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End-of-Life Communication Experiences of Nurses with  
Family Members Before and After the Death of a  
Child in Paediatric Oncology Services: Qualitative Descriptive Study 
Çocuk Onkoloji Servislerinde Çalışan Hemşirelerin Bir Çocuğun Ölümünden 
Önce ve Sonra Aile Üyeleriyle Yaşam Sonu İletişim Deneyimleri:  
Betimleyici Nitel Çalışma 
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ABS TRACT Objective: Whilst the effective communication is es-
sential to providing family centred bereavement care, research on this 
topic is still limited. The objective of this study is to explore end-of-life 
communication experiences of nurses with family members before and 
after the death of a child in paediatric oncology services. Material and 
Methods: A qualitative descriptive study was conducted using semi-
structured interviews and thematic analysis. The purposive sampling 
technique was employed to collect data from 14 nurses working in pae-
diatric oncology services. In this study, 14 in-depth, semi-structured 
interviews were conducted by 2 researchers using the Zoom video con-
ferencing platform. Results: The data analysis generated 5 themes and 
14 subthemes. The findings reveal that nurses experience multidimen-
sional difficulties at emotional, ethical and organisational levels when 
communicating with families during the process of child death. Barri-
ers, such as difficulty in talking about death, a lack of interpreters and 
long working hours, negatively affect communication. On the other 
hand, therapeutic communication techniques, such as open and honest 
communication, facilitate this process. Conclusion: Our results sug-
gest that organisational support for nurses and the development of ef-
fective end-of-life communication strategies specific to paediatric 
oncology services are essential to provide dignified and family-centred 
care. This study contributes to improving the quality of family-centred 
care by providing evidence-based information and important strategies 
from the nurse perspective for effective communication guidelines and 
policies tailored to paediatric palliative and end-of-life care needs. 
 
Keywords: Bereaved parents; communication;  

 dying child; end-of-life;  
 palliative care 

ÖZET Amaç: Etkili iletişim, aile merkezli yas bakımını sağlamada 
kritik bir öneme sahip olmasına rağmen bu konudaki yapılan araştır-
malar hâlâ sınırlıdır. Bu çalışmanın amacı, çocuk onkoloji servislerinde 
bir çocuğun ölümünden önce ve sonra hemşirelerin aile üyeleriyle 
yaşam sonu iletişim deneyimlerini araştırmaktır. Gereç ve Yöntemler: 
Yarı yapılandırılmış görüşmeler ve tematik analiz kullanılarak nitel ta-
nımlayıcı bir çalışma yürütülmüştür. Çocuk onkoloji servislerinde ça-
lışan 14 hemşireden veri toplamak için amaçlı örnekleme tekniği 
kullanılmıştır. Bu çalışmada, Zoom video konferans platformu kulla-
nılarak 2 araştırmacı tarafından 14 derinlemesine, yarı yapılandırılmış 
görüşme gerçekleştirilmiştir. Bulgular: Veri analizi sonucunda, 5 tema 
ve 14 alt tema oluşturulmuştur. Bulgular, hemşirelerin bir çocuğun 
ölümü sürecinde ailelerle iletişim kurarken duygusal, etik ve kurumsal 
düzeyde çok boyutlu zorluklar yaşadıklarını ortaya koymuştur. Ölüm 
hakkında konuşmanın zorluğu, tercüman eksikliği ve uzun çalışma sa-
atleri gibi engeller iletişimi olumsuz etkilemektedir. Öte yandan, açık 
ve dürüst iletişim gibi terapötik iletişim teknikleri bu süreci kolaylaş-
tırmaktadır. Sonuç: Sonuçlarımız, hemşireler için kurumsal desteğin 
ve çocuk onkoloji hizmetlerine özgü etkili yaşam sonu iletişim strate-
jilerinin geliştirilmesinin, onurlu ve aile merkezli bakım sağlamak için 
gerekli olduğunu göstermektedir. Bu çalışma, pediatrik palyatif ve 
yaşam sonu bakım ihtiyaçlarına yönelik uyarlanmış etkili iletişim reh-
berleri ve politikaları için kanıta dayalı bilgiler ve hemşire perspekti-
finden önemli stratejiler sunarak çocuk ile aile merkezli bakım 
kalitesinin artırılmasına katkı sağlamaktadır. 
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Worldwide, about 400,000 children of 0-19 
years old are diagnosed with cancer each year is the 
2nd most common cause of death among children after 
accidental death.1 More than 80% of children with 
cancer are cured in high-income countries, where 
comprehensive services are generally available. 
However, less than 30% are cured in low- and mid-
dle-income countries.1 In Türkiye, it was reported that 
50,887 children were diagnosed with cancer between 
2002-2023 and the 5-year survival rate for childhood 
cancer was reported to be approximately 70 per cent.2 
For this reason, improving the quality of end-of-life 
care communication with family members before and 
after the death of a child is one of the important health 
priorities.3 

End-of-life communication primarily involves 
addressing both pre-bereavement and post-bereave-
ment processes.4 The pre-bereavement refers to the 
period before the death of a loved one, when people 
make emotional and psychological adjustments in 
preparation for the death. The post-bereavement, on 
the other hand, refers to the period after the death of 
a loved one, which centres on grief, adaptation and 
the potential long-term effects.5 In paediatric oncol-
ogy, pre- and post- bereavement processes often in-
tertwine, as parents may begin to grieve before the 
death of the child, sometimes from the moment of di-
agnosis. Based on the results of a systematic review, 
many families experience prolonged grief disorder 
and depression after the child’s death, particularly 
when adequate psychosocial support is lacking.6 
These findings highlight the importance of early, sus-
tained, and structured support by the healthcare team, 
with a particular emphasis on effective communica-
tion.7 Within this context, nurses have a central role 
in supporting families during both the pre- and post-
bereavement process.6 The quality of nurse-family 
communication directly affects not only affects the 
end of life care provided to the child but also the psy-
chological well-being of parents.8 As part of family-
centred care, communication should involve families 
in care planning, foster emotional preparedness, and 
help navigate complex decision-making processes.7 

Despite the recognized importance of communi-
cation in paediatric oncology settings, nurses gener-
ally feel uncomfortable communicating with family 

member of children at the end-of-life.9-12 This is com-
monly linked to a lack of formal training in end-of-
life communication, limited confidence in initiating 
conversations about death, and insufficient mentor-
ing to build communication skills. In addition, the 
emotional burden on nurses caring for dying children 
is substantial.13 Feelings of sadness, guilt, and help-
lessness are frequently reported, yet the ways in 
which these emotions influence communication prac-
tices and care quality have not been adequately ex-
plored.14 Moreover, a large number of papers have 
been published in recent years demonstrating the im-
portance of communication between family members 
over the age of 18 and healthcare professionals.9-11,15 
However, the decision-making burden on the fami-
lies of children under the age of 18 makes the pro-
cess difficult.16  

Given the critical role of supportive and effec-
tive communication in assisting family members who 
bear the burden of decision-making for children with 
cancer, this study is critical in that will contribute to 
the enhancement of family-centred care by providing 
nurse-informed evidence and practical strategies to 
strengthen end-of-life communication in paediatric 
oncology settings. 

Aims and Objectives 

This qualitative study aims to explore paediatric 
oncology nurses’ experiences of end-of-life commu-
nication with family members during both the pre-
bereavement and post-bereavement process. 

The objectives of this study are to: 

■ Explore nurses’ perspectives on the challenges 
and facilitators of end-of-life communication with 
family members. 

■ Identify the organisational barriers that nega-
tively impact effective end-of-life communication 
with family members. 

 MATERIAL AND METHODS 

ETHICS APPROvAL AND CONSENT TO PARTICIPATE  
Ethical approval was obtained from the Muğla Sıtkı 
Koçman University Health Science Ethics Commit-
tee (date: February 24, 2025; no: 24). Prior to partic-
ipation, all subjects were furnished with both verbal 
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and written information, outlining the objectives and 
methodologies of the study. It is noteworthy that none 
of the participants had any prior relationship with the 
research team. The information statement confirmed 
that participation was voluntary and that all contri-
butions would remain anonymous. Participants were 
informed of their right to withdraw from the study at 
any time without consequence, as well as their option 
to pause, terminate or reschedule the interview. The 
participants’ identifications were anonymised and 
coded accordingly. No incentives or payments were 
provided to participants. 

STuDY DESIGN  
A qualitative descriptive study using semi-structured 
interviews was conducted to gain a comprehensive and 
direct understanding of the experiences of end-of-life 
communication between nurses and family members 
before and after the death of a child.17 The design of the 
study enabled the exploration of nurses’ experiences 
of complex and sensitive issues.18 In-depth experiences 
were explored through individual interviews, which 
were then reported in accordance with the consolidated 
criteria for reporting qualitative studies. 

Population 
The participants were nurses working in paediatric 
oncology services in Türkiye. 

Sample and Recruitment 
Purposive sampling was used to include nurses caring 
for children with cancer in the study. This sampling 
method is a methodical process of participant selec-
tion that is intended to ensure a comprehensive un-
derstanding of the issues under study. Potential 
participants were recruited through social media via 
a brief information poster about the study. Once ini-
tial participants were recruited, the team decided 
whether to recruit additional participants via snow-
ball sampling.19 Interested nurses were contacted by 
one of the researchers (RK) and invited to participate 
in a semi-structured interview on Zoom after written 
and verbal consent had been obtained.20  

The inclusion criteria were as follows: Firstly, 
nurses working in a paediatric oncology service for a 
minimum of 1 year were included. Secondly, nurses 

who had experienced the death of a child within the 
past year were included. Thirdly, nurses who had pro-
vided informed consent to participate voluntarily 
were included. The following individuals were ex-
cluded from the study: Nurses with less than 1 year of 
experience in the paediatric oncology service and 
nurses who were unwilling to participate in the study 
were excluded. 

DATA COLLECTION 
In this study, 14 in-depth, semi-structured interviews 
were conducted by 2 researchers using the Zoom 
video conferencing platform. The 1st interviewer, a 
female assistant professor with 12 years of experi-
ence in bereavement, palliative and end of life care 
research, has no children, nor any personal or family 
history of cancer-related death, psychiatric illness, or 
trauma. The 2nd interviewer (RK), a male paediatric 
research nurse with 8 years of experience, has 1 child 
and similarly no relevant personal or family history.  

After 10 interviews, no new theme emerged, and 
the interviews were concluded at the end of 14 inter-
views. According to the literature, researchers usu-
ally conduct 2-3 additional interviews when they 
observe that no new information is received.21  

The research was conducted in accordance with 
the principles of the Declaration of Helsinki. The de-
velopment of the interview guide was informed by 
the study’s stated aim and objectives, with questions 
developed based on the literature.9-12,15 The appropri-
ateness of the questions was assessed through the 
conducting of 3 pilot interviews, and no significant 
modifications were required (Appendix 1). The meet-
ings were audio recorded and lasted between 35-76 
min. The semi-structured method employed in this 
study has enabled the participants to delve into the 
intricacies of their experiences and articulate their 
concerns in a detailed manner.22 The interview pro-
cess started with a series of enquiries directed to-
wards the participants concerning their experiences 
in the context of communicating with family mem-
bers (See the interview guide in Appendix 1).  

DATA ANALYSIS 
Thematic analysis was employed to analyse the data. 
This approach is highly flexible and allows for the re-
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porting of the experiences, meanings and realities of 
the participants.23 The 6-stage method used by Braun 
and Clarke was applied by 2 researchers (ÇFD; 
GMK); (I) familiarising with the dataset, (II) coding, 
(III) generating initial themes, (IV) developing and 
reviewing themes, (V) refining, defining and nam-
ing themes and (VI) writing up.23 All data were in-
dependently read, and then coded using NVivo 
(Version 14) by the 1st author with qualitative re-
search experience within end of life and bereave-
ment care (ÇFD) and a professor in paediatric 
nursing with experience in qualitative research 
(GKM). Regular research team meetings were 
planned to discuss emerging themes and resolve dif-
ferences, and as a result of these meetings, 1 main 
theme and 2 sub-themes were renamed. Disagree-
ments in coding were resolved by GKM. 

 RESuLTS 
In total, 14 interviews were conducted. Most partici-
pants (%85) were female, and their age ranged from 
27 to 38 years, with a mean age of 31 years. The du-
ration of employment within the paediatric oncology 
service was between 4-11 years. A comprehensive 

overview of the participants’ sociodemographic char-
acteristics is provided in Table 1. Five main themes 
and 12 subthemes were generated from the study 
analysis. The main themes were: 1) Challenges dur-
ing the pre-bereavement communication, 2) Pre-be-
reavement communication facilitators, 3) 
Communication challenges after the death, 4) Post-
bereavement communication facilitators, and 5) Or-
ganisational barriers to effective communication. 
Table 2 and Figure 1 provides further data that sup-
ports these themes and sub-themes.  

THEME 1: CHALLENGES DuRING THE  
PRE-BEREAvEMENT COMMuNICATION 
The theme of challenges during the pre-bereavement 
communication included the following sub-themes: 
(1) Difficulty in talking about death, (2) Communi-
cate with families in denial, and (3) Burden of carry-
ing bad news. 

Difficulty in Talking About Death 
Most nurses highlighted the emotional and psycho-
logical barriers faced by both families and healthcare 
professionals and experienced the complexity sur-

Introduction  
• Thank you for agreeing to take part.  
 Give background&purpose to study: we want to explore end-of-life communication experiences of nurses with family members before and after the death of a child in 
paediatric oncology services. This can contribute to the development of end-of-life communication tools/guidelines for paediatric palliative care in future. 
• Acknowledge that the topic is upsetting/sensitive. If they want to have a break at any time (and stop the recording) that is absolutely fine.  
• Explain the consent procedure, right to withdraw, confidentiality and audio recording of the discussion. Break at any time if required. Interview discussion to last 30-
90 min. Check that they have understood the information sheet, confidentiality information and check understanding. 
• Explain how the discussion that is going to take place will be used in the research.  
• Findings will be published in academic journals  
• Complete consent forms 
I would really like to start by hearing about your end-of-life communication experience with children who have life-threatening conditions. Is that okay? 
•Can you please tell us about your experiences in communicating with family members of children at the end-of-life? 
•If these family members had questions, expressions of emotion, thoughts about death, what were these? (Probe: How was your response, reaction, etc. to these ex-
pressions of parents? Can you explain this a little more with examples)? 
•What are the difficulties you experience in communicating with family members of children at the end-of-life? 
•What are the organisational barriers that negatively impact effective end-of-life communication with family members of children at the end of life? 
Closing (Any other comments, suggestions or questions) 
•I would like to ask you for your final thoughts reflections as we come to the end of our discussion. You have been through a difficult experience, and I am grateful that 
you have shared it. Your views are very valuable to us, and we hope that you have not found it too distressing to share your experience.  

APPENDIX 1
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rounding discussions about death in paediatric health-
care settings. For example:  

“…families generally do not ask any questions 
about death…I also feel helpless and in a dilemma in 
the face of questions about death. Each time I think 
that maybe a miracle will happen, and the child will 
survive.” P10 

Communicate with Families in Denial 
Some of the nurses who participated in this study 
stated that it affected their communication with fam-
ilies in the denial stage. In the following sentence, a 
nurse mentioned this situation as follows: 

“A mother whose child was diagnosed with can-
cer became in denial after a certain point. In other 
words, at first, she was angry…when she went into 
denial, she said, “No, my child is not sick”. When 
families are in such a stage of denial, we may expe-
rience communication difficulties…” P3 

Burden of Delivering Bad News 
Most of the nurses who participated in this study em-
phasized the emotional burden and psychological ten-
sion they experienced while delivering bad news and 
drew attention to the risk of emotional exhaustion and 
burnout. For example: 

“Giving the news of someone’s death or the 
news that someone is close to death makes us feel de-
pressed, sometimes we even move from empathy to 

sympathy, you think about what I would do if it hap-
pened to my relatives…we sometimes feel that we 
are going through such a burnout…” P1 

THEME 2: PRE-BEREAvEMENT  
COMMuNICATION FACILITATORS  
Two facilitators have been identified in the commu-
nication with the family in the period before the 
child’s death, namely: (I) Encouraging the family 
members to say goodbye, and (II) Honest and open 
communication. 

Encouraging the Family Members to Say Goodbye 
Some of the nurses mentioned the role of nurses in 
facilitating the pre-bereavement process of families 
experiencing child loss and emphasized the impor-
tance of creating a compassionate and dignified en-
vironment for farewell rituals. For example:  

“…We try to make families experience that 
mourning process, that process of saying goodbye. 
We clean the child completely… then they hug, kiss, 
caress and let them cry. This sometimes takes fifteen 
minutes, sometimes much longer. We use that time 
for them to go through the process of saying good-
bye...” P13 

Honest and Open Communication 
Most of the nurses who participated in our study em-
phasized the essential role of open and honest com-

Participant Gender Age Marital status Having children Experience in paediatric oncology service 
P1 Female 36 Married Yes 7 
P2 Female 33 Married No 7 
P3 Male 29 Single No 6 
P4 Male 31 Married No 5 
P5 Female 27 Married No 4 
P6 Female 30 Married No 6 
P7 Female 35 Married Yes 9 
P8 Female 37 Married Yes 11 
P9 Female 39 Married Yes 10 
P10 Female 36 Married Yes 8 
P11 Female 35 Married Yes 8 
P12 Female 32 Married Yes 7 
P13 Female 38 Single Yes 11 
P14 Female 28 Single No 5 

TABLE 1:  Demographic characteristics of nurses (n=14)
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munication, especially in helping to reduce the anxi-
ety of family members and to build trust between 
families and health care professionals. For example: 

“Families are more anxious when they are not 
sufficiently informed about the process of their 
child’s illness. We try to give them all the answers 
we can in an honest way. I think honest and open 
communication reinforces their trust in us. ” P4 

COMMuNICATION CHALLENGES AFTER THE DEATH 
Two communication challenges after the child’s 
death, namely: (I) Avoidance communication with 
the family after death, and (II) Challenging emo-
tions. 

Avoidance Communication with the Family After Death 
Many of the nurses who participated in our study 
stated that they avoided communicating with the be-
reaved family of a deceased child. One nurse ex-
pressed the emotional burden of being a reminder of 

the death of the child with the following sentences. 
For example: 

“… I don’t want to come face to face with a fam-
ily whose child has died…What will the mother feel 
when she sees me, what will she do? That’s why, to 
be honest, I don’t want to meet with the families 
again and again…” P5 

Challenging Emotions 
All the nurses who participated in our study reported 
that the death of the children they cared for affected 
them deeply emotionally. The nurses expressed how 
they had difficulty in maintaining their professional 
composure while being deeply sad, which may cause 
compassion fatigue and emotional burnout. For ex-
ample:  

“In such cases (in the case of child death), our 
nurses’ room is like a crying wall…I mean, I don’t 
know, it’s not just about me or because I’m a mum. 
You know, we also have single friends. They are af-

FIGURE 1: A proposed framework for end-of-life communication with family members 
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fected in the same way. Because I really think that 
the death of a child hurts everyone deeply. As I said, 
let children always laugh, have fun, play, but not on 
their deathbed.” P11 

THEME 4: POST-BEREAvEMENT  
COMMuNICATION FACILITATORS 
Two facilitators have been identified in the commu-
nication with the bereaved family members after the 
child’s death, namely: (I) Using touch and silence, 
and (II) Telephone call after death. 

using Touch and Silence 
Most of the nurses emphasized the therapeutic value 
of touch and silence in comforting grieving mothers, 
drawing attention to the emotional support role of 
nurses in bereavement care. For example: 

 “…all I do is hug bereaved mothers. Give them 
a chance to cry. Standing silently beside them, there’s 
nothing else I can do...that’s all I can do. And I try to 
help them stay strong.” P7 

Telephone Call After Death 
Some of the nurses emphasized that telephone calls 
after the death help to connect with the deceased child 
through memories and that this can help families in 
the bereavement process. For example:  

“…I am still in contact with this family after the 
death of their child. We lost our child in 2016, but I 
am still in contact with the family…I even asked her 
that if my calling you makes you more upset, I may 
not call. But the mother said that she remembered 
good memories while talking to me and that remem-
bering her son was good for her.” P2 

THEME 5: ORGANISATIONAL BARRIERS TO  
EFFECTIvE COMMuNICATION 
The theme the organisational barriers to effective 
communication included the following sub-themes: 
(I) No private room to make the death notification, 
(II) Lack of interpreters, and (III) Low salary and 
long working hours. 

No Private Room to Make the Death Notification 
Most of the nurses who participated in this study 
mentioned the importance of the need for a struc-

tured, tailored and compassionate approach to deliv-
ering news of death in settings such as paediatric on-
cology healthcare, where deaths are common. For 
example:  

“…I wish the news of death could be given in a 
separate room... I think that when they receive nega-
tive news about their child or news of death, the looks 
of the people around them disturb the families. It can 
be in a private room within the framework of privacy, 
and I think it can be accompanied by a mental health 
professional when the news is given.” P4 

Lack of Interpreters 
Some of the nurses mentioned the critical role of the 
interpreter in effective communication, especially in 
multicultural healthcare settings, as language barri-
ers can lead to misunderstandings and potential con-
flicts. For example: 

“…In fact, we are also hospitalising foreign pa-
tients such as Syrian…If the interpreter capacity of 
the hospital is increased and interpreters arrive, per-
haps an attack will be prevented at that moment…For 
example, a patient’s relative attacked our female col-
leagues…” P3 

Low Salary and Long Working Hours 
Most nurses participating in this study highlighted the 
systemic challenges facing nurses, such as low 
wages, excessive workload, lack of resources and 
limited social opportunities, which contribute to 
burnout and reduced job satisfaction. For example: 

“…I think the tension in the nurses and the un-
bearable hospital environment, the lack of wages re-
ceived, the nurses are now tired of coming to work 
and going to work. Therefore, improving communi-
cation techniques is the last thing that hospitals think 
about, because nurses now have low salaries, very 
difficult conditions, lack of materials, and the inabil-
ity to do anything socially...” P1 

 DISCuSSION  
The objectives of this study were to investigate: (I) 
Nurses’ perspectives on the pre-and post-bereave-
ment communication challenges and facilitators with 
family members and (II) Organisational barriers that 
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negatively impact effective end-of-life communica-
tion. 

PRE-AND POST-BEREAvEMENT  
COMMuNICATION CHALLENGES 
Most nurses highlighted that both families and health-
care professionals experienced emotional challenges 
related to the complexity surrounding discussions 
about death in paediatric healthcare settings. This 
communication difficulty was experienced both be-
fore and after the child’s death. These reported chal-
lenges are consistent with findings from other 
studies.24-27 According to a recent studies, families 
often avoid using the word “death” to protect their 
children, while healthcare providers similarly strug-
gle with terms like “cancer”, which has become 
taboo.26,27 Additionally, barriers such as lack of train-
ing and cultural differences further complicate end-
of-life communication.25  

All the nurses who participated in our study re-
ported that the death of the children they cared for 
affected them deeply emotionally. In line with this, 
previous research has shown that nurses experience 
deep sadness after the death of a child and their 
well-being is considerably affected in this pro-
cess.28-30 

PRE-AND POST-BEREAvEMENT  
COMMuNICATION FACILITATORS 
Most nurses in our study highlighted the importance 
of open and honest communication during pre-be-
reavement. They were also noted the therapeutic 
value of touch and silence in comforting grieving 
mothers during post-bereavement. These facilitators 
align with previous studies.24,25,31,32  

For example, effective strategies identified in 
earlier research include allowing silence, repeating 
children’s questions, providing information gradu-
ally, and responding honestly.25 Open communica-
tion and early end of life discussions have also been 
shown to enhance parental satisfaction with their 
child’s care and symptom management.24 Early con-
versations help clarify the family’s values and pref-
erences, ensuring care aligns with the wishes of both 
the child and parents.24  

ORGANISATIONAL BARRIERS 
Most of the nurses emphasized that systemic chal-
lenges such as low wages, excessive workload, lack 
of resources and limited social opportunities lead to 
burnout and reduced job satisfaction. These reported 
organisational barriers that negatively impact effec-
tive end-of-life communication with family members 
of children at the end of life are consistent with find-
ings from other studies.29,33-35 According to the results 
of a multicenter cross-sectional study, nurses lack ad-
equate organisational or professional support.33 Ad-
ditionally, this support is limited and consequently 
affects the social lives of nurses who experience trau-
matic events such as child death, although they can 
share their feelings with colleagues.33 Instead, the or-
ganisation should promote healthy working cultures. 
More formal support in the workplace may help.  

WHAT THIS STuDY ADDS  
This study is vital because it fills a critical gap in the 
literature by exploring paediatric oncology nurses’ 
communication experiences specifically during both 
the pre- and post-bereavement periods. This study 
provides an integrated perspective that highlights 
how nurses navigate emotional, organisational and 
relational challenges across the entire bereavement 
process. The study captures nurses’ reflections on the 
barriers and facilitators of communication, offering 
nurse-informed insights and practical strategies to im-
prove family-centred bereavement care. It is a vital 
contribution to the literature, emphasizing the need 
for structured support, early communication about 
death, and emotional preparedness for healthcare pro-
fessionals working in paediatric oncology services. 
Future research should explore how structured train-
ing and emotional support programs can enhance 
nurses’ confidence and resilience in pre- and post-be-
reavement communication across diverse paediatric 
care settings. 

LIMITATIONS  
Strengths of the study involved attention to reflexiv-
ity, transparency, and confirmability as strategies for 
enhancing the rigor of the findings. However, our 
study also has several limitations. First, this study 
was conducted in Türkiye and thus can only show the 
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nurses’ experiences of end-of-life communication 
with family members before and after the death of a 
child in paediatric oncology wards in this country as 
well as it is not clear that it can be transferred and 
compared to other countries and other health settings, 
so transferability can be questioned. Secondly, the in-
terview data was translated from Turkish to English, 
there is a possibility that some of the meaning of the in-
terview data may have been misinterpreted or misrep-
resented in the process of translating the data from 
Turkish to English. Thirdly, the online method of qual-
itative data collection may have resulted in a restricted 
understanding of participants’ experiences, meaning 
that valuable insights may have been missed. 

 CONCLuSION 
The results of this study highlight the critical need for 
organisational support and the development of evi-
dence-based communication strategies to ensure 
quality and family-centred care in paediatric oncol-
ogy settings. These insights are highly relevant across 
healthcare systems globally, including those in low- 
and middle-income countries with limited re-
sources.36 Importantly, this study has led to the de-
velopment of a framework to guide end-of-life 
communication with families (Figure 1). By captur-
ing nurses’ perspectives across both the pre- and post-
bereavement process, this study provides: (I) valuable 
insight into nurses’ emotional and communicative ex-
periences when supporting families; (II) evidence for 
the development of specific communication tools and 
policies for paediatric oncology settings; and (III) a 

deeper understanding of how the emotional burden 
on nurses affects their well-being and quality of care 
by highlighting the need for ongoing organisational 
and psychological support. 
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