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End-of-life assessments aim to help dying patients and their families plan clinical interventions in advance and prepare them for a peaceful end of life, in which the patient accepts life
and death, and the family accepts the patient’s departure. It is important to assess whether
death is imminent within a few days, because critical hospice care is provided intensively
during that period. The following five changes constitute objective evidence of the end of
life: diminished daily living performance, decreased food intake, changes in consciousness
and increased sleep quantity, worsening of respiratory distress, and end-stage delirium. As
subjective evidence, it is suggested that sensitive perceptions of experienced nurses and the
feelings of family members caring for patients should also be considered. When notifying a
patient or family members that the end of life is approaching, the members of the multidisciplinary hospice team must communicate with each other, share accurate information, and
provide consistent explanations. They must also listen to non-verbal communication in an
empathic and supportive manner.
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The purpose of end-of-life assessments is for the hospice
medical staff to plan clinical interventions in advance and help

The end of life refers to the period in which death is antici-

prepare for a peaceful end of life, in which patients can re-

pated within a few days or during hospitalization for acute

flect on their lives and accept death, while families deal with

deterioration of cancer, chronic diseases, or chronic organ

the imminent departure of their loved ones [3]. However, the

failure after an accident, without the possibility of recovery or

end-of-life process differs greatly depending on age and dis-

improvement despite treatment; it also encompasses the slow-

ease, and it is difficult to predict or determine due to repeated

ly-progressing dying process associated with aging or demen-

exacerbations and improvements during the dying process [1].

tia [1]. Since discharge is equated with death for most patients

Therefore, end-of-life assessments are a routine, but difficult

admitted to the hospice ward [2], it is necessary to identify

and challenging, task for medical staff, and they may feel guilty

end-of-life patients at the time of admission, immediately de-

if their patients are not able to spend their last moments with

termine the phase of the end-of-life process, and develop an

family members due to an incorrect prediction of the timing of

appropriate care plan.

the end of life.
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absence of symptoms that is important, but the change in the
severity or pattern of symptoms. Abnormal breathing patterns

It is important to assess the end-of-life phases in the hos-

such as shallow breathing, accessory muscle breathing, apnea,

pice ward because if death is imminent, the patient should be

Cheyne-Stokes respiration, and a growling breathing sound

transferred to the dying room for short-term intensive care.

become increasingly common starting 1 week before death.

The 1-month end-of-life period can be categorized into three

End-stage delirium is a type of fluctuating confusion that

phases. In phase 1, which takes place approximately 1 month

gradually makes it difficult to communicate. It requires ag-

before death, symptoms such as general malaise, loss of ap-

gressive pharmacological treatment, but can become worse to

petite, and insomnia develop, while in phase 2, which oc-

the point that it is unmanageable with medicine [3].

curs within 2 weeks before death, delirium starts to take over

In clinical practice, in addition to the objective evidence

[3]. Phase 3, which corresponds to few days before death, is

presented above, it is also necessary to carefully examine

characterized by worsening of weakness, bedridden status,

subjective evidence that indicates the end of life is approach-

increased duration of sleep and decreased consciousness, de-

ing through the sensitivity of seasoned hospice nurses and the

creased food intake, decreased urine output and dark urine

feelings of the family members who watch the patients most

color, delirium, increased breathing noise and respiratory

closely. Kwon et al. [5] stated that nurses’ experience of “sen-

secretions, changes in breathing patterns, uneven skin tone,

sitive nursing” appears to be based on four factors: reflec-

and cold hands and feet [1]. Even if blood pressure is stable,

tive thinking as a nurse, intuition, a receptive attitude toward

if there is an urgent change in the patient’s physical condi-

death, and an open mind about teamwork with colleagues [5].

tion such as unstable respiration (respiratory failure), increased

However, even if it is determined that a patient is entering

acute pain, changes in skin condition, and massive bleeding, it

the end of life based on objective and subjective evidence, and

is difficult to determine whether the third phase of the end of

appropriate steps are taken to prepare, the actual end of life

life has started, and this uncertainty needs to be explained to

can be different from expectations. Therefore, it is necessary to

families in advance during the early consultation period after

explain the end-of-life process to families multiple times and

admission [4].

wait alongside the patients and their families.

The end of life is determined by referring to changes in five

It is necessary to check how patients and their families per-

objective signs: deterioration in the performance of daily living

ceive the medical situation and the doctor’s explanations, as

activities, decreased food intake, changes in consciousness and

well as to assess their needs until the last minute, through

increased sleep duration, worsening of breathing difficulties,

communication, accurate information-sharing, and consistent

and end-stage delirium. The Palliative Performance Scale is

explanations from each member of the hospice multidisci-

applied using a cut-off of 40% or less, but it reflects the indi-

plinary team [3]. In general, patients hope they do not suffer

vidual characteristics of the patient and changes from the last

from pain until the last moment and expect sincerity, forgive-

2~3 days or the previous week [3].

ness, and reconciliation from those around them. They are also

If the amount of food intake decreases by more than 50%,

interested in evidence of the afterlife and wish to die with dig-

it is necessary to carefully examine the patient’s overall func-

nity in a familiar place [6]. Families try to do their best to help

tional changes and difficulty in swallowing, the presence of

the patients, want to be kept updated on patients’ condition

food caught in the windpipe, and food residue in the oral cav-

and end of life, and wish to be at their loved one’s deathbed [7].

ity. At the end of life, most patients are in a state of lethargy,

Therefore, by listening to patients and their families, the medi-

wherein their consciousness progressively declines and sleep

cal staff can find out what they want to resolve and whom

duration increases; therefore, it is necessary to provide ap-

they want to meet.

propriate explanations to patients and their families so that

Various theories and communication skills are used to inform

they can accept these symptoms as part of the natural end-

patients and their families of the end of life. Before meeting,

of-life process. Regarding dyspnea, it is not the presence or

all parties need to collect their thoughts, plan thoroughly, set a
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time that is most convenient, and choose a quiet place [1]. It is

admission to the hospice ward, they should develop trusting

necessary to identify the level of preparedness and questions of

relationships with patients and their families and offer regular

patients and their families to provide accurate information and

information and explanations according to changes in patients’

to empathize and support whenever they appear to be experi-

symptoms and their degree of acceptance thereof. Doing so

encing difficulties.

makes it possible to relieve anxiety. Furthermore, attention

The family is the “second patient” [8]. Depending on the pa-

should be paid to non-verbal communication, and hospice

tient’s symptoms, family members may suffer physically and

team members should cultivate an empathic and supportive

psychologically and present various symptoms of stress [8];

attitude towards understanding patients’ distress [3].

therefore, it is advised to pay close attention to family members, as well as patients, to identify whether they need care.
It is also important to explain any changes in the end-oflife care goals in a way that is acceptable to patients and their
families. Repeated explanations are needed so that families can
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it is necessary to determine that the end of life is approaching
based on close observations of patients from various aspects
and thorough communication.
The multidisciplinary hospice team should give hope to patients during day-to-day life and help them live the rest of
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their lives meaningfully without regrets. From the moment of
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