
considered; this approach ensured appropriate to ensure
a comprehensive understanding of interventions that
facilitate family involvement in EOLC. Following Whit-
temore and Knafl’s guidelines [21], the process consisted
of problem identification, literature search, data evalua-
tion, data analysis, and derivation of attributes through
data integration.

Problem identification
The first step in an integrative review is to clearly define
the research problem. To facilitate the literature search,
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we formulated the following research question: “What
are the characteristics of the interventions used to
facilitate family involvement in EOLC for hospitalized
patients?”

Literature search

For the literature search and selection, we included the
following variables of interest: target population (families
of hospitalized EOL patients), concept (interventions for
involvement in EOLC), and context (hospitals and medi-
cal facilities where EOLC is provided). “Family” included
those who provided physical, emotional, financial, or
spiritual support to patients, extending beyond legal defi-
nitions [22]. Family involvement is the active engagement
of families in medical decisions to support and enhance
patient health [23].

To check for existing studies similar to our review, we
initially searched Google Scholar, the Cochrane Library,
and the International Prospective Register of Systematic
Reviews. Based on our variables of interest, two authors
developed the search strategy, with “involvement,” “end-
of-life;” “inpatient,” and “family” as the key search terms.
The details are provided in Additional File 1.

We conducted multiple searches across four data-
bases (PubMed, CINAHL, Embase, and Web of Science).
An initial search, performed in December 2023, helped
refine the search terms, leading to searches conducted
between May 1 and May 10, 2024. We mainly included
studies describing interventions that facilitate family
involvement in EOLC. The inclusion and exclusion crite-
ria are shown in Table 1.

The retrieved literature was managed using Ref-
Works and Excel. A total of 8,378 studies were identified
from the initial search of the four databases and 3,191
duplicates were removed. Each author independently
reviewed the titles and abstracts, excluding 4,956 stud-
ies that were not relevant to the research topic. A total of

Table 1 Inclusion and exclusion criteria
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231 studies were deemed eligible, and their full texts were
reviewed according to the inclusion and exclusion crite-
ria. Finally, 206 studies were excluded for the following
reasons: inappropriate study design (z = 39), no family
involved (7 = 39), no intervention (# = 36), not inpatient
setting (n = 27), published in languages other than Eng-
lish (n = 17), unclear if the study was conducted in an
inpatient setting (» = 2), and unrelated to EOLC (1 = 46).
For studies with unclear applicability of the exclusion cri-
teria, we contacted the authors via email for clarification.
However, two studies were excluded from the review
due to a lack of response regarding the study setting. For
studies with unclear applicability of the exclusion criteria,
we contacted the authors via email for clarification. How-
ever, two studies were excluded from the review due to a
lack of response regarding the study setting. .Additional
studies were identified through citation searching, adding
one more study for review and resulting in a total of 26
studies being included. Discrepancies in the study selec-
tion were resolved by consensus. To visualize the study
selection process, we employed a flowchart for system-
atic reviews (Fig. 1).

Data evaluation

For the quality assessment of the studies included in
our review, we used the Mixed Methods Appraisal Tool
(MMAT), version 2018. MMAT is a unique tool that can
assess the quality of various research designs [24], mak-
ing it suitable for our review that incorporates multiple
study designs. Two authors independently conducted
quality assessments. MMAT evaluates quality by answer-
ing five questions specific to each study design, with
the responses being “yes,” “no,” or “can’t tell” A star (*)
is awarded for each “yes” response, providing an overall
quality score for each study [24]. For studies identified
as quality improvement and pilot studies, an appropriate

Inclusion criteria

a) Study Type: Peer-reviewed articles encompassing quantitative, qualitative, and mixed-methods research

b) Setting: Hospital inpatient environments

¢) Participants: Families of patients receiving palliative care or EOLC in a hospital setting

d) Outcomes: Results concerning families, patients, and healthcare providers, or the applicability of interventions

e) Interventions: Interventions involving family members in EOLC

f) Language: Published in English

g) Geographic Scope: Studies conducted in any country

h) Publication Period: No restrictions
Exclusion criteria

a) Conference abstracts, letters, posters, comments, editorials, protocols, theses, and reviews

b) Studies focused on support related to family bereavement following the patient’s death

¢) Studies analyzing the status or experiences of family involvement without any intervention

EOLC End-of-life care
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Fig. 1 Flowchart of study selection

MMAT framework for mixed or quantitative research
was used depending on the study design. However, qual-
ity assessment was not possible in such case reports [25%,
26*]. The evaluation results indicated that 7 studies met
100% of the criteria, 14 met 80%, 2 met 60%, and 1 met
40%.

Data analysis and integration
Following the guidelines set by Whittemore and Knafl,
we organized and condensed the primary source data to
facilitate comparisons. The extracted items included the
general aspects of each study (e.g., first author, publica-
tion year, country where the study was conducted, study
type, research objectives, sample size, and sample set-
ting) and thematic content (e.g., intervention content,
intervention targets, methods of intervention application,
outcome measurement methods, and key outcomes). The
first author conducted data extraction, which was cross-
verified with the corresponding author. Any ambiguities
were discussed and resolved.

To determine which aspects of family involvement
each intervention encompassed, we utilized Olding et al’s

proposed framework [27]. This framework identifies five
main components of family involvement, ranging from
passive to active participation: (i) presence; (ii) receiv-
ing care and having needs met; (iii) communicating and
receiving information; (iv) decision-making; and (v) con-
tributing to care.

We integrated the extracted data to identify key charac-
teristics of interventions facilitating family involvement
in EOLC for hospitalized patients. The critical elements
and conclusions regarding the interventions were syn-
thesized to create an integrated summary of findings rel-
evant to our topic.

Results

Characteristics of the included studies

Characteristics of the studies included in this review are
summarized in Additional File 2. Of the 26 selected stud-
ies, three were published before 2010 [26%, 28%, 29*], seven
between 2012 and 2019 [25%, 30%, 31%, 32%, 33%, 34*, 35%],
and 16 from 2020 to beyond [36%, 37%, 38%, 39%, 40%, 41%, 4
2%, 43%, 44*, 45%, 46*, 47*, 48*, 49*, 50%, 51*].
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The research type included three qualitative stud-
ies [33* 36* 38*], five mixed-methods studies
[30%, 42%, 44*, 46*, 51*], two randomized controlled trials
(RCTs) [41% 50*], three non-RCT experimental studies
[31% 37*, 43*], one cohort study [48*], four pilot studies
[29%, 32% 39% 40*], two case reports [25% 26*], and five
quality improvement [28*, 34*, 35%, 47%, 49*]. One study
did not specify its design; however, given the presence of
both quantitative and qualitative approaches, it was pre-
sumed to be a mixed-methods study [45*].

The studies were conducted across multiple countries:
eight in the USA [26*%, 28%, 35%, 39%, 46*, 49*%, 50*, 51*], six
in Australia [29% 32% 34* 36* 38* 41*], five in Canada
[30%, 31%, 46* 48* 51*], three in the UK [40%, 42% 47%],
and one each in Sweden [33*], Spain [37*], Ireland [25%],
Thailand [43*], Taiwan [44*], and Italy [45*]. The studies
by Neville et al. [46*] and Vanstone et al. [51*] were con-
ducted in more than one country because of their multi-
center nature.

The setting also varied, with five studies conducted in
ICUs [28% 33%, 46*, 50%, 51*] and 17 in non-ICU wards [2
9%, 30%, 31%, 32%, 34%, 35%, 36%, 38*, 39%, 41%, 42%, 43%, 44*, 4
5%, 47*, 48*, 49*]. One case report covered both the gen-
eral ward and ICU and discussed cases involving patients’
family members [26*]. Three studies did not specify their
units [25% 37*, 40%].

Characteristics of the interventions

The types of interventions aimed at promoting fam-
ily involvement were diverse. Four studies implemented
family meetings [29%, 31%, 34%, 41*], and one augmented
family meetings with preparatory interactions and orien-
tations [50*]. Three studies implemented the “3 Wishes
Project” to tailor EOLC to patients’ and families’ prefer-
ences [46*, 48*, 51*].

Four studies developed programs to involve families in
communication with healthcare providers [28%, 38%, 40%,
42*], and one applied a card-based tool to facilitate EOL
communication between patients and families [26*]. One
study involved families in EOL communication using
a set of questions designed to involve both patients and
families in palliative conversations [30*].

In three studies, families were involved in interventions
aimed at reducing patient discomfort and promoting
relaxation, including music therapy [35*], multi-sensory
experiences in a “human room” [36*], and virtual reality
(VR) system use [47*].

Four studies implemented complex interventions serv-
ing multiple purposes, including information provision,
support, decision-making, and education to improve
patient care skills [32%, 37%, 43*, 49*].

One study involved parents in EOLC strategies for
infants shortly after birth, allowing active participation in
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caring for terminally ill babies [39*]. Another study exam-
ined family involvement in clinical rounds conducted
online [45*]. Additionally, research explored family vis-
its to the patient’s room via Skype and communication
with the medical team [25*]. One other study applied an
intervention that shared ICU diaries with families [33*].
Lin et al. [44*] devised a communication coaching inter-
vention and meeting tailored to the country’s cultural
context, involving families and patients in discussions of
advance care planning.

When examining the mode of intervention application,
11 studies applied face-to-face methods [26% 32% 33*,
35%, 38% 39% 43*, 46*%, 48*, 49*%, 51*], three applied digi-
tal methods [25%, 45% 47*], and four applied both face-
to-face and digital [34*, 36*, 37*%, 50*]. Additionally, eight
studies did not clearly specify the mode of application [28
*, 29% 30% 31%, 40%, 41%, 42%, 44*].

Applying the family involvement framework

The interventions performed in the studies included in
this review were compared using a framework to identify
the elements of family involvement (Table 2). The most
frequently addressed element was “communicating and
receiving information,” which was applied in 20 studies
[25%, 26%, 28%, 29%, 30%, 31*, 32%, 33*, 34*, 37*, 38%, 39*%, 40
* 41%, 42%, 43%, 44*, 45*%, 49*, 50*]. The element of “Deci-
sion making” was covered in 13 studies [26%, 28%, 29%, 31
* 34%, 38% 40% 41%, 42%, 43*, 44*, 45*, 50*], and “Receiv-
ing care and having needs met” was also addressed in 13
studies [25% 32%, 33%, 34*, 37*, 39*%, 43*, 44*, 46*, 48*, 49*
, 50% 51*]. The element of “Contributing to care” was
covered in five studies [35% 36%, 39%, 43*, 47*], while that
of “Presence” was included in three studies [25%, 36, 39].
Except for six [30%, 35%, 46*, 47*, 48%, 51*], all other stud-
ies addressed at least two elements, but none covered all
five.

Outcome of the intervention

The outcomes of each intervention were examined
according to the study design. Studies categorized as
quality improvement and pilot studies were reported
together with mixed-method and non-RCT experimental
studies, according to design type.

In three qualitative studies and two case reports, par-
ticipant perceptions of the interventions were assessed,
and they were perceived positively overall. Patients and
caregivers experienced relaxation and psychological
comfort through an intervention called “Human Room”
[36%]. The intervention “VOICE,; which facilitates com-
munication, offered both patients and caregivers the
opportunity to address their needs and be involved in
EOL discussions [38*]. Sharing ICU diary was found to
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Table 2 Components of family involvement framework
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1st Author (Year)

Components of Family Involvement Framework

Presence

Receiving care and
having needs met

Decision
making

Communicating and
receiving information

Contributing
to care

Ahrens, T. (2003) [28%]

Batchelor, C. (2023) [36%] V

Battley, J. E. (2012) [25%] \Y \Y
Beneria, A. (2021) [37%] Vv
Cahill, P.J.(2021) [38*]

Czynski, A. J. (2022) [39%] \Y \Y
Duke, S. (2020) [40%]

Guo, Q. (2018) [30%]

Hannon, B. (2012) [31*]

Hudson, P. (2009) [29%]

Hudson, P.(2012) [32%] \Y
Hudson, P. (2021) [41%]

Johansson, M. (2018) [33*] V
Johnson, H. (2020) [42*]

Klankaew, S. (2023) [43*] V
Lin, C. (2020) [44%] \Y
Menkin, E. S. (2007) [26*]

Mercadante, S. (2020) [45%]

Neville, T. H. (2020) [46*] \Y
Nwosu, A. C. (2024) [47%]
Reid, J. C. (2023) [48%]
Sanderson, C. R. (2017) [34*]
Smith, S. (2020) [49%]

Suen, A. O. (2021) [50%]
Vanstone, M. (2020) [51%]
Wood, C. (2019) [35%]

[
[

< <K < < <

\% \

< < < <K <K<K <K<K <K<K <K<K <K<K <K <K<
<

< < << <

V: Relevant to the element

enhance emotional and rational understanding, espe-
cially among family members [33*].

In the two case reports, the interventions facilitated
communication between patients and their families [25*],
and the benefits of promoting conversations related to
EOLC were emphasized [26*].

RCTs demonstrated varied outcomes, with one study
noting reduced distress and increased preparedness
among family caregivers following structured family
meetings [41*]. Another study found improvements in
communication quality and shared decision-making after
intervention, but the differences were not statistically sig-
nificant [50*].

There were 10 non-RCT studies. In studies with
enhanced family communication, patients in the experi-
mental group had shorter hospital stays and lower costs,
although mortality rates showed no statistical signifi-
cance compared with the control group [28*]. Family
meetings reduced family concerns and nursing demands

[31*], while educational programs improved family
preparedness but not psychological well-being [32*].
Another education program reported benefits such as
reduced hospital stays [49*] and decreased patient anxi-
ety through nurse-led interventions [43*]. Music therapy
led to reduced anxiety and pain in patients, while families
experienced stress relief [35*]. Patients and families in
VR promoted relaxation [47*], and one study emphasized
that the EOL intervention program provided an oppor-
tunity for family members to say goodbye to their loved
ones as a meaningful aspect [37*]. Two studies, where
outcomes for the intervention were obtained solely from
medical staff, indicated that family-involved interven-
tions benefited patient—family dynamics and were well
received by nurses [39*% 40*]. However, some interven-
tions paradoxically induced distress among family mem-
bers [40%].

Additionally, a cohort study detailed the cost aspects
of the 3 Wishes Project, which grants personal, spiritual,
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and relational wishes to dying patients and their families.
The study found that 91% of wishes incurred no cost,
with the cost of fulfilling wishes ranging from $0 to $86
[48*].

Eight mixed-method studies integrated qualitative
results to examine the perceptions of the interventions,
categorizing them into benefits and barriers. The benefits
included involving family participation helping families
better understand the patient [34*], and giving families
a sense of family involvement [51*]. Additionally, these
interventions provided opportunities to discuss impor-
tant issues [34* 44*]. Other benefits included reducing
the family’s pain from loss [46*], respecting the values
of patients and families [30*], and enhancing the family’s
sense of happiness [45*]. Barriers included inconsistent
family involvement [42*] and the challenges of replacing
face-to-face interactions with online rounds [45*]. Some
family members of terminal patients may feel increased
distress due to the proximity [51*]. Quantitative analyses
generally supported the positive effects of the interven-
tions, such as usefulness, helpfulness, provision of infor-
mation, and reduction in the frequency and impact of
worries [29%, 34*, 45*]. However, some families found the
interventions to be distressing [34*].

Discussion

This integrative review critically examined interventions
aimed at enhancing family involvement in EOLC for hos-
pitalized patients. The results based on the framework
proposed by Olding et al. [27] showed that the element
of “communicating and receiving information” was the
most frequently addressed, appearing in 20 studies. In
contrast, “Presence” was the least addressed, noted in
only three studies. Although the interventions generally
supported patients and families emotionally and psycho-
logically, improved family readiness for EOLC, and aided
in decision-making, concerns have been raised about
increased distress among some family members due to
their involvement.

This integrative review aligns with the principles of
person- and family-centered nursing, confirming the piv-
otal role of family during EOLC in hospitals. Such inte-
gration maintains the patient’s dignity and comfort and
aids the family in coping with their loved one’s terminal
phase. This is similar to the findings of Cuenca et al. [52],
which demonstrated that family-centered care, where
families are actively involved in patient treatment, leads
to greater satisfaction with both the treatment and the
decision-making process.

Applying a family involvement framework to the inter-
ventions identified in this review accentuates the notable
trends and disparities in the current practices of family
involvement in EOLC in hospital settings. Particularly,
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the emphasis on “communicating and receiving informa-
tion” in 20 studies highlights the critical need for clear
and consistent information provision in hospitals, which
is essential for families to understand patients’ condi-
tions, expected outcomes, and treatment processes. This
trend reflects the importance of transparent commu-
nication, as emphasized by Cox et al. [53], suggesting
that well-informed families are better equipped to make
complex decisions during the final stages of life. This sig-
nificantly reduces stress and anxiety among patients and
their families. Furthermore, effective communication
between families and healthcare providers is crucial for
facilitating a “good death,” a fact reiterated by the findings
of Anderson et al. [54]. These results validate the need for
clarity and support in EOLC discussions, emphasizing
the pivotal role of informed and compassionate commu-
nication in enhancing patient and family satisfaction.

“Decision-making” and “Receiving care and having
needs met” were prominently featured in 13 studies each.
The emphasis on decision-making reflects the findings of
Hinkle, Bosslet, and Torke [55], which suggest that fam-
ily involvement in the decision-making process enhances
the appropriateness of medical decisions and improves
treatment adherence and patient satisfaction. Addition-
ally, as demonstrated by Epstein et al. [9], this aspect is
crucial because it ensures that care decisions align with
the values and preferences of patients and their families.
This is particularly important in EOL scenarios, where
ethical dilemmas are frequent, and family perspectives
can provide critical insights into patient preferences [56].
Buzgova et al. [57] emphasize the importance of fam-
ily involvement in identifying and meeting the needs
of the patient’s family. The present study found a posi-
tive correlation between the extent to which the needs
of the families of terminally ill cancer patients were met
and their quality of life. Additionally, Pringle, Johnston,
and Buchanan [58] note that meeting the needs of fami-
lies can facilitate the provision of comprehensive and
empathetic care, offering a person-centered approach
to EOLC. This type of involvement is crucial to ensure
that the EOLC proceeds in a manner that respects the
patient’s dignity.

The element of “presence” was the least frequently
addressed in interventions related to family involvement.
Patients, families, and healthcare providers consider fam-
ily presence to be crucial for achieving a “good death”
[59]. In a study of nursing managers, all participants
agreed that family presence is vital in EOLC [60]. This
perception may suggest that family presence is already
well-implemented, which could partly explain why fewer
interventions specifically target it. However, recogniz-
ing its importance does not always ensure that families
can attend or feel comfortable being present. Emotional
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barriers, such as fear or hesitation to witness the process
of dying [61], coupled with restrictive hospital policies
and spatial limitations, often prevent family presence
[62]. These barriers were particularly emphasized dur-
ing public health crises such as the COVID-19 pandemic
[63], indicating that even if families wish to be present,
the hospital system may not always support it. Therefore,
despite the recognition of the importance of family pres-
ence, further research is needed to thoroughly explore
the context behind the lack of interventions. Addition-
ally, further research is needed to explore how emotional
and logistical barriers can be addressed in interventions
to ensure that family presence is genuinely integrated
into EOLC.

While direct family involvement in caregiving activities
within ICU settings is not always specific to EOLC, Gold-
farb, Bibas, and Burns [64] highlighted its benefits. They
found that when families are involved in patient care, col-
laboration with the medical team improves, and families
feel more respected, thereby yielding significant benefits.
However, as reported by Krewulak et al. [65], not all fam-
ilies desire or are comfortable with direct involvement
in caregiving tasks, suggesting a need for a cautious and
personalized approach. This indicates that, while family
involvement can enhance the care process and satisfac-
tion, it should be tailored to the preferences and capabili-
ties of each family to ensure that their involvement has a
positive impact on the patient’s care environment. There-
fore, addressing these gaps could enhance the therapeutic
potential of family presence and significantly improve the
quality of EOLC treatment.

While significant strides have been made in involving
families in communication and decision-making in hos-
pital-based EOLC, more efforts are needed to incorporate
them fully into all aspects of care. It is essential to address
existing gaps in family involvement in hospital-based
care by developing innovative strategies that encourage
the involvement of family members, through both their
presence and direct caregiving activities. Future research
should aim to bridge these gaps by exploring innovative
strategies that facilitate family involvement in direct care
activities.

This review identified several ways in which digital
technologies can involve families in EOLC. Carlucci et al.
[66] and Gorman et al. [67] demonstrated how digital
applications can facilitate family communication and
decision-making from a distance, enhancing the quality
of care without the need for physical presence. Addition-
ally, Goulabchand et al. [68] suggested that the intro-
duction of digital tablets in EOL scenarios can provide
isolated hospital patients with a means to connect with
their families. This aids the family’s grieving process and
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ensures connectivity and informed involvement regard-
less of location. These findings support the need for a
broader implementation of digital tools to promote inclu-
sivity and compassion.

A significant limitation noted across the reviewed stud-
ies is the reliance on self-reported measures from fami-
lies, which may introduce response bias and affect the
reliability of the data. The diversity in measurement tools
and outcome variables across studies further compli-
cates the ability to synthesize data or propose standard-
ized evaluative metrics. Future research should focus on
developing validated objective measures, as suggested by
Goldfarb et al. [69], to accurately assess the true impact
of family involvement on patient and family outcomes.

Conclusion

Integrating families into the care of hospitalized patients
during their EOL is a key component of the evolving
nursing care paradigm. This review highlights the posi-
tive effects and challenges of existing interventions. Sig-
nificant progress has been made in incorporating families
into communication and decision-making processes in
hospital-based EOLC; however, there remains a need
to further expand family involvement and ensure their
active presence across all aspects of care. Therefore, we
propose clear directions for future research to bridge
these gaps and improve practice guidelines. By pursuing
these identified needs, nursing professionals can enhance
the quality of EOLC and provide more meaningful sup-
port to families during critical times, as emphasized by
Morgan and Gazarian [70]. Meeting these needs can sig-
nificantly improve the quality of EOLC by aligning it with
patient- and family-centered practices, as outlined in the
best practice guidelines for nursing.
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