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Abstract

Context. Although several interventions aimed to promote end-of-life conversations are available, it is unclear whether and
how these affect delivery of end-oflife conversations. Measuring the processes associated with high-quality end-oflife care may
trigger improvement.

Objectives. To estimate the effect of interventions aimed to promote end-of-life conversations in clinical encounters with
patients with advanced chronic or terminal illness or their family, on process indicators of end-of-life conversations.

Methods. Systematic review with meta-analysis (PROSPERO no. CRD42021289471). Four databases (PubMed, CINAHL, Psy-
cINFO, and Scopus) were searched up to September 30, 2021. The primary outcomes were any process indicators of end-of-life
conversations. Results of pairwise meta-analyses were presented as Risk Ratio (RR) for occurrence, standardized mean differ-
ence (SMD) for quality and ratio of means (ROM) for duration. Meta-analysis was not performed when fewer than four studies
were available.

Results. A total of 4,663 articles were scanned. Eighteen studies were included in the systematic review and 16 entered at least
one meta-analysis: documented occurrence (n = 8), patient-reported occurrence (n = 4), patient-reported-quality (n = 4), dura-
tion (n = 4). There was significant variability in settings, patients’ clinical conditions, and professionals. No significant effect of
interventions on documented occurrence (RR 1.54, 95% CI 0.84—2.84; IS 91%), patient-reported occurrence (RR 1.52,95% CI
0.80—2.91; 2 95%), patientreported quality (SMD 0.83, 95% CI —1.06 to 2.71; 2 99%), or duration (ROM 1.20, 95% CI 0.95
—1.51; I? 65%) of end-oflife conversations was found. Data on frequency were conflicting. Interventions targeting multiple
stakeholders promoted earlier and more comprehensive conversations.

Conclusion. Heterogeneity was considerable, but findings suggest no significant effect of interventions on occurrence,
patient-reported quality and duration of end-of-life conversations. Nevertheless, we found indications for interventions targeting

multiple stakeholders to promote earlier and more comprehensive conversations. ] Pain Symptom Manage 2023;000:e1—e34.
© 2023 American Academy of Hospice and Palliative Medicine. Published by Elsevier Inc. All rights reserved.

Key Words
Clinical encounter, conversations, end of life, meta-analysis, systematic review, terminally ill

Key Message

encounters with patients with advanced chronic or termi-

This systematic review with meta-analysis found no sig-
nificant effect on process indicators of interventions
aimed to promote end-oflife conversations in clinical

nal illnesses or their family. Heterogeneity was consider-
able and further investigation into their implementation
as a collaborative, person-centered effort is warranted.
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Introduction

High-quality end-of-life care relies on optimal treat-
ment of symptoms and psychosocial, spiritual and exis-
tential support for both patient and family,"” and on
knowledge of patients’ care preferences to deliver care
aligned with their preferences. This requires effective
and regular communication such as in advance care
planning (ACP) conversations and shared decision-
making.l'2

Engagement in end-oflife conversations by patients
or family, measured in different ways,” varies signifi-
cantly: from 18%" to 78%" in cancer to 9.5% up to 70%
in nursing home settings.””’ Indeed, how end-oflife con-
versations are being defined varies across studies,8 and
adopting a broad definition may be reasonable.

Over the last 30 years, investments have been made
to develop resources, strategies and conceptual frame-
works for improving end-of-life conversations.”'” How-
ever, social and healthcare professionals (hereafter
professionals)-led end-of-life conversations are still sub-
optimal from the perspective of both patients and their
family."" Their measurement based on quality stand-
ards represents a milestone and indicators have been
identified at the level of physical environment, process,
and outcome.'™'° In serious illnesses, the conversation
process mediates goal-concordant Care,17 which consti-
tutes a priority outcome in palliative care.'” Therefore,
measuring this process is critical to ensure high-quality
conversations and improve the care provided. Process
indicators offer objective and straightforward measures
on how care is delivered and can be tracked and easily
targeted in interventions aimed to improve the quality
of care.'”” National consensus bodies recommend
ameliorations in the way end-oflife conversations are
delivered with respect to their occurrence, quality, tim-
ing, frequency, and duration.”'

Several international palliative care guidelines rec-
ommend accurate documentation of end-of-life con-
versations in the clinical record not limited to their
occurrence.”” Terminally-ill patients who report any
end-of-life communication have better quality of death
compared to patients who do not™ and the quality of
dying improves as the quality of conversations
increase.”” High-quality end-of-life communication has
been associated with improved outcomes for patient
and family,"®*" while absent, late, or poor professio-
nals-patient/family communication contributes to
aggressive, lower-quality and patients’ non-preferred
treatment.””’ The “Conversation ready” framework for
improving end-oflife care assumes that the quality of
documentation depends on the effectiveness and reli-
ability of patients and families engagement, and there-
fore it can be employed as a basic process measure.”’

There is widespread support for the need to start
end-of-life conversations early in the disease trajectory

to give patients and family support, promote prepared-
ness for the upcoming worsening, and offer the oppor-
tunity to raise questions with professionals to sustain
understanding and involvement of patients in making
care decisions.”® Unfortunately, conversations usually
take place late in the disease trajectory with professio-
nals newly involved in the patient’s care, and difficult
decisions are made in the heat of the moment.” One-
third of conversations usually take place within one
month of death.”

A series of conversations may be needed to promote
understanding and shared decisions by making infor-
mation more digestible and allowing processing time.””
When end-of-life conversations are held on an ongoing
basis, they strengthen trust and rapport, and favor the
elicitation of personal values and goals and their revisit
as the patient’s conditions Change.?’?’ Also, family satis-
faction increases with frequency’” of conversations
and more frequent contact is associated with not pro-
viding aggressive care.”’

Finally, it is recommended to arrange adequate time
for conversation to allow patients and families to ask
questions and express their views without feeling
rushed into a decision.”””” Family satisfaction increases
when professionals take the time to listen,” but end-of-
life conversations are often brief.””

Several interventions aimed to promote end-of-life
conversations have been developed but there is no
review summarizing evidence on their effects on how
end-of-life conversations are delivered. Previous system-
atic reviews mainly examined effects on communica-
tion skills,"”*" and on patients’ or family caregivers’
outcomes.” Measuring process indicators that may pre-
dict high-quality end-of-life care can support quality
improvement efforts by identifying areas of ameliora-
tion. Therefore, this paper looks at the end-of-life con-
versations in terms of occurrence, quality, timing,
frequency, and duration.”’ ~**

The interventions aimed to promote end-of-life con-
versations have been assessed in trials that varied from
explanatory, examining effects in ideal circumstances,
to pragmatic in usual care conditions.”” The type of
trial is often not stated explicitly. Describing the trial
approach informs the applicability of interventions
aimed to promote end-of-life conversations.

Therefore, we systematically reviewed the litera-
ture and conducted meta-analyses with the primary
objective to estimate the effect of interventions
aimed to promote end-of-ife conversations in clini-
cal encounters with patients with advanced chronic
or terminal illnesses or their family on occurrence,
quality, timing, frequency, and duration of end-of-
life conversations. The secondary objective was to
describe trial approaches (explanatory vs. prag-
matic).
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Method

Design

A systematic review according to the Preferred
Reporting Items for Systematic Reviews and Meta-Anal-
yses (PRISMA) guidelines44 (Table A1) was performed.
The protocol was registered on 6 December 2021
(PROSPERO CRD42021289471).

Search Strategy and Selection Criteria

Searching PubMed and one giant database (e.g.,
Scopus, Embase) at minimum is recommended for sys-
tematic reviews.”” We searched four databases
(PubMed, CINAHL, PsycINFO, and Scopus) on 30 Sep-
tember 2021 from inception. Searches employed con-
trolled vocabularies and free terms, without temporal
or language limits. Search strategies were adapted for
each database (Appendix 2). The reference lists of
included articles were screened manually to identify
potentially relevant publications. Also, the PROSPERO
register of systematic reviews was searched for ongoing
and recently completed reviews.

In the present study, end of life conversation was
defined as a clinical interaction engaging professionals
and patients with advanced chronic or terminal illness,
or their family, and aimed to promote patient and/or
family understanding of illness progression or care
options, or elicit patient’s care preferences at the end
of life."” Studies were included if they 1) covered at
least one element of this definition; 2) involved adults
with advanced, progressive, incurable conditions
approaching the end of life'” and/or their family. Stud-
ies involving only family caregivers were also eligible; 3)
were intervention studies (i.e., pre post studies, clinical
trials, controlled clinical trials, and randomized con-
trolled trials) aimed to promote end-of-ife conversa-
tions in clinical encounters, regardless the clinical
setting and people targeted (i.e., patients, family care-
givers, and/or professionals); 4) reported on the effect
of interventions on at least one process indicator of
end-of-life conversations (i.e., occurrence, quality, tim-
ing, frequency, or duration); and 5) were published in
peer reviewed journals.

We excluded studies on interventions which tar-
geted the general public or older people more gener-
ally (e.g., health campaign, public health initiatives,
and policy), or were part of multi-faceted programs
and the effect of the individual component of the inter-
vention that related to end-oflife communication was
not clearly recognizable and assessable.

As we focused on process outcomes, studies only
assessing the impact of interventions on family-related
(e.g., psychological distress) or patientrelated out-
comes (e.g., hospitalizations) were also excluded.
Patient/family care outcomes represented additional

data that were extracted for descriptive purposes, when
available.

Article Screening and Study Selection

S.G. and Y.A. independently screened titles and
abstracts, removed duplicates, and reviewed the full
text of potentially relevant articles, and discussed any
disagreement or uncertainty regarding eligibility until
reaching consensus.

Quality Assessment

S.G. and Y.A. assessed study quality using the Qual-
Syst tool for quantitative research.”” This 14-item tool
scored whether specific criteria were met (“fully” = 2,
“partially” = 1, “not at all” = 0). Items not relevant for a
particular study design were excluded from the sum-
mary score that was calculated for each paper and
allowed for direct comparison of studies with different
designs. Studies were classified as high (>0.9), moder-

ate (0.7-0.9) or low quality (<0.7).

Applicability Assessment

Trial approaches vary from explanatory, examining
effects in ideal circumstances, to pragmatic when appli-
cability of the intervention in usual care across a range
of settings is relevant.”” The approach becomes more
explanatory as it moves away from usual practice
towards ideal circumstances, offering insights in
whether the intervention could work at all.

S.G. and Y.A. independently assessed applicability
using the PRagmatic Explanatory Continuum Indicator
Summary-2 (PRECIS-2) tool,” which focuses on trial
design choices and comprises nine domains: 1) eligibil-
ity criteria; 2) recruitment; 3) setting; 4) organization
(expertise and resources to deliver the intervention);
5) flexibility-delivery of intervention; 6) flexibility-meas-
ures to ensure adherence to the intervention; 7) follow
up; 8) primary outcome; and 9) primary analysis. Each
domain was scored on a 5-point scale (1 = very explana-
tory to 5 = very pragmatic). With insufficient informa-
tion, we assigned a score of three.

A mean score across studies for each domain and a
mean applicability rating for each study were calcu-
lated. Domains and studies were classified as mostly
explanatory (<4) or mostly pragmatic (>4) according
to the mean domain score and the mean applicability
rating, respectively.

Data Extraction

Data were entered into a standardized spreadsheet
under the following headings: study characteristics; sam-
ple characteristics; narrative summary of findings; and
quantitative results (number and proportion of individu-
als with self-reported or documented occurrence of end-
of-life conversations in medical record; mean values
(standard deviation [SD]) of patientreported quality
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and duration of end-of-life conversations). S.G. and Y.B.
independently extracted all data, and solved disagree-
ments by consensus with P.DG.

Primary Outcomes

The primary outcomes were process indicators of
end-oflife conversations: occurrence, quality, timing,
frequency or duration. Occurrence: the proportion of
patients reporting, or with documented conversations.
Quality: the quality of conversations either perceived
by patients, family caregivers, or professionals, or
according to their thematic content. Timing: time
before death. Frequency: number of conversations per
patient irrespective of the timing. Duration: length of
conversations. Occurrence was expressed as percent-
age, quality as mean (SD) for quantitative measures (e.
g., quality of care item) or thematic domains of conver-
sations (e.g., values and goals, prognosis) for qualitative
measures, timing as mean or median, frequency and
duration as mean.

Data Analysis and Synthesis

Interventions were categorized into those target-
ing patients, professionals, or multiple stakeholders,
and according to system level strategies e.g., alerts,
electronic documentation template, and the number
of sessions (one-time vs. multiple-sessions interven-
tions).

We used prevalence ratios for occurrence, standard-
ized mean difference (SMD) for patientreported qual-
ity and ratio of means (ROM) for duration of end-of-
life conversations. A random-effect model meta-analysis
with unrestricted maximum likelihood using the sam-
ple size as a weighting factor was performed when any
of the primary quantitative outcomes was assessed in at
least four studies. Hartung-Knapp method was
applitf:d./17 Heterogeneity was assessed using the
Cochran Q test via a Mantel-Haenszel test and quanti-
fied by I? statistic.”® Subgroup analyses with random-
effects models investigated the association between
documented occurrence and persons targeted, system
strategies, and number of sessions. Sensitivity analyses
for outliers were also performed.

Funnel plots were used for publication bias. Results
were considered statistically significant at 2-tail P <
0.05. R v 4.1.2 was used for all analyses.

Results

Review Process

A total of 4,663 articles were identified; 32 full texts
remained after screening titles and abstracts. Seventeen
were excluded (Table A2). Three additional articles
were identified from reference lists; thus 18 studies
were included (Fig. 1). These assessed five process

31,49—58 49,50,52,53,55,56,58—63

outcomes: occurrence,’ quality,
timing,”””>"" frequency,””” and duration”””®” of end-
of-life conversations (Table 1 and 2). Two articles could
not be included in any meta-analyses: one”’ did not
quantify the quality of conversations, and one’' did not
provide overall estimates of changes in the patient

reported quality of conversations.

Characteristics of Included Studies

Thirteen™**"" studies were conducted in the
United States, two®?%% in Australia, one’* in the Nether-
lands, one” in France, and one’! in Japan; all but
two”""” were published after 2005, Ten'’?%7%:79:00.63
~% studies were classified as high, five®"77%7702
moderate and three”*”*°" as low quality (Table A3).

Thirteen™” 772747 570L620%65 gty dies were hospital-
based, three””®"%® involved both clinics and inpatient
services, and two”””® only clinics.

Studies involved patients with cancer,
=65 end-stage pulmonary,’#971929657.59.65 apdiac P!
—58,56,57,59,65 liver, or metabolic
disease,ﬁz’57 or multiple severe comorbidities’" %,
Only one study involved patients with dementia,”” gas-
trointestinal,57 infectious,57 neurologic,r’7 or rheumato-
logic’” end-stage disease. Among professionals, studies
most frequently involved oncologists,”’ 7770002764
internists '*71:9%:27:59 (Table 1, A4).

50—52,54—57,59

51,52,59,65 renal’32,56,57

Definition of End-of-Life Conversations
In the included studies, end-ofdlife conversations
were defined as discussions, conversations, communica-

tions, talks, or information about symptom
51,53 51,53,61 .
management, treatment plans, end-of-life
57,59,60,63 52,54—56,58 .
care,”””"""% goals of care,”””" """ treatment options

. . 54,55,61,62,64 ; .
with their benefits and harms,””””"">"" illness trajec-

52-54,56,58,60,62,63 .

tory and prognosis,”” 707500020 and patients’ values
31,49—51,55,56,58,62,64,65

or care preferences H1A9-51,55.56,58,62,6465 (Taple 1),

Interventions to Promote End-of-Life Conversations

In all, 12 unique interventions across 18 studies were
identified. The interventions targeted multiple stake-
holders (n — 10)’Jl,49,:)_),5;»,J:),(w(),()_)—():) professionals Only
(1’1 = 7 50,51,54,56—59 or patients Ol’llyhl. Four
studies involved family caregivers.

Coaching (n — 7)’D(),53,:)1),5(\,.)8,(\0,()2 a patient—speciﬁc
information form about end-of-ife care preferences
n = 4), M55 (ritten resources such as question

q
prompts list, information leaflet, communication
uide, and communication guidelines or standardized
g gu
protocols (n = 4),79:00:62765 yideos with educational or
supportive purposes (n = 3),°”°*°* and a patient-spe-
cific communication tips form (n = 2)°*” targeted
both patients and professionals. Disclosure of more
p P

detailed information about clinical conditions’’ and
face-to-face meeting” targeted only patients. Lectures
(n — 6)’5(),:)4,55,.)/,1)9,()4 role play (n — 6)’50,:)/7()(),()4

b
60,62,63,65
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)
Records identified through
database searching
= (n=4,663)
2 PubMed (n=483)
D EBSCO CINAHL (n=178)
£ EBSCO PsyINFO (n = 2,004)
= Scopus (n = 1,998)
=l
Duplicate manually removed
> (n = 80)
A 4
~— Records after duplicates removed
(n=4,583)
S
& v
£
5 Records screened - Records excluded by title and abstract
Qo (n=4,583) i (m=4.551)
A
Full-text articles excluded (n = 17)
— - No data on process indicators of end-of-life
N v conversations (n=11)
- No intervention study (n=3)
Full-text articles assessed for - Intervention part of multi-faceted programs
eligibility with the effect of the individual component of
(n=32) »| the intervention related to end-of-life
communication not clearly recognizable and
Pl assessable (n = 1)
= - Unclear clinical condition of advanced
a . e
& chronic or terminal illness (n=1)
o - Commentary (n=1)
y
Studies included in the systematic »| Included from the references lists of
review (n = 15) selected articles (n = 3)
—
) A4
Studies included in the systematic
review (n = 18)
el
]
©
=
:c’ Studies included in Studies included in Studies included Studies
the meta-analysis for the meta-analysis in the meta- included in the
documented for patient-reported analysis for meta-analysis of
occurrence of end- occurrence of end- patient-reported duration of
of-life conversations of-life quality of end-of- end-of-life
in clinical records conversations life conversations conversations
(n=8) (n=4) (=4) (=4
\ J

Fig. 1. PRISMA flow-chart depicting the main stages of the systematic review process. Page MJ, McKenzie JE, Bossuyt PM. et al.
The PRISMA 2020 statement: An updated guideline for reporting systematic reviews.

individual- or small group-based reflective discussions
_ E\54,57,59,60,64 o : :

(n = 5) provision of a prognostic estimate

(n = 1),”" or palliative care consultation (n = 1) tar-
. . 5 75—/ . .

geted only professionals. Five”'”>~"® studies also intro-

duced strategies at the system level. System strategies

included email remainders, alerts, or administrative

prompts (n =2),”>”” an electronic documentation tem-

plate for conversations (n = 2),”>”® and a trained

.y . 5 5
nurse who facilitated conversations (n = 1)°"%%
. 21 49 59 53 57 61 63 65 . .
Eight’ 9720597010365 gtdies  assessed  one-time

- : - 50,51,54—56,58—60,62,64 -
interventions while ten””""" 7?7702 multiple-ses-

sion interventions. Interventions were delivered by
51,53,62 - 50,63,65 .

nurses only, physicians only, experienced

trainers (undefined qualification),”””" or multi-profes-

. 43,54,55,57,59,60 K

sional teams™ 777770 (Table 1, 3, and Ab).

Outcomes of Interventions Aimed at Promoting End-of-
Life Conversations

All funnel plots exhibit asymmetry, as depicted in
Figure Al. While asymmetry has traditionally been



Characteristics of Included Studies

Table 1

Author(s) Study Characteristics Study Sample Characteristics Main Findings
(Country, year)
Quality Score* Patients Family Members Professionals
Applicability** Design / Study Definition of  Intervention Who Delivered Process Indicator(s) Data Source (Time  Setting/ Size ~ Underlying Life (N) Males (N) Males  Professional Working
Period EoL. the of EoL. of Data Collection)  (N) Disease Expectancy (%) Age, (%) Age, Profile Experience,
Conversation Intervention Conversations (m) years Years Years"
Investigated
Auetal. (USA, Cluster RCT /  Discussions I: an individualized NA Patient-Reported Patients’ Two hospitals N =376 Not - N=92 Internists, lung Notreported 1) Improved Quality of EoL
2012) January about patientspecific Quality of EoL. questionnaire / Not Chronic reported I: 42 specialists, conversations Assessed with the
High 2004 to preference feedback form Conversations (baseline and two reported obstructive M: 21 geriatricians QoC Questionnaire 0—100 in
Mostly November for EoL care based on a previous Proportion of weeks after the pulmonary (50) the Intervention Group
pragmatic 2007 patient’s survey patients clinic visit) disease Age: Not (Adjusted difference 5.74 points,
about preference reporting reported p = 0.03, Cohen effect
for EoL care was occurrence of C: 50 size = 0.21);
provided to conversation M: 22 2) More intervention patients
physicians (n = 42) about EoL. (44) reporting EoL conversations
and their patients preferences Age: Not with their clinicians (Adjusted
(n=194) between patients reported difference 27.4%, P< 0.001);

C: no patient-specific and their 3) More intervention patients
feedback for physician or their reporting EoL conversations
neither physicians surrogate with their surrogate (Adjusted
(n =50) nor difference 10.9%, p < 0.01).
patients (n = 182)

Bickell et al. Cluster RCT / Conversations  I: physicians received a  Physician Proportion of Patients’ Three N =265 <24 - N=22 Oncologists 1:17.3 (Not 1) No difference in the occurrence
(USA, 2020) Not on eliciting 2-hour small group patients questionnaire hospitals / Advanced I=11 reported) of EoL conversations in
High reported patient role play session+4 reporting (within days after Not cancer M: 7 (64) C:17.0 (Not intervention patients compared
Mostly values about coaching visits occurrence of the clinic visit reported Age: 44.3 reported) to control patients (52% vs. 48%,
pragmatic care and (n=11) EoL and at 6 months) (8.9) OR0.98,95% CI, 0.95 —1.01);
treatments  C: no training (n =11) conversations C=11 2) No difference in the occurrence
All intervention and Proportion of M: 8 (73) of high-quality EoL
control physicians patients Age: 43.5 conversations (scores of 9—10
attended a didactic reporting high- (10.7) on NRS 0-10) in intervention
lecture about the quality EoL patients compared to control
importance of conversations

conducting EoL.
discussions

patients (62% vs. 67%, P=0.37);

3) No difference in the composite
score of occurrence or quality of
EoL conversations in
intervention patients compared
to control patients (Adjusted OR
0.84,95% CI0.57—1.23);

4) At 6 months, no difference in
the mean number of emergency
department visits and
hospitalization, median time
between hospice enrollment and
death, chemotherapy
administration, and intensive
care unit admission.

(Continued)

99

D 12 DJJaU0L)

£20¢ %xx 00 "ON 00 1°A




e7

[ Encounters

ions in Clinica

Interventions to Promote End-of-Life Conversat

Vol. 00 No. 00 xxx 2023

(pomuzuop)

Qu1ed [ensn i)
SUOISIIOP 21NNy 10J
Suruueyd aeqoey
pue ‘[onuod

‘pourad Aprus ured 01 uonuane
sif-oayy o Surmp ured pariodox a8emooua
JI98 219435 01 d)LISPOW UT S9WO2IN0 SUOISIIOP
J9YIDU ‘UONE[NUIA [EdIURYIIW Jo Surpueisiopun aaming
BurA19091 10 “aso1eWOD ‘Syrun sisdos anoxduar 10y Suruuerd
axed aatsuayur ur juads sfep sdnoi8 s aanrey ‘soouaxajaxd ey
UBIPIW DY} UI 2DUIIIP ON (g frepads wasks (yudwIOIUD JUDWNDOP PUE JI[D pue [onuod
£(9%L¢ "sa %0¥) stuaned jonuod ASojorpres uensyd ueSio Apms 01 jgess [eatdsoy pue ured
01 paredwod saouarayoxd pue ‘Ara8ms o spdnmur I19ye g pue uenisiyd “Aqrurey 0} uonuane
uonepsnsax Lreuowndorpres “f8ojoouo sdnoi8 10 ‘ewod 9 skep usamiaq quaned o s 98emooua
passnosip Suntodoau sroarSored 9run axed Aeads “aseasIp ureSe pue /, pue spRIu0d sdnmnu S9UO02IN0
Aqurey 10 sjuaned uonusarul Jo dAIsU UL uenisiyd a8es 3 skep uoomiaq) suones pey asimu pay[s Jo Surpuers
uonzodoxd a1y ur sd>udIIP ON (T [edtpow 911 -pud T9AT[ aqqissod Jou sem I9AUOD O V "a1ed o7 10J JTopun 661 snewSed
(ST T—06'0 ID %66 ‘30T own /4801 sdnoi8 pue derpIed Mo uaned JO 2OUDLINII0 soousuayaxd yuaned anoxduur Arenue[ ApsoN
ueIpaw Jo onel paisnlpy) siopio ouownd fpeads ‘Kreuownd porodox UIYM MITATIUL Suniodox puE uoneULIOJUT ‘soouauazard 012661 ySiy
ANA prusumdop jo Surup 10 “oupIpaWw $,URIIS porodax “180[00uQ 10N s1oa180.1e) A[rurey syuoned snsouSoxd IR Arenue[ (G661 ‘VSN)
soudeadsd oy ur dwaRIIP ON (I pariodorioN rewouy  Ayd 2g =N - 10N FO8Y =N/ S[eidsoy 9AL] 10 MOIAIIUL SIUDDE] Jo uontodoig osmyN  paAdar suenisiyd :f 01 suossnosiq /1Y 10D “[e 12 s1ouuoy)
H[9M ¢ pue
SINOY g 1B SPI2U UONBULIOJUL
JO TUDWIDADIYDE JO SOINSLIUL
[[BI940 PUE UONEIIUNUWIIOD)
PIM uondesHes 1Y) ‘Korxue
stuaned ur 2oudIFIp ON (¢
HIF T—60'T ID %6 #3'T oner
‘dnoi8 jonuod oy ur sonuTIx
G'0g "sa dnoid uonuaarayur
o Ul oUW §°/¢) uoneInsuod
UONEINP UONEINSU0D Paseanu] ( Jo uonem(
(10000 PaSSNOSIP SWNT
> ) [01nuo0d 01 pareduwod JO IdquINU [R10], (gg=u)
syuoned uonudAIIUL (PIM s12A180.180 uoneIMSUOd [ensn 7
SUONEINSUOD SULINP PISSNOSIP Aquurey 1ot (g6 = u) [o20101d
SWAI IOW % EZ “[[BINAQ (€ pue syuaned 1oy paziprepuels
‘s1oatSoued A[Iurey uonuaAIIUL pue sanssi JO  Sursnysip ydwoad
ut (1000°0 > d) $oNsst 1oA1Soaed pue 1oaiSored uonsonb o1 01
pue ‘(g0 =) sisouSoad “oxed reuorssajord J19J91 puR ISI0pUd
“(£0°0 =) 291a198 oxed danered INOE SUIIDUOD A[2anoe 01 payse
moqe suonsanb *(g000°0 =d) 9xoddns ‘opf jo aaom suemnisyd
suonsanb [[e1210 2101y (g Knrenb ‘sisouSoxd cuenisfyd oy
‘syuaned uonuaArUY AN P8y parodax quounean M UoneNSuod
ur (1000°0 >d) 1oddns AN N 10N ‘swordwa 121 21052 onewSerd
pue (1000°0 >d) 2711 Jo Anpenb poariodax [SEe} / (sowurp rearsdyd oomaros somunu 0g—0g 181 sansst 003 1sn8ny Apsop
“F#00°0 =d) ssouSoxd (10000 10N 28y AN 28y wuanedino axed aanerred 1dwoxd wonsanb e o9 pue 013003 yStyg
> ) 201198 oxed aanered partodax AN N I90ued Apsour) 10y suonsanb uaa1S axom (yuasaxd sisouSoxd 12010 (2003
moqe suonsanb (10000 suenisdyd 10N ‘N 0L:1 partodax poaduRApY PERIANEREN A SUONEINSUOD ‘suonsanb J1 1oar8o1e0 A[rurey moqe /109 “erensny)
> ) suonsanb [exaso axopy ([ pariodarioN  ared sanereq GI=N 631 =N 10N FL1=N 2anerped suiy Ppapl1odar-opny [e1240 Jo juno) uensAyg 1y pue) siuaned suotssnosiq  dnoxS-arereg “[e 12 uoyke)
paresnsoaug
STROX s1eax sreak (ux) SUONESIDAUO))  UONUIAINUL UONESIDAUOY)
“oouatrodxy s[gorg 8y (%) 98y (%) Kuepadxy aseasiq (N)  (uomdayo) ere(q jo 0 Jo ap 100 poLag
Sunjiopm [euorssajoid SO (N)  SO[RIN (N) ] Suidopun  az1g /Sumag  dwil) 92an0g IR (S)I0ILIIPU] SSII0IJ  PAISAID( OYM uonusAU]  Jo uonmuyaq Apmg / uSisaq Lmqeonddy
S[EUOISSDJOL] SIOQqUID] AT, siuaned 121008 Lrpent)
(xeaf ‘Anunon)
sSurpury urepy sonsuaiderey) afdureg Apmg sonsuaIdeIRy) APNIg (s) 10y

panunuon

11991



Vol. 00 No. 00 xxx 2023

Gonella et al.

e8

(panuyuoy))
uenis{yd
RIEl
pue juaned
2y poq
PIM pareys
pue [re>
o Suump
(ista Pparonnsuod
J1uIp A aurpno
REICES BENY uoneapow
om pue S UOTESIDAUOD yuaned aged
durpseq) 7109 Jo Anpenb -ouo+ur
MITADI partodaruaned orOd
aeof yoed JeRTSRENS SUONESIIAUOD wsmoaxd woyduds
sjuoned [e21pow e poseq ‘SOVRWINS
009 / d1urp RILGRIGRTE) JO 2OULIMNII0 -ouoydof snsouSoxd
oanyrey yuonedino pue oareu pIjusUmMOOp pafasmu Suruuerd ‘L1o100fen pouad
parodax 1edH ey uonsanb s syuaped PAAIDAL QIeD ddUBAPE ssou[Imoqe s1d-om1 / IO
- - - - 10N 08=N 11eaY QU Ssuaned Jjo uonzodoxg asmN siwoned ;] pue quowaSeuew SUOISSNOSI(] dnouS-aqereg
‘syiuowt g pue ¢ e Aorxue (L9 = u) suenUID
10 uorssaxdap ur 2dudIJJIP ON (F 10 (88z = u)
H10°0=d ‘(L6870 1D %%6] siuaned 01 paproxd
20°3 9 porsnlpy ‘¢T3 "sA 6G°F) parrodax S UODBSIIAUOD SEM UOTRULIOJUT OU
sjuaned uonuaarIur UT (O O 10N 28y o7 jo Apenb ng £oams dures oy
() WOIJ PIIRI SWAN > JO UONIIS partodax parodaruaneg parordwod syuaned
woud v) axreuuonsanb Hoy soLneLg 10N ‘N SUONBSIIAUOD Appandadsax
9 IIM PISSISSE SUONPSIIAUOD “ASojoaydou g9=0 (spuowr 100 9ISIA DTUID
o7 Jo Lnpenb ueaw 1oySiy (g “Sojornuo partodax 9 Sumojoy JO 92UDLINII0 oy 01 1oud skep
(10070 >d ‘[8S'T-36'0 ID %S6] onses 10N 08y ISLISIP oy ySnoxy parIdWNOOpP Sunjiom g 10 | pue
Gg'1 § powsnlpy %L1 'sA %g9) “ASojorpres parodox J8ws-puo porodox SIA OTUI s ssuoned JPoM QU0 (g = u)
SUOTIESIOAUOD JOF PIIUIWNIOP “4Sojou 10N N orjoqelaun JON AU} WOIJ) MIIADI Jo uontodorg sueDIUI pue
s syuoned uonuasUL D10 (g ouwrnd 65=1 10 / Iomou P10 [EIPIW SUONESIGAUOD (6Fg = u) sruaned
1000 >d ‘[99°T ‘A8ojoouo (9°6) ‘[euDI I2A quanedino RILRIREI (o 100 0))uds sem £oAIns ared jo sjeod Kroreuejdxo
F6°0 ID %%6] 63’1 ¢ parsnlpy “oumIpaw oLy P8y QvIpIed OM] ‘191U (S1A D1UIP O JO 2UDLINII0 snowmaxd e uo paseq 1o sisouSoxd 9103 Apsop
04 1€ "SA 0 F/,) SUONESIIAUOD [ewrayur (89%) ‘Kreuownd RERIAIE1) I91JE SYI9M OMI) Sunaodax sdn uonesrunwurod 121 IMoqe Key 01 108 ySiyg
10 Jo dud.Lmdd0 Suniodax ‘QumIpaw 8GN “18o100uQ) ‘srendsoy aareuuonsanb syuaned aded- syuaned Arenaqaq (8108 ‘VSN)
syuaned vonuasmyur d10| ([ parrodarioN ¥31 =N - ¥6> ¥6F =N uaAdg SsuLneg jo uoniodoig YN oymadsquoned e i M SR,/ LY Iosnp) e 19 spany)
(9000 =d)
siuaned vonuasrur Suoure
uorssaxdap paseasour (21008
uorssaxdop  s1oadaxes Arurey 068 = N
10 ‘smeys feyudw pue [edrsiyd s10)
Sstuaned pue uonuaAtIUL enyeAd (Fgg=u)
91} U2IMIDq UONEIOSSE ON (g suenIUID uonesnpa fensn ;N
HLT0=d ‘L¥F0 01 80°0— 1D 8%) (g¢1) sanip SUONESIBAN0D (11g=1)
966 ‘61°0 q pawsnlpy) uenrurd €0 8y 9'96 a8y 1qIOWO) (uonuaArayuL o Jo SUOISSNOSIP
pue (180 =d ‘86°0 0 LL0— 1D (ap) (92) 919498 o Sumofjoy Apenb payiodax EIVIREIIENS
966 ‘11°0 q paIsnlpy) 10a15a1e0 86 ‘N ¥a1 ‘W spdnmur sypuow ()T o) ut -uepI) pue uoneurs
Apurey S(GT°0 =d ‘060 OV 10— 63D 98% D 10 “9sesIp pue uonudAIN UL SUONESIAUOD “Kerd-ojox
1D %86 ‘8¢°0 q pasnlpy) yusned soouIRn (8°9) (Lg1) a8es partodax Surpaoaxd 04 Jo UONEeNSUOUIIP (NIM
103 (01 —0) 2109s dareuuonsanb [ Jpuonnovad G0g 98y 8°9G 08y -puD I9AY 10N pouad uowr Ayenb pajrodax ONDEPIP MIIAIIAO Qaed €103 Lroyeuerdxo
D00 Y} UO SUONESIIAUOD 1) AO10T asanu pue (¢p) (92) 10 DRIpIed / S9DIAIDS -9 oy Suump) -12A150.e0 Arure Supnpur suoissas Joq pue Arenue[ Apsop
707 Jo Lpenb payrodax ueIpow ) SIUIPISII 16N 901 ‘N “Arevowrnd yuonedur sdoamns sueIUI SUONESIAAUOD oy 1ySo aanered 012008 ySig
UI 90UIIJJIP OU [0NUO0D (z-1) 401 QUIPIW 1151 oIy 1 “218o[00uQ) pue sowrp pue s12A139.180 707 jo Anpenb AsINN PIAIIDAL SIDUTRIY moqe REli(ebTe) (€103 ‘VSN)
01 uonuaarut Jutredwon) ([ ('] ueIpour ; [euIa1uy ShF =N 868 =N ¥g 01 g1 LILT =N axed Arewrtig Aqrurey ‘syuoneg payodarjuaneg uenIsyq  IsIu pue uer SUOISSNOSI(] ID¥ 1980 “[e 19 spany)
porednsoauy
LSTeIX SICOX sreak (ur) SUOTIESIIAUO)) uonudAINUL UONEBSIIAUOY)
‘oouarradxy s[yoig a8y (%) o8y (%) Aouedodxy aseasiq (N) (uonodaqon vre(q jo 109 jo a1y 100 porag
Sunjrop [BUOISSIJOIJ SareIN (N) SaTeIN (N) Ellel Suifpapupn SwIL]) 92MOog vle  ($)I01BIIPU] $$3001J  PIAISAIP( OYM uonuaAIU]  Jo uontuyd(q Apmg / uSsaq Amqeorddy
S[RUOISSIJOI] sToquIDy Aqrureq sjuaneq 21008 Lipensy

sSurpuy urepy

sonsuaiderey)) afdureg Apmg

sonsualerey) Apmg

(reaf “Anumop))
(s)zopy

panunuon)
171971



e9

[ Encounters

Clinica

0NSs 1n

Interventions to Promote End-of-Life Conversat

Vol. 00 No. 00 xxx 2023

(panuzuoy))

-farxue pue ‘uotssaxdop ‘eiiagar

2aed sanered ur 2dUIIP ON (
‘Fe0=d
‘9L°L A %1°91) stuaned
[0NUOD PUE UONUIAIUL
UDIMIO( SIATIIDIIP IDULAPE
J0 uonaduwod ur 2dUIIPIP ON (F
Hgro =978
10942 UdYOD ‘9L 0=d ) suaned
[ONUO0D PUL UONUIAISNUL
UIMII( SUOTILSIIAUOD [L12UdT
Jo Kirenb oy ur 2oudIagIp ON (¢
£(gF°0 = 9215199199 UIYOD)
‘60°0=d ) stuaned uonuaa Ul
ur (0[—() 2areuuonsanb HoRy
O IIM PISSISSE SUONESIIAUOD
o3 jo Anpenb 1oySiy (g
H100°0 >d “%9'G "2 %EL)
SUONESIIAUOD JOF PAIUIWNIOP
m syuoned uonuasralul JIOR ([

i)

(g = u) st
aemSax )
(1p=w)
stouado
uon
BSIDAUOD
Suiferd ofox
pue quowr
QouryUD
s[RI
‘uoneanoe
uaned

+ SI9LLIRq
Surssarppe
103
suonsa8Sns
i Suore

sSurpury urepy

STROX
“oouatrodxy
Sunpop

Jyoig
[eUOISSaJOI]
S[PUOISSIJOI ]

SIBIX
28y (%)
SaTeIN (N)

steak

(ur)

98y (%) Louedadxy

SOTEN (N)

SIOqUIDJA AJrure |

AT

aseasi(
Suidropupn
sjuaneg

paresnsaaug

SUONEBSIDAUOY)

(N)  (uomddqiop weq jo Tod 30

971§ /Sumoag  dwIL]) 92aN0G vIe(  (S)I0VLIIPU SSID0I

uonuLIAIIU]
Bl
PaIaAd OUM

UONBSIIAUO))
Tod poLRd
Jouonmuyaq Apmg / uSsaq Lpqeonddy
21008 Apengy
(1eaf “Anunop)

uonuaAINU[

sonsuoierey) sdureg Apmg

sonsuolerey)) Apmg

(s)1oymy

panunuon
1 219v1



Vol. 00 No. 00 xxx 2023

Gonella et al.

el0

(ponuryuop)

sypuow
810§
uonwIMsuod
Qaed
aanered
fpeads
po1a88in
Apuow+ suondo
sypuow 2IeD 11I0JWod
01 103 10 2o1dsoy 10
(uorssnosip £S90101]D JUdUNEIT
dnoiS+ Surureysns
onoepip) -aJ] ‘301012
Sururen JUBUNEIT TDURD
S[[Dys uon ‘sisouSoud ‘sonpea
e)runuurod pue m—ﬂam juaunean
nurw :Sumorjoy
-G A[puout A1 Jo owos
JSEINEREN] Bur19400 UM U0
syup)sisse s “roproxd
endsoy SUONESIIAU0D suenisiyd vonoead pasueape
Ksroarun 100 pue ‘souon 10 uensiyd snewSerd
POgFH08 3O 20UILMII0 noead osmu unean e pue Apsopy
® Jo nun parrodax PIFuIWNOOP IONIOM [RID0§ ‘suapnis aedorms yuaned 1o 910 A6y 01 Mo
parrodax I190uRd £Bojoouo 10N / Ma1AdT s syuaned uenisiyg [ed1pow juaned oy usamaq <108 Am[ / (103 ‘VSN)
- - - 10N pasueapy SLI=N [eJIPSIN  PIODAI [RIIPIN jo uontodoxg EXNTNG ‘SJUDPISAT ;] UONEIIUNWWO.) Apmsisod-arg *Te 12 uosuep
([oreasqns
Surwreay
padurreg DOI]
SUOISDAP JO
Sururery pasuereq
pue ‘[oredsqns
Suruwoyuy
[DD1d] sea10uD
JuduUnedL],
pue dnsouSor] Sururen ou
$92107D SYIUOW ¢ IXIU
JudUNEIN) o ut s[es suoyd
pue sisouSoxd dn-moyjoy ¢ o1 dn+
moqe syuaned 151 1dwoad uonsonb
Suruoyur e Sunerodioour
‘[saaon uolIssas
A BUOIDA] Suryoeod moy-suo
-a1eD 2a1ssa185e pue suonowa 9[8urs & pasradax
9y11 Jo Lipenb ut 2ouLIJyIP ON (3 stuaned s1aA1S01eD J191]) puR
£((98g+) $9010UD JUSUIEIT pUE (8°6) parrodax 01 Surpuodsax siuaned ORqPad)
sisouSoad SurpreSax syuawarers ¢'Gp a8y 10N ‘[8urpop SATIDI[JII PAIAIUD
[eUOnIPpE §'[ PUe (%1L+) (6L) / rendsoy uonedonreg -~I9UIBI PIsNIOJ+ 218D
uonow 0) sasuodsal [euonippe ST Arunwurod uaNeg 241D ] sjuaned jo sajox oy pue
9'0 ‘(%FH+) STuswILIS 61=D pUR SI91UD uone)nsuod Buileniod syuaned SUOISDIP
Sure8uo, reuonippe (€01) [edrpawr ur suaned PpazIpaepue)s woy jusunEIn
26 01 Surpuodsai10d (00 6'¢h 98y partodax Srapede Burdelus JDBQPIDJ PUL 0IPIA ‘sisouSoxd £roreuerdxa
=d ‘[39°0—90°0 ID %561 ¥$°0 (€9) JoN 98y oI (uorssas Sururen JO $91005 Z) Jouq e Susn (smoy 9sIn0d <108 Apsoy
q pasnlpy) dnois uonusarsyur 31N partodax 1oued 190Ued 1811 ) 1Y) UONEUNWIOD G/'1) Suturen adyjo 95LISIP 1201 01 yStH
) UI UONEIUNUWIWIOD 61=1 10N N podueApy paseq uoneINSUod Aenb yo II0M -UI SUOISSIS-OM) B moqe 2103 1snSny (L1038 “VSN)
pasduadquaned pasoxdwy (1 porodarioN sis180[00uQ 8¢ =N $61= N 31> G9g=N  -funuwoy) popiodar-opny  amsedwr asodwio)  [EDOG ISINN  PIAIIAI SISISO[0IUO | SUOISSIOSIY /[0y 19Isn[) “Te 19 urdysdy
paresSnsoaug
STRIX SIe9X saeak () SUOTIBSIOAUO))  UONUIAINUL UONBSIOAUO))
“ooudtadxy a[yoirg A8y (%) 8y () Aouepadxy aseasi( (N)  (uondap[op ereq jo 104 Jo o 100 poLg
Sunpop [euoissojorg  SO[eN (N) sorey (N) oy Sudpopup  ozig /Sumog  owii]) 900G IR (S)I0IBIIPU] $89D01J  PIIIAID( OYM uonuoAIU]  Jo uontuyaq Apmg / uSisoq Anpqeorddy
S[RUOISSIJOI] SIOQUIDN A[Ture siuaned +2100g Aipenty

sSurpury urepy

sonsuaereyy) afdureg Apmg

sonsuerey) Apmg

(1eaf ‘Anunop))
(s)zoymy

panunuon
191901



ell

[ Encounters

ions in Clinica,

Interventions to Promote End-of-Life Conversat

Vol. 00 No. 00 xxx 2023

(pomuzuop)

“UONEINSUOD 1L SYIUOW 1Y)
1 9J11 Jo Lrpenb pue ‘suorsop
[ed1paw Ioqe Aureradun
siuaned ‘uoneymsuod
P uondegsnes siuaned

U0 SUONUIAINUL AU JO 19919 ON (§
(90°0 P UYOD IL'G OV FE'E—
1D %6 ‘S6°0 4) PAUIqUIOD d19M
SUONUIAIINUI UDYM UORELINSUOD

(Lp =)
pre 1uaned+Sururen
uepisdyd :q dnoo

(8p =u) pre
yuaned ou+Sururen
uenisiyd :y dnoi

(0g =u)

pre juaned+
Sururen uens{yd
ou :gq dnoioy

(67 =)

prejuaned out
Sururen uens{yd
ou 1y dnoigy
(spoyowt
uonesyLIRp
an[eAHIsI|

1dwoid uonsonb+
smypouiq 1aded e)

Jo uonemp paSueypup (f partodax Pre UONEIIUNUIWOD
£(L0°0 P ,UdYOD) ‘GF'G JoN 98y Juaned © paAledax
0183'¢— 1D %96 ‘11’1 4) P& porodar (26 = u) syudned
UONEIUNUWIWOD A} SUIAIIAT 0N N (g1 =u) [ooy
siuaned ur uoneimsuod 91D WOoOoI UoNe)[Nsuod
Jo uonemp paSueypup (g panodax © puE ‘uone)nsuod soouaoyard
H9€°0 P .UdYOD) $G'6— JoN :08y padeioopia e uo pue sanjea
GO'T ID %6 ‘6F'¢ q) suenisyd partodax orqpaoy reuostod sauoned
pauren ur UONEINSUOD 10N N M UOTSSIS 11S00( A se oM onewSerd
JO uonenp paseanU] (g 6L [enpuarpur ue se uondo Apso
Afaanoadsax (¢°6) S'TF “(Kerd oox+s0apra) dqereae a1 ySiy
apue ‘D ‘g ‘v dnoid ur 228y suorssas dnoid JO suwreyy 8108 (0303
(L&F1) 10'1€ PUe “(EF1) LE'96 (6'98) 130ued poartodar oM} “I19pEal E JO pue sigataq 019108 ‘SPUBLIDION
“(¢0°9T) 80°0€ (90°31) 1G°Lg JO 8N padueApy 10N / TonEIMNSUOd uoneIMSuod Touren paisisuod Sururen a1 moqe / 1O suwe Y1)
(somurur) uonemp uoneymsuoy) (| 06) L'L sisiSojoouQy 1£=N 31> 61 =N spendsoy uasag paderoapip jJouonem(  paduauadxy moy-)| SuenISAYJ suossnosi]  [a[[ered anoy  “[e 30 suewPsSUIH
“I9Jsurn JIun 28
QAISUDIUI PUE ‘UOISSIUPLT Aep
-0g “YuDwssIsse sya1[aq [emLiuds
ur 9dudIIp ou fuonednsuod jo
Suruaods padnpar S[Iym ‘easneu
pue ‘eoudsip ‘ured Suruoords
Ul 9DUDIIYIP OU {UONEINSUOD
aaed aanerqed jo orer
QY UT ISLIIDUI 9G] IUeIYIUSIS (¢
H(600°0=d ) sisheue
puan [erodwd) ur dwn 1940
SUOTIESIDAUOD JOF PISE2DU] (g
H(§10°0=d ‘%63
*SA 04Q}) 10YO0D UONUIAI)UL
-a1d ayp 03 paxeduoo
SUONESIDAUOD JOF PAIUIWNIOP
IIM 11070 UONUIAIUL
4sod oy w syuaned axop (T
paresnsaaug
STROX s1eax (ux) SUONESIDAUO))  UONUIAINUL UOTIESIDAUO)
“oouatrodxy s[gorg 8y (%) 98y (%) Kuepadxy aseasi(q (N)  (uomdayo) ere(q jo 0 Jo ap 100 poLag
Sunpop [euoissajory  SI[EN (N) T Sudopun  ozig /Sumog  dwiry) 920G vIR(  (S)IOIBIIPU] SSIDOIJ  PIISAI(] OYM uonuaAIU]  Jo uontuyga( Apmg / uSsaq Anqeonddy
S[EUOISSDJOL] SIaqUIDJA A[rure, siuaned 9100G Apensy

sSurpury urepy

sonsuoierey) sdureg Apmg

sonsuolerey)) Apmg

(xeaf ‘Anunop)
(s) 1oy

panunuon

11991



Vol. 00 No. 00 xxx 2023

Gonella et al.

el2

(ponuzuoy))
-SV.LS uo syuoned ) pue g dnois J0 Anpenb suerd
PasopsIp ypoq 10y sjeuoissayoxd Teuorssajoxd payodax 1SSOUDIEME JudUnEIN
[ed1pow pue safruey /Juoned [ed1poW quaneq JO [9A9] pue
udaM)aq pue ‘speuoissajord pue Ajurey Apurey aurpaseq a1y ‘sonpadord
[eOIPaW UDIMID( ‘SIN[TIIEY /1uaned uaamiaq pue juaned 01 Surpiodoe EXG)
pue syusned usamyaq Lienb (uoneuLIojur neor q 1oued ‘soInseIW
uonesmwwod pasoxduy (7 Bursopsip Jo Kyenb uones moqe snnoaderoy)
‘F-0) [SVLS 19)JE YoM pouodarjusneg unuwod uoneuLIOuL SUONIPUOd
uo syuaned y dnoa pasopsip 190ued parodax Quo pue 210Joq) s[euorssajoxd Jo Aenb porelop IsLISIP 8003 UPTeN
10§ uonEIUNWIWOD AUE JO porodax pasueApY 10N / aareuuonsonb [ed1paw UIIMIdq panodax arouwt Surpnpur 01500z (dy
Anpenb o ur yuswasoxdun oN (] - - - - 10N ¢L=N spendsoyomy, Suaned  UOHEIUNWITOD Juaneg Po110do1I0N  JO 2INSO[ISIP ;] uoneutoyuy  / Apms isod-aig
(8¢-L¥
FO) ¥¢ (1g21) 91
ueIpaw (IOD P29
28y JO Ioqunu 110ddns
‘Jonuod (0g) SISOYLID uerpaw (g9 =1u) I3Jjo pue
ur wey dnoiS uonuaarur LT ‘120URd / spedsoy sonoed [ensn ;) axed Jo s[eod
ap ur (g0 0=d) uorssaxdop pue €90 ‘ormnyrey [erouasd ur 4, (g9 = u) 19[e3] ) moqe
(300 =d) Kdxue (10°0 =d) F99% RRLEN | pue fendsoy UOTIRULIOJUT U Burpueys
I9PIOSIP $S2.108 dNeUNET) MO ¥S SruoIyd Suryoea aaraIaq © Jopun
41sod jo swoyduwids 1m0 (g pariodax ueIpIw “asLISIP ur g ‘snun POAIDIAI SIOALSIILD owoxd
f(somuru [g— JoN 98y 8y Areu (rea18ans Aquurey fsaouax 0) pawre 9003 snewded
ST JOI] 0g "sa somurw [Gp— partodax (¢2) ownd oan pue 9Ju0d SOUSIM 19q01O Apsop
61 YOI] 0¢ uerpour) [oNUOd 10N TN 31N onnsqo [eorpour) [oq 10§ sourpms suoned 016003 ySiy
ur uey dnoi§ uonuasiarur partodax €91 soryD) are) 9OUIIIFUOD uone)nsuod Pa[IRIdP MO[[0F OF moqe Lel / 10 (L00g “@durLy)
A ut 2dudIJu0D Aty 18uo (1 parodarioN  parodarioN 10N =N 931 =N skepmoyy 921 =N aasuuy gg  Apurey yo Suppor) Jo uoneanq SURDISAYJ  POYSE QIIM SURDIUID suoissnosiq  dnouS-prereq “Te 19 apoane]
“Aers vordsoy Jo (pSudy ur YU
asn 2o1dsoy ur 20udIIP ON (G (og=u)
1000 >d “%E SA %Y ) uonsonb ssudins
PIOIII [EIIPIW JTUOIIID 3Y) JO o Sursn syuaned
asmpow Suruuerd a1ed dduLApE JO uonEIYNUIPI 10§
9Y) UI HONESIIAUOD PAUSWNIOP P10991 [ed1pauX 1daoxo sjusuodwiod
s syuaned uonuaAraul IO (F 20X 3y} Jo UONUIATNUL
‘Suruuerd ampow Suruuerd Ou PaAIAT
oq 1o ‘syuauneaxn Sururejsns aIed 2ouEApE oY) suBDIUI 1)
-ay11 ‘stsouSoxd yo worssnosip UI SUONESIIAUOD (66 =u) (Surun
A1) UI SAOUIIIJIP 0u £ (10S0°0 Toq UONBSIIAUOD
=4 “1uaned /suswape '] ueaw JO 2dUdLINII0 )BUIPI00D 0}
‘sa Juaned /sjuswao g'g ueaur) paARUOIMOIOP SIA g UM peap jo
siuaned [onuod 03 paredwod s syuaned st ySiy 1e syuaned
sjuaped uonuasiayul ur sfeos Jo uontodoiy Moqe paynou
PUE SINJEA JNOQE SUONESIIAUOD SUOTESIOAUOD SeM 101RUIPI00D
aarsuaypaduwod a0y (¢ JOH JO SSOUIAIS asnu ‘veduroy
(L6IS0=d uwayaxdwoy uoneLIudWNIOP
‘A1panoadsou p z'6g1 “sA yreap Yreap 310J2q S1u0mdI[D ‘uonsanb
210J9q p £'¢¢] ueowr) syuaned parodax UONESISAUOD O asudins o
[onuod 0} paredwod syuaned 0N 08y PIUSWMOOP ISIY 1) sagueyd wasks+
UOTJUIAII)UI UF UOTIESIIAUOD parodar 3t jo Suruy, (uostad-ur 1o [rewra
PayuswmOOp 181y 21 Jo Surwm 10N ‘IN reap a1033q ‘ouoydara en) soouaayaxd
2y ur 2duIdYJIP JuedyTuSIs ON (g 08D UONESIDAU0D Buryoeod Apuonr+ 21ed
Hg000=d SIDIOM partodax sanip parrodax "Jo 2u0 Ised[ 9pmSs UONEesI2AU0D 10 ‘sjeo8 G108 onewSerd
“%6°GF "SA %1°59) Wedp [BID0S ‘S10} 10N 28y 1gIowod 10N / Je JO 3DUILIMII0 ® Jo asn oy} ‘sanfea Key 01 108 Apsoy
9I0J9( UONESIIATOD JUO ISEI] BUIPIOOD partodax 919408 SO 28D (s;uaned peap) Ppajuswmd0p uo Sururen paseq ‘sisougoxd Arenue[ / MO
7€ JO 90UILINII0 PIAUIWNIOP aIed 98U 10N ‘N ardnmpy Arewrad MOIADI PIODDX P spuaned siradxo -kerd a01 smoy ¢'g moqe [eLn esrurp (4103 ‘VSN)
s syuened vonuasryur 2x0py (1 partodarioN 661 - 3> 8L1=N UDILINOY  [EDIPIW IIUONII Jouoniodorg  ored oADEIEJ  POAISIAI SUBDIUID ] SUOISSNOSI(] pafonuoy) ‘Te 30 unje
pareSnsoauy
STeIX STBDX steak () SUONESIDAUO))  UONUIAISIUL UONESIIAUOY)
“oouatrodxy a[yoIg 8y (%) 98y () Kuepadxy aseasiq (N)  (uomdayo) ereq jo 109 Jo ap 100 poLag
Sunpop [euoissajory  SAEN (N)  SO[eIN (N) T Sudiopun  ozig /Sumog  dwiry) 920n0G BIR(  (S)IOIBIIPU] SSIDOIJ  PIISAI(] OYM uonuaAIU]  Jo uontuya(q Apmg / uSisaq
S[RUOISSDYOI] sTaqUIDJA A[rure, sjuaneg ,9100G Apensy

sSurpury urepy

sonsuaiderey) afdureg Apmg

sonsuolerey) Apmg

(reaf ‘Anunon)
(s) 1oy

panunuon

12199L



el3

[ Encounters

Clinica

0Ns 1n

Interventions to Promote End-of-Life Conversat

Vol. 00 No. 00 xxx 2023

(pomazuop)

(10070 >d ‘%11 A
9,19) P10 [EIIPIW DIUONDIID
A1) JO S[NPOW I[ISSIIOL
9 UT UONESIIAUOD PIIUIWNIOP
s siuaned vonuaadIUr IO (G
suoned
UOTIUDATINUT UT SUOTIESIIAUOD
Pa1uaumdOp Jo (300 =d Iuaned
10d uonesIoAuod [8gH'1
1D %66] 1'g ueawt ‘sajuaned 1od
UONESIAUOD [9°G-G'E 10 %36]
1°¢ ueawr) L>uanboagy pue (1000
> ) ssauaarsuoyardwod 1oySify (5
H(80°0=d ‘ToBU0d %89
*SA UOTTUDAINUT %,08) JOV TOA
INOQE UONESIDAUOD PUIWNIOP
ULDIUIHIP OUH(F000 = d ‘%356
*$A 95¢9) saouaIagard udUNEIN
Surureisns-op| pue (1000 >

P02 [ed1pawt
RIGHEEIE)

a1 Jo ampow
J[qIssa00e U

UT SUOTIESIIAUOD
108

JO 22U2LIND0
paruduWMOOp
P suaned

Jo uontodoig

S UONPSIIAUOD
TOY PAUIWNOOP

(g8 = u) syuaned
10J SJUWNOOP
Bunioddns

ou ‘(g =u)
uonsanb asudms
o Sursn syuaned
JO uonedynuUIpI 10§
1dooxa sjusuoduwon
UONUIATINI UL

OU PaATadDIL
suepisdyd 1

(94 = u) s;udBWMdOP

d ‘%8 '$A % 16) Supueisiopun partodax Jo Aouanboxy Sunioddns
ssouq /sisouSoxd (10070 JoN 98y SUOTIRSIIAUOD poarddax syuaned
> “%FF "SA %68) S[eoS /sonfea parodax "TOF JO SSIUDIAIS {(8p = u) (aeduro
INOUE UOTIESIDAUOD PAUIWNIOP 10N TN uayarduwon uoneLIUIWNIOP
s siuaned vonuaaIUL 10N (g [0 [Ieap 210Joq RILGRIRETE)
£(100°0 > “Aj2andadsox parodax UONBSIIAUOD O ‘SI9PUTWAL [TRWD saouaiyaad
P [99T—€E WOI] 1L o JoN :28y PRAUWNO0OP 81Ty ‘uonsonb osudims pauLIojul
eap 210534 p [6gE—12 HOI] partodax oy jo Suruy, “a11) saSueyd pue ‘sjeos
¢¥1 uerpawr) dnoas jonuod 10N N Ieap 210§3q wshs+3uryoroo+ ‘sonfea
oy ur uep dnoid uonuaarayur 8% I UOTESIIAUOD wesSoxd Sururen IapROIq
9 UI SUONBSISAUOD IDILIRT (3 partodax partodax JO U0 Ise3] Paseq-payys suaned onewSerd
£(S00°0=d ‘%6L "SA %96) Yreap 10N 28y 10N J® JO 90UILINDI0 smoy ¢'g+apms ‘sompadoxd 9103 Apso
910J9q UOTILSIAUOD JUO ISBI] (861 partodax 10URd /sonuad (yreap 1ay3e) pajuawnOop UONEIUNUWIWOD SuBuojoxd aunf 01 z10g yStg
1B JO 2DUILINDOO0 PAAUWNIOP g6 [D) %S6) 10N N pasueApyY s180[0ou0 MIIADI PIOIII P siuaned Amnoey paImons -oJ1 Moqe Bqundag (6102 ‘VSN)
P siuaned uonuaataIUL 210 (T g1 ueow 16=N ¥&> 191 =N 901U,  [EDIPAW DIUONDA[Y jouoniodorg  oredoanereg  paedax suenisiyd i suotssnosIq [/ 1Y 19Isn[) *[2 19 ourpereg
(or=1)
(- sisouSoxd
0) [SV.LS uo syuaned 1y dnoad 100d jo
PasosIpuou 10y speuoissajord 9INSO[ISIP
[edrpaw pue sarrue) /syuaned 0 dnoiy
udaM)aq pue s[euoissajoxd (gg=u)
TedIpawt usamIaq Lrenb JsBISIP
uonedsrunwwod pasoxduy (§ Buruareayp
{(%—0) [svasuo
syuaned g pue y dnoi§ pasopsp 2INSO[ISIP
£}0u UT HoNEdUNUIOD Aue ux :q dnoany
Anpenb oy ur yuswasoxdur oN (g (=)
£ (&joanoadsax sisouSerp
‘£G00°0 =d PU® ‘g800°0 =d J9oued jo
60°0 =d PUR 1000 =d 2INSOSIP
3900°0 =d ‘S600°0 =d) (#0) [ 1y dnoxoy
paresnsaaug
STROX s1eax (ux) SUONESIDAUO))  UONUIAINUL UONBSIIAUOY)
“oouatrodxy 8y (%) 98y (%) Kuepadxy aseasi(q (N)  (uomdayo) ere(q jo 0 Jo ap 100 poLag
Sunpop SN (N) T Sudopun  ozig /Sumog  dwiry) 920G vIR(  (S)IOIBIIPU] SSIDOIJ  PIISAI(] OYM uonuaAIU]  Jo uontuyga( Apmg / uSsaq Anqeonddy
SIOqUIDJA AJrure | syuaneg 9100G Apensy

sSurpury urepy

sonsuoierey) sdureg Apmg

sonsuolerey)) Apmg

(xeaf ‘Anunop)
(s) 1oy

panunuon

11991



Vol. 00 No. 00 xxx 2023

Gonella et al.

el4

(ponuzuoy))

‘eap
JO JAUOW SUO UIIM PIIONPUOd
SUONESIAUO0D 107 (%¥¢) LST
JO ¥¢ {(s1£ 9°g 03 stpuow § WOy
98uer) sI£ 9°¢ 1940 SUONLSIDATOD
107 JO 2dULIMIIQ) (g
HLr0=d ‘('€ as) 9
sa (0 AS) 1'g ueawr) syuaned
[onuod 01 paredwod syuoned
UONUIAINUI UT SUONBSIIAUOD
[oq parudwndop jo Ausnbay
UBIW DY) UL DU, ON (¥

T Q1ed 10§
quoned (9,6) reap a10joq siuaned 1ou ouaaayard
LGT JO GT [ 10J SUOTIBSIDAUOD O UOTILSIIAUOD suenisdyd rayqiou pue
anbrun ¢} jo uonvudWMOO( (§ TJOF paIuAWMOOp 10] YORQP2Y SON[EA §,2U0
HLLE=F19°0 ID %46 06T 4O) Jo Suruiy, oypadsquoned ou:y o paseq
aandaxp adueape ue Sunardwod UOTESIIAUOD siuaned SUOISIIP
JO SPpO 31 U1 20UIYJIP ON (3 7JO PAIURWNOOP 1y pue suepis{yd JuDWwowW
{(g60= Jo ouanbaryg 01 papumoxd AUt ayew
d '66'3—89°0 1D %%6 ‘06’1 =4O peap d103q SeM 9183 Oy 103 o1 aredaxd $103
paisnlpy ‘937 sA %G1) [0nUOD UONESIdAUOD souarayaxd mmoqe sIoyew Bqudag
PUE UONUDAISIUT UIIMID] ERER "o U0 Ised| Aoams s yuaned uoISHIP 015003 spewserd
e3P 310J9( UONELSIIAUOD Areuowrnd 7€ JO 90UI.LIMII0 snomaid e uo paseq areSorms Arenue[ / Apso
7[O SUO ISEI JE JO DUILMII0 2ANONISAO partodax (syuaned ParIdWIMIOP WLIOY Y2eqpady pue syuaned 109 121502 RIDPOIN
PparuswmMO0p P syusned jo parodax SruoIy) 10N PEOp) MOIAdX i syuaned sywadsauaned dpoy ©Jo Apms (L102 ‘VSN)
uonxodoxd ayp ur 9uUBIIIIP ON (] - - - - 10N LS =N /[endsoy suQ PI0221 [EIIPI 3o uontodoxg VN POZI[ENPIAIPUL UR ;[ 0) SUOISSNOSI(] dn-mojjoq T2 19 Nudy
“[errayax otdsoy
pue [e11§a1 axed aanerjed
“Kers yo (pduay ur DUIIIPIP
1uedyusis ou {[onuod 0y
poaredwod uonuaatur ut (6000
= ) SOILI UOISSTWPEAI Kep-()g
Pue (100°0 >d) (181240 1oMY (F
(2900
=d ‘18'%-96'0 ID %56 ‘103
MO “%8°E A %GF) [0NUOD 0)
paredwod uonuaAIIUI UL IOV
PAIUDWNDOP UL IIUIIJIP ON (g
(%09
01 94¢¢ WOLJ) SUONTPUIWWOIIT aseasIp
aYew pue (9%0g 03 %g§ Woly) Teuax
sisouSoud ssnosip (9562 01 %gh J8ws-puo
woly) ssau[[t Jo Surpuerisiopun 10 “9sesIp
1 (%88 01 %5F Areuouwrnd
woiy) sonuoud ssnosip ‘(%16 @¢) 2ANONINSO S UONBSIIAUOD
01 95()G WOLJ) SUONOWD SSIIPPE Gpg 98y SruoIyd "JOH JO SSOUDAIS SUOISIIOP
o1 suenis{yd pouren Suoure (1L) ¢ “oanjrey uayaiduwor JuounEIN
swmn jo a8vuddiad paseanduy (g LD 1eay SUOTESIOAUOD (£, =u) Suluren ou:) 1A IBY
(919870 ¥ 2ANSIZU0d o (5§ (8 = u) SUOISSIS ¢ Ul sisouSoxd onewsed
=d 9P’ T—$9°0 ID %S6 ‘L6°0 ¢'gg a8y ‘enuawap JO OULMII0 papuoid Suryoeod pue Apso.
MO) [0TUOD PUE UONUIAII)UL 09) ¥ oued parrodax parodax Ppajuswmdop uoneEdUNWWOd douaiagard 8103 UPTEIN 9NRIDPON
UIIM)I( SUOTIESIIAUOD 81 parrodax oneISEIN 10N JON / MI1ADT i syuaned orO0D UON aNOY-g puE sLIde ‘seoS moqe 01 210G Am[ (6102 ‘VSN)
PIIUIWNOO0P UT WP ON ([ partodarioN  parodarioN S1=N - 10N 8gF =N/ rendsoy auQ PI0DII [EITPI 30 uontodoxg eOIUNWWoy)  Padax suenisfyd ;[ suonesioauoy)  / LY 1IN ‘T2 19 yeqod
pore8nsoauy
LSTEdX sIeax s1eak (ur) SUONESIOAUO)  UONUIAINUL UOTIESIIATO))
“oouarradxyy ayoig 8y (%) 98y () Kuepadxy aseasi(q (N)  (uwondaron vre( jo 09 Jo a1 T0H pouag
Sunpropm [eUOISS2JOI] sarely (N) sare]y (N) Eligt Suffropun  ozig /Sumag  owi]) 90mMOG VIR (S)I0IEIIPU] SSII0IJ  PIIDAT( OYM. uonuaatIU]  Jo uontuya(q Apmg / uSsaq Lmqeorddy
S[RUOISSIJOI] SIOqUIDI A[rure g siuaneq

21008 Lrpengy

sSurpury urepy

nsuaerey) ajdureg pmg

sonsuLIdeIRy)) Apig

(1eaf ‘Anunoy)
(s)1oypny

panunuon

121971



Table 1
Continued

Author(s) Study Characteristics Study Sample Characteristics Main Findings

(Country, year)

Quality Score* Patients Family Members Professionals

Applicability Design / Study Definition of  Intervention Who Delivered Process Indicator(s) Data Source (Time  Setting/ Size ~ Underlying Life (N) Males (N) Males  Professional Working

Period EoL the of EoL. of Data Collection)  (N) Disease Expectancy (%) Age, (%) Age, Profile Experience,
Conversation Intervention Conversations (m) years Years Years"
Investigated

Shorr et al. Pre-post study ~ Discussions I: Physicians received ~ Ethics Proportion of Medical record One hospital /N =305 <36 - N=115/167 Internists Notreported 1) No difference in documented
(USA, 2000) / pre- regarding administrative committee patients with review / Not Not Cardiac, (68.9%) occurrence of EoL conversations
Moderate intervention EoL care prompts to members documented reported reported pulmonary, complet in the pre-intervention cohort
Mostly cohort and EoL. encourage EoL. occurrence of gastrointes ed the compared to the post-
pragmatic February to issues conversations and EoL tional, training intervention cohort (34.8%, 95%

May 1995; had a mandatory conversations infectious, M: Not CI 28.0—42.2 vs. 33.9%, 95% CI

post- one-day educational renal, reported 25.7-43.1);

intervention seminar on EoL. oncologic, Age: Not 2) No difference in documented

cohort April issues based on neurologic, reported DNR orders in the pre-

to June 1997 didactic lectures, rheumato intervention cohort compared to
small group logic, or the post-intervention cohort
discussions and metabolic (28.8%, 95% CI 22.5-36.0 vs.
role-playing end-stage 27.3%. 95% CI119.8-36.3, P =

disease 0.71).

Walczak et al. Parallel-group  Discussions I: Patients (n = 61) Nurse Count of cuesand  Audio-recorded Six cancer N=110 2-12 M: Not N =Not Oncologists Notreported 1) More overall cues and questions
(Australia, RCT / Not about received two questions for consultations centres / Advanced reported reported ( P=0.025), cues and questions
2017) reported prognosis sessions of a nurse- prognosis, EoL Not cancer Age: Not M: Not about prognosis ( 2 =0.010),
Moderate and end-of- led communication care future care reported reported reported EoL care ( P=0.001), and future
Mostly life care support options and Age: Not care options ( P=0.028) in
pragmatic preference programme (45- overall for reported intervention patients;

and future min face-to-face patients and their 2) More cues and questions about
care options meeting based on a caregivers during prognosis in intervention family
question prompt list consultations caregivers ( P=0.014);

and DVD discussing
ACP+15 min
telephone booster
session) and
caregivers could
Jjoin; physicians
were cued to use
the question
prompt listand
question asking
during consultation
C: No communication
support
programme for
patients (n = 49)
nor physicians were
cued to use the
question prompt list
and question asking

Duration of
consultation

3) Unchanged consultation
duration (20.6 minutes in the
intervention group vs. 20.4
minutes in the control group,
P=0.307);

4) At one month, no difference in
the overall, physical, social,
emotional, or functional well-
being between intervention and
control.

Note. Process outcomes include occurrence, quality, timing, frequency, or duration of end-of-life conversations.
The primary outcome(s) of each study is/are in bold.
Abbreviations. ACP, Advance Care Planning; C, Control; CI, Confidence interval; d, day; DNR, Do Not Resuscitate; EoL, end of life; I, Intervention; IQR, Interquartile range; m, month; NA, Not applicable; NRS, Numeric Rating
Scale; QoC, Quality of care; RCT, Randomized Controlled Trial; SE, Standard error; STAS-], Japanese version of the Support Team Assessment Schedule.
“Expressed as mean (SD) if not differently specified.
“According to the Qualsyst critical appraisal criteria.
“*According to the PRagmatic Explanatory Continuum Indicator Summary (PRECIS) version 2 tool.
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Table 2

Process Outcomes of Interventions Aimed at Promoting End-of-Life Conversations between Professionals and Patients with Advanced Chronic or Terminal Illnesses or their
Family Caregivers Assessed in the Included Studies

Author(s) (Country,

Process Outcomes of Interventions Aimed at Promoting End-of-Life Conversations

year)

Occurrence of End-of-Life Conversations

Quality of End-of-Life Conversations

Occurrence of
End-of-Life
Conversations
Documented in

Occurrence of End-of-
Life Conversations

Module of the Electronic

Medical Record Medical Record

Patient-
Reported

Documented in a Specific Occurrence of

End-of-Life
Conversations

Quality of End-
of-Life
Conversations
According to
Their Content

Patient-
Reported
Quality of End-
of-Life
Conversations

Family Caregiver-

of End-of-Life
Conversations

Timing of End-of-
Life Conversations

Physician-Reported Timing of End-of-
Reported Quality Quality of End-of-

Life Conversations

Life Conversations

Frequency of End-
of-Life
Conversations
Frequency of End-
of-Life
Conversations

Duration of
End-of-Life
Conversations
Duration of
End-of-Life
Conversations

Au etal. (USA, 2012)

Bickell et al. (USA,
2020)

Clayton et al.
(Australia, 2007)

Connors et al. (USA,
1995)

Curtis et al. (USA,
2013)

Curtis et al. (USA, v
2018)

Doorenbos et al. (USA, v
2016)

Epstein et al. (USA,
2017)

Hanson et al. (USA, v
2017)

Henselmans et al. (The
Netherlands, 2020)

Lakin et al. (USA, 2017) v

Lautrette et al. (France,
2007)

Nakajima et al. (Japan,
2015)

Paladino et al. (USA, v
2019)

Pollak et al. (USA, v
2019)

Reinke et al. (USA, v
2017)

Shorr et al. (USA, 2000) v

Walczak et al.
(Australia, 2017)

v
v

v
v
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Interventions Aimed at Promoting End-of-life Conversations Assessed in the Included Studies and Their Target

Table 3

Target
ing
patient

Author(s) S
(Country,

Targeting professionals

Targeting multiple stakeholders

Targeting the
system

year)

cific prognostic

In-person, email-based, or

telephonic coaching

Role play
Lecture

Individual / sms

Palliative care consultation

Patients/Family caregivers

Professionals

Video
Role play

Lecture

documentation
Trained nurse facilitating end-

adminisiative promps

Multiple
n
interven
tio
one-time
interven
tion

Auetal.
(USA,
2012)

Bickell ( { f

etal.
(USA,
2020)

Clayton
etal.,

(Australi
a,
2007)*

Connors f f

etal,
(USA,
1995)

Curtis f f {

etal.
(USA,
2013)

Curtis
etal.
(USA,
2018)

Dooren
bos et
al.
(USA,
2016)

Epstein
etal.
(USA,
2017)*

Hanson
ctal. v v

(USA,
2017)

Hensel
mans et
al. (The
Netherla
nds,
2020)

Lakin et

a v Y
(USA,

2017)

Lautrett
e etal.
(France,
2007)8

Nakaji

maeta. V)
(Japan,

2015)

Paladin
oetal.
(USA,
2019)

Pollak
tal. v
(USA,
2019)

Reinke
etal.
(USA,
2017)

Shorr et

al. \/ ‘/
(USA,

2000)

Walczak
etal.

(Australia,
2017)*

v

One-time

Muliple-

One-time

Multiple-
session

Multiple-
session

One-time

One-time

Multiple-
session

Multiple-
session

Multiple-

Multiple-
session

One-time.

One-time.

Multiple-
session

Multiple-
session

One-time.

One-time.

Multiple-

* Family caregivers could join the programme together with the patient
§ Only family caregivers were involved
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linked to publication bias and selective outcome
reporting, it can also be caused by heterogeneity. Meth-
odological differences can contribute to heterogeneity,
with smaller studies,”” lower quality studies,”*”® or stud-
ies with mostly explanatory design””” tending to show
larger effects. This is supported, in Figure Al, by stud-
ies reporting large effects also have larger standard
€rTors.

Occurrence
Ten studies assessed documented occurrence of
. . . 4 59 —HK . . .
end-oflife conversations: eight’”*® in clinical

records, two in a specific module of the electronic
clinical record, and four'’ " patientreported occur-
rence. Seven of eleven "> studies showed positive
results, four of eleven””"**°" null results. Among the
seven studies with positive results, one’” had a wide CI
with a small sample size and three’"””"" showed bor-
der-significant Cls.

Eight of eight’"**" studies contributed to the meta-
analysis of documented occurrence in clinical records,
with no significant effect of interventions (RR 1.54,
95% CI 0.84—2.84, I? 91%) (Fig. 2). Results were simi-
lar in sensitivity and subgroup analyses (Fig. A2).

Four of four’ " studies indicated no significant
effect on patientreported occurrence (RR 1.52, 95%
CI0.80—2.91, 17 95%) (Fig. 2).

Quality
. 9,50,52,53,59,6 : . 59
Patients’,"”""?%7%9%01 family caregivers” and pro-
. 59 .
fessionals’” self-reports, and thematic
55,56,58,60,62,63 . .
content””?* 5000203 of end-oflife conversations were
employed to assess quality. Quality was assessed using
. L : . 49,52,53,50
the Quality of Communication questionnaire,

the Support Team Assessment Schedule-Japanese

Documented occurrence

Experimental Control
Study Events Total Events Total Risk Ratio RR 95%-Cl Weight
Curtis et al., 2018 140 226 45 265 365 [2.74; 4.85] 13.7%
Doorenbos et al., 2016 30 4 1 39 28.54 [4.09; 199.28] 3.2%
Hanson et al., 2017 31 64 31 108 L3 169 [1.14; 249] 12.9%
Lakin et al., 2017 63 101 3 77 146 [1.08; 1.96] 13.6%
Paladino et al., 2019 73 76 67 85 1.22 [1.08; 1.37] 14.6%
Pollak et al., 2019 132 269 80 159 0.98 [0.80; 1.19] 14.2%
Reinke et al., 2017 57 76 58 81 1.06 [0.87; 1.27] 14.3%
Shorr et al., 2000 491 121 64 184 0.97 [0.71; 1.34] 13.5%

Random effects model 74
Heterogeneity: /> = 91%, <> = 0.2774, p < 0.01

998 % 1.54 [0.84; 2.84] 100.0%
r

Patient-reported quality

Standardised Mean

Study Difference SMD 95%-Cl Weight

Auetal., 2012 I 0.21 [0.01;041] 25.2%
Curtis et al., 2013 0.09 [-0.03;0.20] 25.4%

Curtis et al., 2018 5 259 [2.27;2.91] 24.9%
Doorenbos et al., 2016 : 043 [-0.01;087] 245%
Random effects model

0.83 [-1.06; 2.71] 100.0%
Heterogeneity: I = 99%, * = 1.3744, 2; < 0.31
2 4 0 1 2
Cohen effect size

version,”' the Numeric Rating Scale 0—10" or a com-
posite score of communication measures,”’ or coding
the content of conversations in  thematic
domains,?356:8:62:63

Three of six studies showed positive quantita-
tive results, the other three of six””"*°Y null results.
Only two'"” studies with positive results contributed
to the meta-analysis. In all, four of six'”"”*”*"? studies
contributed to the meta-analysis, which showed no
effect on patientreported quality (SMD 0.83, 95% CI
—1.06 to 2.71, 12 99%) (Fig. 2).

Quantitative evidence showed that interventions tar-
geting only professionals did not improve the quality of
conversations perceived by family or professionals.”” In
all, six of six”™"*7%0%-025% sudies showed positive quali-
tative results based on the thematic domains of the
conversations. Interventions targeting multiple stake-
holders were more likely to increase the number of rel-
evant domains (e.g., values/goals, life-sustaining
treatment preferences) discussed’””” and the time
trained professionals addressed them,”® compared to
interventions targeting only professionals.” Also, inter-
ventions targeting multiple stakeholders increased the
number of statements to inform patients about progno-
sis and treatment choices (+38%), engage patients in
conversation (+44%), and respond to patients’ emo-
tions (+71%);" patients’ and their family caregivers’
cues and questions about end of life and end-of-life
care also increased.””"”

49,52,61

Timing

Three” """ studies assessed timing. Conversations
took place earlier when interventions targeted multiple
stakeholders (median 143 days)”” compared to involv-
ing only professionals (mean 133 days).

Patient-reported occurrence

Experimental Control

Study Events Total Events Total Risk Ratio RR 95%-Cl Weight
Auetal,, 2012 117 194 56 182 1.96 [1.53;2.51] 24.4%
Bickell et al., 2020 81 155 40 83 1.08 [0.83;1.42] 24.0%
Connors et al., 1995 1061 2652 796 2152 1.08 [1.01;1.16] 26.7%
Curtis et al., 2018 137 184 66 211 ~ 2.38 [1.92;2.96] 24.9%
Random effects model 3185 2628 1.52 [0.80; 2.91] 100.0%

Heterogeneity: I = 95%, * = 0.1545, p < 0.01

Duration

Study Ratio of Means ROM 95%-Cl Weight
1.24 [1.09;1.41] 27.7%
144 [1.21,1.72] 23.3%
101 [0.83;1.23] 21.2%
1.13 [0.99;1.29] 27.8%

Clayton et al., 2007 ——
Lautrette et al., 2007

Walczak et al., 2017 ——
Henselmans et al., 2020

Heterogeneity: /% = 65%, ©* = 0.0127, p = 044

Random effects model
0.75 1 15

1.20 [0.95; 1.51] 100.0%

Fig. 2. Meta-analyses of interventions aimed at promoting documented occurrence in clinical records, patientreported occur-
rence, patient-reported quality, and duration of end-of-life conversations. CI, Confidence interval; RR, Risk ratio; ROM, Ratio of

means; SMD, Standardized mean difference.
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Frequency

Of the two’"”” studies targeting multiple stakehold-
ers, one”” highlighted higher frequency of end-oflife
conversations (mean 3.1 [95% CI 2.5—3.6] per inter-
vention patient vs. 2.1 [95% CI 1.4—2.8] per control
patient, P = 0.02), while the other®! found no differ-

ence (mean 3.1 (SD 4.0) vs. 2.6 (SD 3.2), P=0.47).

Duration

Four studies targeting multiple stakeholders assessed
the duration of end-oflife conversations.”” %"

Two of four®" studies showed positive results, the
others®*%* null results. Four of four’*"* studies contrib-
uted to the meta-analysis, which showed no effect on
duration (ROM 1.20, 95% CI 0.95—1.51, I* 65%)
(Fig. 2).

Patients- and Family Caregivers-Related Care Outcomes

Thirteen of eighteen studies assessed the impact of
interventions on outcomes *7#P0-29:00:62765 (o ple AG).

Four”*”*7%% studies (three”"”"" targeting profes-
sionals only and one”” multiple stakeholders) found
significant changes with mixed results: decrease in
overall (P < 0.001) and 30-day readmission rates
(P = 0.009) with improvement of the content without
changes in the occurrence of conversations;”°
increased occurrence of conversations in clinical
records with increased palliative care consultation
(P = 0.026) but reduced screening of constipation
(P=0.041);"" decreased patients’ post-traumatic stress
disorder (P = 0.01), anxiety (P = 0.02), and depression
(P = 0.003) with longer conversations;”” increased
patients’ depression (P = 0.006) without improvement
in patient, family caregivers, or clinician-reported
reported quality of conversations.”’

Four’”"">"" studies assessed the impact of interven-
tions on advance directives and one’’ on ACP. No dif-
ference in completion of advance directives neither in
documented ACP was found.

Applicability of the Interventions

Fourteen”!"/ 712479801709 sy dies were mostly prag-
matic, four”>”>"”" mostly explanatory. Among the
domains of PRECIS-2 tool, eligibility criteria, recruit-
ment modalities, flexibility in engagement, primary
outcome, and primary analyses were mostly pragmatic.
Setting, expertise and resources needed, flexibility in
the delivery, and follow up were mostly explanatory
(Table A7).

Discussion

Our systematic review on end-of-life conversations
found interventions were mostly pragmatic with no
effect on the occurrence, patientreported quality or
duration of conversations, regardless of who was

targeted, the introduction of system strategies, or the
number of sessions. The meta-analyses showed high
heterogeneity likely due to wide variability in contexts,
patients’ clinical conditions, and interventions deliv-
ered. However, qualitative and quantitative evidence
indicated that when interventions targeted multiple
stakeholders, conversations were earlier and more
comprehensive (e.g., number of relevant domains
addressed or information about prognosis and treat-
ment choices), regardless of the strategies
employed;””""%* unfortunately, these positive results
could not be tested in meta-analyses to ascertain signifi-
cant differences for the lack of power. Instead, the
effect of interventions on frequency’”” was limited
and conflicting.

Process indicators of occurrence, quality, timing, fre-
quency, and duration provide clear and objective meas-
ures on how end-of-life conversations are delivered,
and comply with the evaluation criteria of reliability,
validity, responsiveness to change, and ease of imple-
mentation to effectively guide quality improvement
efforts." "

Documented occurrence of conversations in clinical
records was the most frequent process outcome,” > 7
followed by patientreported quality,’””">*"**%1 and
thematic content of conversations.”””***%0%5% This
may reflect recommendations in most international pal-
liative care guidelines to clearly document conversations
and their content.”” Tracking what has been discussed,
it is helpful to put at the front elements of shared deci-
sion-making such as the patient’s understanding of ill-
ness and end-of-life care options, and their values and
care preference.(’G Unfortunately, several domains of
conversations relevant to direct end-oflife care are
poorly discussed: only half of the conversations covers
psychological problems and less than 40% addresses
spiritual and existential issues.’ Also, options in terms of
palliative care are not discussed at all in 45% of conver-
sations.” Measuring the process rather than measuring
only the final outcome -advance directives completion-
that is often the result aimed for, allows to verify if the
care goals are consistent with the patient’s stated prefer-
ences. A multidisciplinary expert panel ranked consis-
tency between documented care goals and the patient’s
stated preferences as the most important of a list of qual-
ity indicators for documentation of end-of-life communi-
cation and decision-making."”

Also, there is consensus that such information
should be easily accessible by professionals within and
beyond the current team involved in the care and cover
conversations that have taken place at any time point
over the disease trajectory.”’ Care for adults nearing
the end of life is indeed coordinated by health and
social care professionals in various services and organi-
zations that would benefit from knowing about any
conversations about prognosis, treatment goals, and
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care plans.13 To support that patients’ wishes are hon-
ored, it is crucial that the documentation is easily
accessible.”" A structured, specific module on end-of-
life conversations in the electronic clinical record may
promote greater accessibility, and be used to monitor
the effect of an intervention on process indicators of
conversations, such as timing, frequency, and key con-
tent. Only two’”"® studies in our review assessed docu-
mented occurrence in a specific module of the
electronic medical record, suggesting that despite the
potential of this process measure, it is still at its dawn
and likely linked with the features of the local health-
care information system.

The timing of a conversation is another key process
indicator to be monitored. Evidence of benefit is accu-
mulating on initiating conversations well before the
last days of life.”" However, end-of-life conversations
are hindered by several obstacles and interventions tar-
geting only professionals may not be enough. When
interventions target multiple stakeholders, they work at
multiple levels by reducing professionals’ uncertainties
about the right time to start conversations and simulta-
neously increasing patients’ and family caregivers’
question-asking about end-oflife care,””"’ that was
found to play an essential prompting role.”"

End-of-ife conversations should allow adequate time
to process and digest the information that are given.”
Being in a rush is a well-known obstacle to conversations
and professionals are recommended to take the time to
listen to patients and create the conditions to help the
conversation run smoothly.”” In settings such as the
nursing homes where stays are usually long and patients
and family are familiar with the professionals, brief but
more frequent encounters that break information into
multiple chunks may work better to promote under-
standing and, finally, shared decision-making.

Our meta-analytic findings suggest no overall effect
of the interventions on any process indicators of con-
versations despite several positive individual study out-
comes. The high heterogeneity may be responsible for
these null results. Unfortunately, there was not enough
power for subgroup analyses to explore whether results
differed for groups such as whom was targeted, employ-
ment of system level strategies, number of sessions, set-
ting, family involvement, and trial design. However,
visual inspection of the meta-analyses plots shows that
subgroups of studies have the same clear and positive
direction of the intervention effect. Particularly, in the
plot of documented occurrence, two’>”” explanatory
studies found the intervention to be effective while the
effect was unclear or border-significant in pragmatic
studies.”””* ™" This suggests that the interventions
have best chances to demonstrate a beneficial effect in
ideal settings, while implementation in real care cir-
cumstance needs improvement. In the plot of patient-
reported occurrence, interventions targeting multiple

stakeholders'””* reported greater effect compared to
interventions involving only professionals.”””" This
prompts more situational awareness that serves better
understanding of illness and prognosis.

Regardless of limited effects on communication pro-
cess indicators, the interventions may have taught pro-
fessionals what issues to discuss”” and possibly
improved their sensitivity to addressing emotions.”’
Such skills need time and practice to develop, there-
fore these interventions may not immediately result in
improved patientreported quality of conversations.
Moreover, training was often a few hours, one-
time” """ or over a few weeks.””" Link of interven-
tions to outcomes was not an objective of the study, but
unchanged anxiety”””>**% and increased depression
only in one study” should reassure professionals that
conversations about the end of life may be emotional
but probably not harmful, and encourage them to
engage in such conversations.”””>"

The setting of interventions is a further recognized
measure to assess the quality of care that needs to be
considered.'” Only five™”* %% studies involved out-
of-hospital settings (i.e., heart failure, primary care, pal-
liative care or cancer clinics). However, the way health
care is being delivered is changing; developed coun-
tries are adopting community-centered approaches
and boosting out-of-hospital care.”"”7® Moreover,
increasing care transitions in the late stages of illness
may be avoided by primary care teams as better posi-
tioned to initiate and conduct regular end-of-life con-
versations to guide continuous care.”” None of the
studies were conducted in nursing homes, which is,
among the out-of-hospital settings, at the frontline of
caring for frail older people at the end of life and their
family.”® Only one” study involved patients with
dementia and only in three””>" studies the interven-
tion targeted family caregivers. When family caregivers
are involved in end-of-life conversations, the likelihood
to limit or withdraw life-sustaining treatments increases
and it facilitates transitioning toward palliative-oriented
care.””” Interventions to promote end-oflife conversa-
tions should be introduced and tested in particular in
community settings and involve family caregivers.

Strengths and Limitations

Our findings should be read considering the lack of
a common definition of end-oflife conversations,
although this offers a picture of current practice. Sec-
ond, documented occurrence of conversations may not
reflect actual discussions or the provision of goal-con-
cordant care. However, the outcomes were informed
by several sources of information, including patients’,
family caregivers’ or professionals’ questionnaires or
interviews, and videotaped or audio-recorded consulta-
tions in addition to medical records, in an effort to
capture the nuances and content of end-ofdlife
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conversations beyond a simple binary outcome of
occurrence. Third, we did not collect data about pro-
fessionals’ communication skills which are critical to
establish trusting relationshigs that in turn may affect
process and care outcome.’” Last, we did not have
enough power to explore the subgroup effects of inter-
ventions aimed to promote end-of-life conversations in
a specific setting or when family was involved.

Conclusions

This systematic review and meta-analysis found no
effect of interventions aimed to promote end-of-life
conversations on occurrence, quality, timing, fre-
quency and duration of these conversations. Neverthe-
less, we found indications for interventions targeting
multiple stakeholders to promote earlier and more
comprehensive conversations; future study should
identify effective elements. Overall, studies were mostly
pragmatic even if settings involved, resources, flexibility
in delivering the intervention and follow up modalities
were mostly explanatory. This suggests implementation
of interventions can be improved. Considerable hetero-
geneity renders conclusions tentative. Future research
should examine the effect of interventions aimed to
promote end-of-life conversations by employing stan-
dardized process indicators that represent the natural,
basic starting point of evaluation to elicit implementa-
tion challenges or failure, and trigger improvement.
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Tables A1—A7, Figures Al and A2

Table A1
PRISMA Checklist
Section and Topic Item#  Checklist Item Location Where Item is Reported
Title
Title 1 Identify the report as a systematic review. Title page
Abstract
Abstract 2 See the PRISMA 2020 for Abstracts Abstract, page 1
checklist.
Introduction
Rationale 3 Describe the rationale for the review in Page 2
the context of existing knowledge.
Objectives 4 Provide an explicit statement of the Page 3
objective (s) or question(s) the review
addresses.
Methods
Eligibility criteria 5 Specify the inclusion and exclusion Page 3
criteria for the review and how studies
were grouped for the syntheses.
Information sources 6 Specify all databases, registers, websites, Page 3
organizations, reference lists and other
sources searched or consulted to
identify studies. Specify the date when
each source was last searched or
consulted.
Search strategy 7 Present the full search strategies for all Page 3, Appendix 2
databases, registers and websites,
including any filters and limits used.
Selection process 8 Specify the methods used to decide Page 3

whether a study met the inclusion
criteria of the review, including how
many reviewers screened each record
and each report retrieved, whether they
worked independently, and if
applicable, details of automation tools
used in the process.
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Table A1
Continued

Section and Topic

Item #

Checklist Item

Location Where Item is Reported

Data collection process

Data items

Study risk of bias assessment

Effect measures

Synthesis methods

Reporting bias assessment

9

10a

10b

11

12

13a

13b

13c

13d

13e

13f

14

Specify the methods used to collect data
from reports, including how many
reviewers collected data from each
report, whether they worked
independently, any processes for
obtaining or confirming data from
study investigators, and if applicable,
details of automation tools used in the
process.

List and define all outcomes for which
data were sought. Specify whether all
results that were compatible with each
outcome domain in each study were
sought (e.g., for all measures, time
points, analyses), and if not, the
methods used to decide which results to
collect.

List and define all other variables for
which data were sought (e.g.,
participant and intervention
characteristics, funding sources).
Describe any assumptions made about
any missing or unclear information.

Specify the methods used to assess risk of
bias in the included studies, including
details of the tool(s) used, how many
reviewers assessed each study and
whether they worked independently,
and if applicable, details of automation
tools used in the process.

Specify for each outcome the effect
measure(s) (e.g., risk ratio, mean
difference) used in the synthesis or
presentation of results.

Describe the processes used to decide
which studies were eligible for each
synthesis (e.g., tabulating the study
intervention characteristics and
comparing against the planned groups
for each synthesis [item #5]).

Describe any methods required to
prepare the data for presentation or
synthesis, such as handling of missing
summary statistics, or data conversions.

Describe any methods used to tabulate or
visually display results of individual
studies and syntheses.

Describe any methods used to synthesize
results and provide a rationale for the
choice(s). If meta—analysis was
performed, describe the model(s),
method(s) to identify the presence and
extent of statistical heterogeneity, and
software package (s) used.

Describe any methods used to explore
possible causes of heterogeneity among
study results (e.g., subgroup analysis,
meta-regression).

Describe any sensitivity analyses
conducted to assess robustness of the
synthesized results.

Describe any methods used to assess risk
of bias due to missing results in a
synthesis (arising from reporting
biases).

Page 3

Page 4

Page 3

Page 3

Page 4

Page 4

Page 4

Page 4

Page 4

Page 4

Page 4

Page 4

(Continued)
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Section and Topic

Item #

Checklist Item

Location Where Item is Reported

Certainty assessment

Results
Study selection

Study characteristics
Risk of bias in studies

Results of individual studies

Results of syntheses

Reporting biases

Certainty of evidence

Discussion
Discussion

Other Information
Registration and protocol

15

16a

16b

17
18

19

20a

20b

20c

20d

21

22

23a

23b

23c

24b

24c

Describe any methods used to assess
certainty (or confidence) in the body of
evidence for an outcome.

Describe the results of the search and
selection process, from the number of
records identified in the search to the
number of studies included in the
review, ideally using a flow diagram.

Cite studies that might appear to meet the
inclusion criteria, but which were
excluded, and explain why they were
excluded.

Cite each included study and present its
characteristics.

Present assessments of risk of bias for
each included study.

For all outcomes, present, for each study:
(a) summary statistics for each group
(where appropriate) and (b) an effect
estimate and its precision (e.g.,
confidence/credible interval), ideally
using structured tables or plots.

For each synthesis, briefly summarize the
characteristics and risk of bias among
contributing studies.

Present results of all statistical syntheses
conducted. If meta-analysis was done,
present for each the summary estimate
and its precision (e.g., confidence/
credible interval) and measures of
statistical heterogeneity. If comparing
groups, describe the direction of the
effect.

Present results of all investigations of
possible causes of heterogeneity among
study results.

Present results of all sensitivity analyses
conducted to assess the robustness of
the synthesized results.

Present assessments of risk of bias due to
missing results (arising from reporting
biases) for each synthesis assessed.

Present assessments of certainty (or
confidence) in the body of evidence for
each outcome assessed.

Provide a general interpretation of the
results in the context of other evidence.

Discuss any limitations of the evidence
included in the review.

Discuss any limitations of the review
processes used.

Discuss implications of the results for
practice, policy, and future research.

Provide registration information for the
review, including register name and
registration number, or state that the
review was not registered.

Indicate where the review protocol can be
accessed, or state that a protocol was not
prepared.

Describe and explain any amendments to
information provided at registration or
in the protocol.

Page 3

Page 4, Fig. 1

Fig. 1, Table A2 (Appendix)

Page 4, Table 1
Table 1, Table A3 (Appendix), page 4

Page 20-21, Table 1

Page 20-21, Fig. 2, Fig. Al (Appendix)

Page 20-21, Fig. 2

Page 20, Fig. A2 (Appendix)

Page 20

Table 1, Fig. Al (Appendix)

Page 21, Table 1, Fig. 2, Table A7
(Appendix)

Page 21
Page 22
Page 22

Page 22

Page 3

Page 3

Page 3

(Continued)
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Table Al
Continued

Section and Topic Item#  Checklist Item Location Where Item is Reported
Support 25 Describe sources of financial or non- Page 23

financial support for the review, and the

role of the funders or sponsors in the

review.
Competing interests 26 Declare any competing interests of review  Page 23

authors.
Availability of data, code and other 27 Report which of the following are publicly ~ Available to authors

materials

available and where they can be found:
template data collection forms; data
extracted from included studies; data
used for all analyses; analytic code; any
other materials used in the review.

From: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting systematic
reviews. BMJ 2021;372:n71. doi: 10.1136,/bm;j.n71.

Table A2

Excluded Articles Based on Full Text Review

Author(s), year

Reason (s) for Exclusion

Reference

Alexander et al., 2006

Bernacki et al., 2019

Chikhladze et al., 2016

Curtis et al., 2012

Fakhiri et al., 2016

Gradwohl et al., 2020

Izumi et al., 2019

Maries et al., 2018

Modes et al., 2019

No data on process indicators of end-of-life
conversations

No data on process indicators of end-of-life
conversations

No intervention study

No data on process indicators of end-of-life
conversations

No intervention study

Intervention part of a multi-faceted programme with
the effect of the individual component of the
intervention related to end-of-life communication not
clearly recognizable and assessable

No data on process indicators of end-of-life
conversations

No data on process indicators of end-of-life
conversations

Secondary analysis which merged the intervention and
the control groups

Alexander SC,Keitz SA, Sloane R, et al. A controlled
trial of a short course to improve residents’
communication with patients at the end of life. Acad
Med. 2006; 81(11):1008-12. doi: 10.1097/01.
ACM.0000242580.83851.ad.

Bernacki R, Paladino J,Neville BA, et al. Effect of the
Serious Illness Care Program in outpatient oncology:
A cluster randomized clinical trial. JAMA Intern Med.
2019; 179(6):751-759. doi: 10.1001/
jamainternmed.2019.0077.

Chikhladze N, Janberidze E, Velijanashvili M, et al.
Mismatch between physicians and family members
views on communications about patients with chronic
incurable diseases receiving care in critical and
intensive care settings in Georgia: a quantitative
observational survey. BMC Palliat Care. 2016; 22;15:63.
doi: 10.1186/512904-016-0135-2.

Curtis JR,Ciechanowski PS, Downey L, et al.
Development and evaluation of an interprofessional
communication intervention to improve family
outcomes in the ICU. Contemp Clin Trials. 2012; 33
(6):1245-54. doi: 10.1016/j.cct.2012.06.010.

Fakhri S,Engelberg RA, Downey L, et al. Factors
affecting patients’ preferences for and actual
discussions about End-of-Life care. | Pain Symptom
Manage. 2016; 52(3):386-94. doi: 10.1016/j.
Jjpainsymman.2016.03.012.

Gradwohl K, Wood GJ, Clepp RK, et al. Preventing
Readmissions through Effective Partnerships-
Communication and Palliative Care (PREP-CPC): a
multisite intervention for encouraging goals of care
conversations for hospitalized patients facing serious
lness. Am J Hosp Palliat Care. 2020, 37(8):582-588. doi:
10.1177,/1049909119891996.

Izumi S, Burt M, Smith J, et al. Enhancing Advance Care
Planning conversations by nurses in a bone marrow
transplantation unit. Oncol Nurs Forum. 2019; 46
(3):288-297. doi: 10.1188/19.ONF.288-297.

Maries MM, Kryworuchko J, Vininder Kour B, etal. A
randomized controlled trial of a serious illness
communication workshop for nurses in critical care.
Can ] Crit Care Nurs. 2018; 29(2): 58-58.

Modes ME,Engelberg RA, Downey L, et al. Did a Goals-
of-Care discussion happen? Differences in the
occurrence of Goals-of-Care discussions as reported
by patients, clinicians, and in the electronic health

(Continued)
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https://pubmed-ncbi-nlm-nih-gov.bibliopass.unito.it/?sort=date&term=Fakhri+S&cauthor_id=27265813
https://pubmed-ncbi-nlm-nih-gov.bibliopass.unito.it/?sort=date&term=Engelberg+RA&cauthor_id=27265813
https://pubmed-ncbi-nlm-nih-gov.bibliopass.unito.it/?sort=date&term=Downey+L&cauthor_id=27265813
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https://pubmed-ncbi-nlm-nih-gov.bibliopass.unito.it/?sort=date&term=Izumi+S&cauthor_id=31007258
https://pubmed-ncbi-nlm-nih-gov.bibliopass.unito.it/?sort=date&term=Burt+M&cauthor_id=31007258
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Table A2
Continued

Author(s), year

Reason (s) for Exclusion

Reference

Nedjat-Haiem et al., 2019

Pajka et al., 2021

Paladino et al., 2020

Paladino et al., 2020

Sanchez et al., 2018

Song et al., 2010

Steinhauser et al., 2008

Wentlandt et al., 2012

No data on process indicators of end-of-life
conversations

No data on process indicators of end-of-life
conversations

No data on process indicators of end-of-life
conversations

No data on process indicators of end-of-life
conversations

Commentary

Unclear clinical condition of advanced chronic or
terminal illness

No data on process indicators of end-of-life
conversations

No data on process indicators of end-of-life
conversations

record. J Pain Symptom Manage. 2019; 57(2):251-259.
doi: 10.1016/j jpainsymman.2018.10.507.

Nedjat-Haiem FR,Cadet TJ, Amatya A, et al. Efficacy of
motivational interviewing to enhance advance
directive completion in latinos with chronic illness: a
randomized controlled trial. Am ] Hosp Palliat Care.
2019; 36(11):980-992. doi: 10.1177/
1049909119851470.

Pajka SE, Hasdianda MA, George N, et al. Feasibility of a
brief intervention to facilitate advance care planning
conversations for patients with life-limiting Illness in
the Emergency Department. J Palliat Med. 2021; 24
(1):31-39. doi: 10.1089/jpm.2020.0067.

Paladino |, Koritsanszky L, Neal B] et al. Effect of the
Serious Illness Care Program on health care
utilization at the end of life for patients with cancer. J
Palliat Med. 20205 23(10):1365-1369. doi: 10.1089/
jpm.2019.0437.

Paladino J, Kilpatrick L., O’Connor N, et al. Training
clinicians in serious illness communication using a
structured guide: evaluation of a training program in
three health systems. ] Pailiat Med. 2020; 23(3):337-
345. doi: 10.1089/jpm.2019.0334.

Sanchez R, Mateo KF. Survey -based priming
intervention linked to improved communication with
the seriously Ill. J Clin Outcomes Manage. 2018; 25
(7):300-303.

Song MK, Donovan HS, Piraino BM, et al. Effects of an
intervention to improve communication about end-of-
life care among African Americans with chronic
kidney disease. Appl Nurs Res. 2010; 23(2):65-72. doi:
10.1016/j.apnr.2008.05.002.

Steinhauser KE, Alexander SC, Byock IR et al. Do
preparation and life completion discussions improve
functioning and quality of life in seriously ill patients?
Pilot randomized control trial. J Palliat Med. 2008; 11
(9):1234-40. doi: 10.1089/jpm.2008.0078.

Wentlandt K, Burman D, Swami N, et al. Preparation for
the end of life in patients with advanced cancer and
association with communication with professional
caregivers. Psychooncology. 2012; 21(8):868-76. doi:
10.1002/pon.1995.
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Table A3

Quality Appraisal of the Studies Included in the Systematic Review According to the QualSyst Critical Appraisal Criteria®

Author(s), Cl. Question  C2. Study (C3. Method of C4. Subject C5. Was C6. Was C7. Was C8. Outcome  C9. Sample C10. Analytic ~ C11. Some Cl12. C13. Results Cl4. Quality Rating  Quality
year / Objective Design Subject / and Random Blinding of Blinding of Measures Well Size Methods Estimate of Controlled for Reportedin  Conclusions  (Total Sum/  Rating
Suffi Ciently ~ Evidentand = Comparison ~ Comparison  Allocation Investigators  Subjects Defined and ~ Appropriate?  Described Variance Confounding? Sufficient Supported by  Total Possible
Described? Appropriate?  Group Group Described? Reported? Reported? Robust? and Reported for Detail? the Results? Sum)
Selection or characteristics Appropriate?  the Main
Source of Sufficiently Results?
Information/  described?
Input
Variables
Described
and
Appropriate?
Auetal., 2 2 2 2 1 2 N/A 2 2 2 2 2 2 2 0.96 H
2012
Bickelletal., 2 1 2 2 1 2 N/A 2 2 2 2 2 2 2 0.92 H
2020
Clayton 2 2 2 1 2 2 N/A 2 2 2 2 2 2 2 0.96 H
etal., 2007
Connors 2 2 2 2 1 2 N/A 2 2 2 2 2 2 2 0.96 H
etal., 1995
Curtisetal., 2 2 2 2 1 2 N/A 2 2 2 2 2 2 2 0.96 H
2013
Curtisetal.,, 2 2 2 1 2 2 N/A 2 2 2 2 2 2 2 0.96 H
2018
Doorenbos 2 2 2 2 1 0 N/A 2 2 2 2 2 2 2 0.88 M
etal., 2016
Epsteinetal. 2 2 2 2 1 2 N/A 2 2 2 2 2 2 2 0.96 H
,2017
Hanson 2 1 2 1 N/A N/A N/A 2 1 2 0 0 2 2 0.68 L
etal., 2017
Henselmans 2 2 2 2 1 2 N/A 2 2 2 2 2 2 2 0.96 H
etal., 2020
Lakinetal., 2 1 1 2 0 2 N/A 2 1 2 0 0 2 2 0.65 L
2017
Lautrette 2 2 2 2 2 2 N/A 2 2 2 2 0 2 2 0.92 H
etal., 2007
Nakajima 2 1 1 2 N/A N/A N/A 1 0 2 2 0 2 2 0.68 L
etal., 2015
Paladino 2 2 2 2 1 2 N/A 2 2 2 2 2 2 2 0.96 H
etal., 2019
Pollak etal. 2 1 2 2 2 0 N/A 2 1 2 2 0 2 2 0.77 M
2019
Reinke etal., 2 2 2 2 N/A 0 N/A 2 1 2 2 2 2 2 0.88 M
2017
Shorretal., 2 2 2 2 N/A N/A N/A 2 1 2 2 0 2 2 0.86 M
2000
Walczak 2 2 2 2 2 0 N/A 2 1 2 2 2 2 2 0.88 M
etal., 2017

*Kmet LM, Cook LS, Lee RC. Standard quality assessment criteria for evaluating primary research papers from a variety of fields. Alberta Heritage Foundation for Medical Research; 2004. doi: 10.7939/R37M04F16Abbreviations:
G, criteria; H, high; L, low; M, moderate. Note: This Qualsyst tool comprises of 14 items which were scored on the degree to which the specific criteria were met (“fully” = 2, “partially” = 1, “not at all” = 0). Items not relevant for a
particular study design were marked “N/A” and excluded from the calculation of the summary score. A summary score was calculated for each paper by summing the score obtained across relevant items and dividing by the

total possible score after removing any criteria that were not relevant. According to the summary score, studies were classified as high (>0.9), moderate (0.7-0.9) or low quality (<0.7).
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Table A4
Data Collection Tools and Timing in the Included Studies

Data Collection Timing

Data Collection Tools

. 31,52-58
Medical records (n=7)""""""
- . . <\ 49,5(
Patient questionnaires (n=6)" "’
- L 60,62,6:
Audio-recorded consultations”"~"

A few days after the intervention™
One or two weeks after the intervention

49,51-53,61
50,59

Videotaped consultatlons .
Family questionnaires”’
Professionals questlonndlres
Patients interviews”!

Family caregivers interviews’'
Clocked consultations®

Six to ten months after the intervention

Table A5

Interventions Aimed at Promoting End-of-Life Conversations and Their Target

Interventions Targeting Both
Patients and Professionals

Interventions Targeting Only
Professionals

Interventions Targeting Only
Patients

Interventions Targeting the
System

Coaching
(n _ 7)1)(),3:’»,1’;1’1,5[},38,(3(],132
Written resources such as
question prompts list,
communication guide, and
information leaflet
(n _ 6) 55,60,62—65
Patient-specific information
form about end-of-life care
31,49,51,53
preferences (n = 4)!#°10

50,54,55,57,59,64
Lectures (n = 6)""""777 0700

Role play (n = 6)?0:57-60.64
Individual- or small group-
based reflective discussions

54,57,59,60,6-
(Il — 5) 54,57,59,60,64

Cues to use communication
: 62,63,65
aids (n = 3)%%0%0°

Provision of a prognostic
estimate”’ i
Palliative care consultation®

Disclosure of more detailed
information about clinical
conditions"’ )

Face-to-face mf:eting"2

Email remainders, alerts, or
administrative prompts’®>”

Electronic documentation
template for
conversations’

Trained nurse who facilitated
conversations”"”

55,568

Videos with educational or
supportive purposes
(n = 3)5062 P4

Patient-specific

PP 52,53
communication tips form™™”

Table A6
Patients- and Family Caregivers-Related Care Outcomes Reported in the Included Studies
Patients Family Caregivers
Hospitalization or readmission (n = 4)°%>*7620 Depression™

Depression (n = 4)52:58,59.b,65.¢
Anxiety (n=4)" 52,53,63,65,c
Aggressive treatments (n = 3)
Palliative care or hospice referral (n = 3)°
Quality of life or well-being (n = 3)°%0%!
Length of in-hospital or intensive care units (ICU) stay (n = 2)°
Emergency department v151ts (n=2)""%

ICU admission (n = 2)°"
In-hospice stay (n=2)
Palliative care consultations®*

Post-traumatic stress dlsorder

Symptom assessment”™?

Time in pain before death”

Assessment of spiritual beliefs”*

Satisfaction and uncertainty about medical decisions®*
Satisfaction with communication®”
Achievement of information needs’”
Completion of advance directives™>"*%"7
Documentation of advance care planning™

65
Satisfaction with information received™
50,51,60

53,56,58

51,56

50,58

63

54,56,59,65 54,56,59

Note. Four studies found significant changes with mixed results. Three targeted only professionals, one’ muluple stakeholders.

“Decrease in overall (P < 0.001) and 30-day readmission rates (P=0.009) with improvement of the content without changes in the occurrence of conversations.”
PIncreased patients’ depression (P=0.006) without improvement in patient, family caregivers, or clinician-reported reported quality of conversations. o

“Decreased patients’ post-traumatic stress disorder (P=0.01), anxiety (P=0.02), and depression (P=0.003) with longer conversations.”
Yncreased rate of palliative care consultation (P=0.026) but reduced screening of constipation (P=0.041) in presence of increased occurrence of conversations in
clinical records.”



Table A7
Applicability of the Interventions Assessed in the Studies Included in the Systematic Review According to the PRECIS-2 Tool”
Author(s), year D1. Eligibility D2. Recruitment  D3. Setting - D4. Organisation D5. Flexibility D6. Flexibility D7. Follow up - D8. Primary D9. Primary Mean Applicability
Criteria-WhoIs - How are Where is the - What Expertise  (delivery) - How  (Adherence) - How Closelyare ~ Outcome - How  Analysis - To Applicability
Selected to Participants Trial Being and Resources Should the What Measures  Participants Relevantisitto ~ What Extentare  Rating (Total
Participate in the Recruited into Done? are Needed to Intervention be  are in Place to Followed up? Participants? all Data Sum/9)
Trial? the Trial? Deliver the delivered? Ensure Included?
Intervention? Participants
Adhere to the
Intervention?
Au etal., 2012 4 4 4 4 4 5 3 5 5 4.2 Mostly pragmatic
Bickell et al., 4 5 5 3 5 5 4 5 2 4.2 Mostly pragmatic
2020
Clayton et al., 4 5 5 4 4 5 2 5 5 44 Mostly pragmatic
2007
Connors et al., 2 5 5 3 5 5 3 5 3 4 Mostly pragmatic
1995
Curtis et al., 4 4 5 3 2 5 4 5 2 3.7 Mostly
2013 explanatory
Curtis et al., 5 3 5 3 2 5 4 5 2 3.7 Mostly
2018 explanatory
Doorenbos etal., 2 3 2 3 2 5 4 4 5 3.3 Mostly
2016 explanatory
Epstein et al. , 4 2 5 3 3 5 2 5 5 3.7 Mostly
2017 explanatory
Hanson et al., 5 5 2 2 4 3 5 5 5 4.0 Mostly pragmatic
2017
Henselmans et 5 5 5 4 2 5 4 5 5 4.4 Mostly pragmatic
al., 2020
Lakin et al., 2017 5 2 5 4 2 5 4 5 5 4.1 Mostly pragmatic
Lautrette et al., 5 5 5 3 2 5 3 5 4 4.1 Mostly pragmatic
2007
Nakajimaetal.,, 3 3 2 5 5 5 4 5 5 4.1 Mostly pragmatic
2015
Paladino et al., 5 2 5 4 3 5 5 5 5 4.3 Mostly pragmatic
2019
Pollak et al. 2019 5 5 1 4 5 5 5 5 4 4.3 Mostly pragmatic
Reinke et al., 4 4 4 4 4 5 5 5 5 4.4 Mostly pragmatic
2017
Shorr et al., 2000 5 5 1 4 5 5 5 5 5 4.4 Mostly pragmatic
Walczak et al., 5 5 5 4 2 5 4 5 5 4.4 Mostly pragmatic
2017
All studies 4.2 4.0 3.9 3.6 3.4 4.9 3.9 4.9 4.3 4.0 Four domains
<4, five

domains > 4

Abbreviations: D, domain; PRECIS-2, PRagmatic Explanatory Continuum Indicator Summary version 2.
Note: This PRECIS-2 tool is focused on the issue of applicability of study results and comprises of nine domains. Each domain was scored on a 5-point scale (1 = very explanatory to 5 = very pragmatic). When with insufficient
information, a score of 3 was assigned. A mean score across studies for each domain and a mean applicability rating for each study was calculated. Domains and studies were classified as mostly explanatory (<4) or mostly prag-
matic (> 4) according to the mean domain score and the mean applicability rating, respectively. Values with decimals were rounded to the lower integer.
“Loudon K, Treweek S, Sullivan F, Donnan P, Thorpe KE, Zwarenstein M. The PRECIS-2 tool: designing trials that are fit for purpose. J Clin Epidemiol. 2017;88:113-121. doi:10.1016/j.jclinepi.2017.06.001.
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Fig. Al. Funnel plots of interventions aimed at promoting end-of-life conversations and the main outcomes of interests: docu-
mented occurrence in clinical records, patient-reported occurrence, patient-reported quality, and duration of end-of-life con-
versations.

Stakeholders targeted System
Experimental Control Experimental Control

Study Events Total Events Total Risk Ratio RR 95%-Cl Weight Study Events Total Events Total Risk Ratio RR 95%-Cl Weight
Patients & healthcare professionals : No system level strategies
Curtis et al., 2018 140 226 45 265 i 365 [2.74; 4.85] 13.7% Curtis et al., 2018 140 226 45 265 365 [2.74; 4.85] 137%
Doorenbos et al., 2016 30 4 1 39 H 2854 [4.09;199.28] 3.2% Doorenbos et al., 2016 30 41 1 39 2854 [4.09;199.28] 3.2%
Paladino et al., 2019 73 76 67 8 i 122 [1.08; 1.37] 14.6% Hanson et al., 2017 31 64 31 108 169 [1.14; 249] 12.9%
Reinke et al., 2017 57 76 58 81 105 [0.87; 1.27] 14.3% Reinke et al., 2017 57 76 58 81 105 [0.87; 1.27] 143%
Randor s mode! 419 470 262 | 2.01] 45.89 Random effects 407 493 2.80 [0.38; 20.63] 44.1
Only healthc ona System level st ies £
Hanson et al., 2017 31 64 31 108 169 [1.14; 249] 12.9% Lakin et al., 2017 63 101 377 - 146 [1.08; 1.96] 13.6%
Lakin et al., 2017 63 101 3 77 146 [1.08; 1.96] 136% Paladino et al., 2019 73 76 67 8 : 122 [1.08; 1.37] 146%
Pollak et al., 2019 132 269 80 ; 1.19] 14.2% Pollak et al., 2019 132 269 80 159 098 [0.80; 1.19] 14.2%
Shorr et al., 2000 4 121 64 1.34] 13.5% Shorr et al., 2000 41 121 64 184 3 097 [0.71; 1.34] 135%
Random effects model 555 1.87] 54.2 Random effects mode 567 505 114 [0.86; 1.51] 55.9
Random effects model 974 2.84] 100.0% Random effects model 974 998 = 1.54 [0.84; 2.84] 100.0%
Heterogeneity: 1% = 91%, * = 0.2774, p <0.01 Heterogeneity: I* = 91%, ° = 0.2774, p < 0.01
Test for subgroup differences: z2=1.29,df=1(p=0.26) 001 01 1 10 100 Test for subgroup differences: > =2.02,df=1(p=0.16) 001 01 1 10 100

Number of sessions
Experimental Control
Study Events Total Events Total Risk Ratio RR 95%-Cl Weight
One-time session
Curtis et al., 2018 140 226 45 265 365 [2.74, 485 137%
Doorenbos et al., 2016 30 41 1 39 28.54 [4.09; 199.28] 3.2%
Reinke et al., 2017 57 76 58 81 ; 1.05 [0.87; 1.27] 14.3%
Shorr et al., 2000 a1 121 64 184 097 [0.71; 1.34] 13.5%

Random effects

nodel 464 569 g 2.53 [0.27; 23.90] 44.7

Multiple

Hanson et al., 2017 31 64 31 108 L 169 [1.14; 249] 129%
Lakin et al., 2017 63 101 B 77 a 146 [1.08; 1.96] 13.6%
Paladino et al., 2019 73 76 67 85 i 122 [1.08; 1.37] 14.6%
Pollak et al., 2019 132 269 80 159 098 [0.80; 1.19] 14.2%

Random e odel 510 429 C 1.25 [0.88; 1.79

Random effects model 974 998 k> 154 [0.84; 2.84] 100.0%
Heterogeneity: 1% = 91%, ©* = 0.2774, p < 0.01

Test for subgroup differences: 72 =0.96,df=1(p=033) 001 01 1 10 100

Fig. A2. Subgroup analyses of interventions aimed at promoting documented occurrence of end-oflife conversations in clinical
records: stakeholders targeted, system strategies, and number of sessions. CI, Confidence interval; df, degrees of freedom; RR,
Risk ratio.
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Appendix 2. Search strategies and hits September 30, 2021
1. Pubmed.
Search Query Items
#5 (#1 AND #2 AND #3) Filters: Clinical Trial, Controlled Clinical Trial, Observational 483
Study, Pragmatic Clinical Trial, Randomized Controlled Trial
#4 #1 AND #2 AND #3 10,989
#3 ("Documentation"[Mesh] OR "Quality Improvement"[Mesh] OR occurrence* [Title/ 4,695,319
Abstract] OR timing [Title/Abstract] OR duration [Title/Abstract] OR quality
[Title/Abstract] OR “accessibility document*” [Title/Abstract] OR frequen*[Title/
Abstract])
#2 ("Communication"[Mesh] OR "Health Communication"[Mesh] OR "Advance Care 5,617,810
Planning"[Mesh] OR "Decision Making"[Mesh] OR information [Title/Abstract] OR
conversation* [Title/Abstract] OR talk*[Title /Abstract] OR discuss*|[Title /Abstract]
OR new*[Title/Abstract] OR dialogue*[Title/Abstract])
#1 ("Death"[Mesh] OR "Terminal Care"[Mesh] OR "Terminally IlI"[Mesh] OR "end-of- 221,676
life"[Title/Abstract] OR "end of life" [Title/Abstract])
2. EBSCO CINAHL.
Search ID  Search Terms Search Options Actions
S5 S4 Limiters - Peer Reviewed; Exclude MEDLINE 178
records; Publication Type: Clinical Trial,
Randomized Controlled Trial
Search modes - Boolean/Phrase
S4 S1 AND S2 AND S3 Search modes - Boolean/Phrase 23,166
S3 MH (“documentation+” OR “clinical documentation Search modes - Boolean/Phrase 1,099,385
improvement” OR “quality improvement+” OR “access to
information+”) OR AB (documentation OR occurrence* OR
frequen® OR timing OR duration OR quality OR
“accessibility document”) OR TI (documentation OR
occurrence® OR frequen* OR timing OR duration OR
quality OR “accessibility document”)
S2 MH (“communication+” OR “advance care planning” OR Search modes - Boolean/Phrase 1,775,546
“decision making, patient+” OR “decision making, family”)
OR AB (communication OR “health communication” OR
“advance care planning” OR information OR conversation*
OR talk* OR discuss* OR new* OR dialogue* OR “decision
making”) OR TI (communication OR “health
communication” OR “advance care planning” OR
information OR conversation* OR talk* OR discuss* OR
new* OR dialogue* OR “decision making”)
S1 MH “terminal care+” OR AB (death OR dying OR “terminally ~ Search modes - Boolean/Phrase 270,753
ill” OR “end of life” OR “end-of-life”) OR TI (death OR dying
OR “terminally ill” OR “end of life” OR “end-of-life”)
3. EBSCO PsycINFO.
Search ID Search Terms Search Options Actions
S5 S4 Limiters - Methodology: 2,004
CLINICAL TRIAL, EMPIRICAL
STUDY, QUANTITATIVE
STUDY; Exclude Dissertations
Search modes - Boolean/Phrase
S4 S1 AND S2 AND S3 Search modes - Boolean/Phrase 8,025
S3 AB (documentation OR “quality improvement” OR Search modes - Boolean/Phrase 734,569
occurrence*® OR frequen* OR timing OR duration OR
quality OR “accessibility document”) OR TI (documentation
OR “quality improvement” OR occurrence* OR frequen®
OR timing OR duration OR quality OR “accessibility
document”)
S2 DE (“Interpersonal Communication" OR "Verbal Search modes - Boolean/Phrase 1,845,313

Communication" OR “communication” OR "Treatment
Planning" OR "Decision Making") OR AB (“advance care
planning” OR information OR conversation* OR talk* OR
discuss* OR new* OR dialogue* OR “decision making”) OR

(Continued)
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Continued
Search ID Search Terms Search Options Actions
TI (“advance care planning” OR information OR
conversation* OR talk* OR discuss* OR new* OR dialogue*
OR “decision making”)
S1 DE (“palliative care” OR “terminally ill patients”) OR AB Search modes - Boolean/Phrase 109,507
(death OR “terminal care” OR “terminally ill” OR “end of
life” OR “end-of-life”) OR TI (death OR “terminal care” OR
“terminally ilI” OR “end of life” OR “end-of-life”)
4. SCOPUS.
Query Items
TITLE-ABS-KEY (death OR terminal OR end) AND (communication* OR discussion* 1,998

OR conversation*) AND (documentation OR quality OR frequen*)
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