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Abstract
Residential care facilities (RCFs) are increasingly supporting older adults with progressive, life- 
limiting conditions, many of whom require end-of-life care within these settings. Despite this growing 
need, there is a lack of context-specific guidance to support high-quality care at the end of life. This 
qualitative study aimed to develop empirically grounded guidelines for end-of-life care in Portuguese 
RCFs, based on the perspectives of experienced healthcare professionals. A qualitative exploratory 
design was employed. Data were collected through a focus group involving eight healthcare profes-
sionals with experience in RCFs and advanced training in palliative care, including physicians, nurses, 
and a physiotherapist. The data were analysed using thematic analysis supported by WebQDA® soft-
ware. Seven core domains were identified: (i) identification of palliative care needs and end-of-life; 
(ii) coordination with home palliative care teams; (iii) comfort-focused care and therapeutic simplifi-
cation; (iv) team empowerment and support; (v) communication with families and multidisciplinary 
teams; (vi) dignity and post-mortem care; and (vii) emotional and psychological support. These 
domains informed the development of empirically derived guidelines tailored to residential care set-
tings. This study generates original, context-specific guidelines for end-of-life care in Portuguese 
RCFs. The findings highlight the importance of early identification of palliative needs, staff training, 
effective communication, and a person-centred approach to ensure dignified and high-quality end-
of-life care aligned with residents’ preferences.

Keywords: Palliative care; end-of-life care; residential care facilities; qualitative study; guideline 

development.

Resumo
As instituições de cuidados residenciais (ICR) têm apoiado cada vez mais idosos com doenças pro-
gressivas e limitativas da vida, muitos dos quais necessitam de cuidados paliativos nestes ambi-
entes. Apesar desta crescente necessidade, existe uma carência de orientações específicas para o 
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contexto, que apoiem cuidados de elevada qualidade no final da vida. Este estudo qualitativo teve 
como objetivo desenvolver guidelines empiricamente fundamentadas para os cuidados paliativos 
em ICR portuguesas, com base nas perspetivas de profissionais de saúde experientes. Foi emp-
regue um desenho exploratório qualitativo. Os dados foram recolhidos através de um grupo de foco 
envolvendo oito profissionais de saúde com experiência em ICR e formação avançada em cuidados 
paliativos, incluindo médicos, enfermeiros e um fisioterapeuta. Os dados foram analisados através de 
análise temática com o auxílio do software WebQDA®. Foram identificados sete domínios principais: 
(i) identificação das necessidades de cuidados paliativos e do fim de vida; (ii) coordenação com as 
equipas de cuidados paliativos domiciliários; (iii) cuidados centrados no conforto e na simplificação 
terapêutica; (iv) capacitação e apoio da equipa; (v) comunicação com as famílias e equipas multidis-
ciplinares; (vi) dignidade e cuidados pós-morte; e (vii) apoio emocional e psicológico. Estes domínios 
fundamentaram o desenvolvimento de guidelines derivadas empiricamente e adaptadas a ambien-
tes de cuidados residenciais. Este estudo gera orientações originais e específicas para o contexto 
dos cuidados em fim de vida em instituições de cuidados residenciais portuguesas. Os resultados 
destacam a importância da identificação precoce das necessidades paliativas, da formação do pes-
soal, da comunicação eficaz e de uma abordagem centrada na pessoa para garantir cuidados dignos 
e de alta qualidade no final da vida, alinhados com as preferências dos residentes.

Palavras-chave: Cuidados paliativos; cuidados em fim de vida; instituições de cuidados resi-

denciais; estudos qualitativos; desenvolvimento de orientações.

Background

Recent decades have seen significant demographic changes globally, driven by increas-
ing life expectancy and declining birth rates. According to the World Social Report (2023), 
in 2021 there were 765 million people aged 65 and over worldwide, and projections indicate 
that by 2030, one in six people will be aged 60 or older. At the same time, it is estimated that 
by 2050 the number of individuals aged over 80 will double, reaching 420 million (WHO, 
2024). Portugal is the second oldest country in Europe and the fourth oldest in the world 
(Pordata, 2024). Since 2019, the population aged over 65 has grown by 2% annually, surpass-
ing 2.5 million people, including more than three thousand centenarians (Pordata, 2024).

Population ageing is associated with an increased prevalence of multimorbidity, physical 
and cognitive decline, frailty, and functional impairment, often accompanied by insufficient 
family support to meet these complex needs. This frequently leads to the institutional-
ization of older adults (Verreault et al., 2018; Gómez-Vírseda, De Maeseneer, & Gastmans, 
2020). Consequently, residential care facilities (RCFs) often become the setting where 
many older adults experience the end of life and die (Fryer et al., 2016; Lee et al., 2020; 
Balmer et al., 2022). In 2020, according to the National Health System, 4% of older adults 
in Portugal (99,234 individuals) lived in RCFs (SNS, 2020).

In this context, it is essential to ensure holistic and dignified care, encompassing not 
only the management of physical symptoms but also psychological, spiritual, and social 
support, while respecting residents’ personal and cultural values and beliefs (Do Nasci-
mento et al., 2024). Palliative and end-of-life care represent essential approaches in the 
care of individuals living with chronic, progressive, and incurable conditions that will ulti-
mately lead to death. According to the World Health Organization (WHO, 2020), palliative 
care aims to improve the quality of life of patients and their families by preventing and 
alleviating suffering across physical, emotional, spiritual, and social domains. This approach 
promotes symptom relief through holistic care, prioritizing quality of life while recognizing 
death as a natural process (APCP, 2024), and ensuring comfort, autonomy, and dignity, in 
alignment with patients’ values and preferences (Radbruch et al., 2021).

Palliative care should be introduced early in the trajectory of incurable and progressive 
disease (WHO, 2020; CNCP, 2024). In Portugal, there are 25 palliative care inpatient units, 
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23 intra-hospital palliative care support teams, and 11 home palliative care teams; however, 
official data indicate that only 30% of patients have access to palliative care (APCP, 2023). 
Globally, it is estimated that only 14% of those in need have access to such care (WHO, 2024).

As disease progresses, the concept of “end-of-life” becomes increasingly relevant. 
Although this concept remains somewhat ambiguous, it generally refers to a period in 
which life expectancy is limited (often estimated at less than 12 months), characterized 
by disease progression, persistent symptoms, and functional decline requiring specialized 
care until death (Schüttengruber, Halfens & Lohrmann, 2022). In older adults, early identifi-
cation of this stage may be challenging, particularly due to communication difficulties that 
can hinder the expression of needs and distress (Österlind & Henoch, 2021).

During this stage, transfers to hospital settings are common, often in the absence of 
clear clinical indications. Such transfers may result in unnecessary hospitalizations, increas-
ing discomfort and suffering. In many cases, appropriate care could be provided within 
RCFs, allowing individuals to remain in their familiar environment (Stow, Matthews & Han-
ratty, 2019; Kasdorf et al., 2020; Morrison, Meier & Arnold, 2021; Do Nascimento et al., 
2024). Professionals working in RCFs have close and continuous contact with residents and 
their families, which facilitates a deeper understanding of individual preferences and sup-
ports informed decision-making regarding palliative care and hospital transfers (Temkin- 
Greener et al., 2015; Do Nascimento et al., 2024).

From an ethical perspective, priority should be given to respecting individuals’ auton-
omy, including their right to accept or refuse invasive interventions (Beauchamp & Chil-
dress, 2013). To ensure high-quality palliative care in RCFs, effective assessment and 
management of physical, emotional, and spiritual symptoms are essential, alongside clear, 
empathetic communication with residents and families, and the implementation of advance 
care planning (Back et al., 2015; Ferrell et al., 2019; WHO, 2019). However, significant bar-
riers remain, including limited specific training among professionals, communication gaps 
regarding prognosis, workforce constraints, and the absence of context-specific guidance 
(Fryer et al., 2016; Carlini et al., 2022).

To address these challenges, the development of empirically grounded, context-specific 
guidelines, alongside ongoing training and emotional support for professionals, is essential 
to reduce emotional burden and promote well-being (Aldridge et al., 2016). Accordingly, 
this study aims to develop empirically grounded guidelines to support professionals in 
end-of-life care for older adults living in RCFs, promoting dignified, person-centred, and 
high-quality care.

Methodology

This study adopted a qualitative exploratory design using a focus group as the data 
collection method. Focus groups enable the exploration of participants’ experiences, prac-
tices, and perspectives through interactive discussion and the exchange of ideas (Kinalski 
et al., 2017). The study was conducted within an interpretivist qualitative paradigm, aiming 
to understand how healthcare professionals perceive and approach end-of-life care in resi-
dential care facilities. The study was approved by the Ethics Committee of the Polytechnic 
Institute of Bragança (CE-IPB-Pj-2025-021).

Procedures

Participants were recruited through purposive, non-probabilistic sampling. Email invi-
tations were sent by the first author to professionals recognized for their expertise in the 
field. The invitation included a description of the study objectives and procedures, along 
with a request for participation.
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The inclusion criteria were: (i) at least five years of professional experience in residen-
tial care facilities (RCFs); and (ii) advanced training in palliative care, gerontology, and/or 
geriatrics. During the initial contact, eligibility criteria were confirmed and the study objec-
tives were clarified.

Participants who met the inclusion criteria and agreed to participate received detailed 
information about the study and were asked to provide informed, free, and written con-
sent. Of the nine professionals invited, eight participated in the study.

Participants were consulted regarding their availability to schedule the focus group 
session, which was conducted online. The access link was sent in advance. In accordance 
with recommendations in the literature (Dall'Agnol & Trench, 1999), the session duration 
was set at a maximum of 120 minutes.

The focus group was conducted on February 15, 2025, via the Zoom® platform and 
moderated by the first author. The session was audio-visually recorded with participants’ 
consent and subsequently transcribed verbatim for thematic analysis using WebQDA® 
software.

To ensure confidentiality, participants’ identities were anonymized and replaced with 
numerical codes in the transcripts. The data were accessible only to the first author and 
stored in a password-protected, restricted-access folder, available exclusively to the 
research team. All data were permanently deleted at the end of the study.

Participants

Based on the principle of flexibility, which is essential in qualitative studies that aim to 
capture emerging insights (Kinalski et al., 2017), this study included eight participants. This 
number is consistent with recommendations in the qualitative literature, which suggest 
groups of between 6 and 15 participants to facilitate the exploration of opinions and dis-
agreements within the group (Dall'Agnol & Trench, 1999). Participants were aged between 
32 and 49 years and had between 8 and 19 years of professional experience. The principle 
of verticality was also ensured (Kinalski et al., 2017), as all participants had advanced train-
ing in Palliative Care or Gerontology and/or Geriatrics, while representing different profes-
sional backgrounds, including Medicine, Nursing, and Physiotherapy (Table 1).

Table 1
Characterization of the participants.

Participant Age Gender Basic Background Advanced Training Years of 
experience

P1 37 Male Medicine Post-graduation in Geriatrics; Spe-
cialization in Palliative Care

10

P2 39 Male Medicine Post-graduation in Geriatrics; Spe-
cialization in Palliative Care

12

P3 34 Female Medicine Specialization in Palliative Care 10

P4 40 Female Nursing Specialization in Palliative Care 18

P5 40 Female Nursing Specialization in Palliative Care 18

P6 49 Female Nursing PhD in Gerontology and Geriatrics 17

P7 41 Female Nursing Specialization in Palliative Care 19

P8 32 Female Physiotherapy Specialization in Palliative Care 8
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Instrument

The focus group guide was developed based on the literature review (Kalu & Bwalya, 
2017). Participants were invited to share their perspectives in response to a central ques-
tion addressing end-of-life and death care in residential care facilities, as well as the devel-
opment of guidelines to promote more dignified and person-centred care. The session was 
conducted in an open discussion format, allowing participants to generate and develop 
emerging topics. The moderator guided the discussion to ensure alignment with the study 
objectives and to encourage balanced participation among all participants (Kinalski et al., 
2017), promoting a horizontal dynamic within the group.

Data analysis

The participants’ contributions were digitally recorded and transcribed verbatim in 
European Portuguese. The transcripts were analysed using thematic analysis, following 
the approach proposed by Braun and Clarke (2021). The analysis was conducted in several 
stages. First, the first author read the transcripts in detail and conducted an initial coding 
of relevant excerpts in accordance with the study objectives. These preliminary codes were 
then shared with the second and third authors. Data analysis was supported by WebQDA® 
qualitative data analysis software. Subsequently, the first author refined the coding frame-
work. In cases of disagreement, all three authors engaged in iterative discussions until 
consensus was reached through a process of successive refinement. The final thematic 
structure was reviewed and agreed upon by all authors. The results are presented using 
illustrative excerpts from participants.

Results

The participants identified seven main themes that inform guidelines for improving 
end-of-life care in RCFs: (i) Definition and Identification of Palliative Care and End-of-life; 
(ii) Coordination with and between Home Palliative Care Teams; (iii) Comfort Measures and 
Therapeutic Simplification; (iv) Empowerment and Team Support; (v) Multidisciplinary and 
Family Communication; (vi) Dignity and Post-mortem Care; and (vii) Emotional Manage-
ment and Psychological Support. Each theme includes several subthemes (Table 2), and 
the findings are illustrated using excerpts from participants.

Table 2
Themes and subthemes.

(Sub)Themes Participants

1. Definition and Identification of Palliative Care and End-of-life

1.1. Clinical scales (Surprise Question; SPICT-PT; NECPAL and PPS for ongoing 
evaluation of residents

5

1.2. Interdisciplinary meetings 4

2. Coordination with Home Palliative Care Teams

2.1. Clear channels of communication and referral between RCFs and
home palliative care teams

6

2.2. Early activation of home palliative care teams 4

(continued)
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(Sub)Themes Participants

3. Comfort Measures and Therapeutic Simplification

3.1. Adjustment and suspension of unnecessary therapies 4

3.2. Comfort Care 4

3.3. Flexibility of care 2

4. Empowerment and Team Support

4.1. Need for ongoing training in palliative care 8

4.2. Importance of regular multidisciplinary meetings 8

4.3. Creation of internal benchmark “champions” 3

5. Multidisciplinary and family communication

5.1. Transparency and humanized communication with families 5

5.2. Managing expectations 4

5.3. Conflict management through effective communication 3

6. Dignity and Post-mortem Care

6.1. Respect and dignity in institutional practice 6

6.2. Post-mortem protocols 5

6.3.  Practical and symbolic management of the post-mortem body 4

7. Emotional Management and Psychological Support

7.1. Post-mortem debriefing and ongoing learning 5

7.2. Psychological support to health professionals 5

7.3. Importance of emotional support to families and teams 6

Definition and identification of palliative care and end-of-life

The participants described the importance of defining and identifying palliative and 
end-of-life care for residents to ensure a dignified end-of-life that is in line with their needs, 
preferences, and wishes. In this context, the importance of using:

(i)  Use of Clinical Scales

The definition and identification of palliative and end-of-life care was considered cru-
cial by five participants to meet residents’ needs: “The most important thing at an early 
stage is for us to identify which of our residents are in need of end-of-life care... and that 
this is perfectly clear to all those involved” (P1). To assist in this identification, the partic-
ipants mentioned that the use of clinical scales plays a key role in guiding health teams 
and in decision-making based on objective criteria: “There are scales that help us, there 
is a very simple tool called PPS, Palliative Performance Scale. Having a reduction in the 

Table 2
Themes and subthemes. (continued)
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PPS is enough, it is already a sign of prognosis...Then there is individual clinical skill and 
professional judgment, and the health professionals” (P3). Participants also mentioned the 
importance and complementarity of the Surprise Question: “Would you be surprised if 
within three months this person is no longer with us? If I'm not surprised, then maybe it's 
important to start focusing on this person” (P4).

(ii)  Multidisciplinary Meetings

Four participants underlined the importance of multidisciplinary meetings as opportu-
nities for information sharing and guidance for care provision: “We must give the profes-
sionals tools so that they can really explain what to do through reasoned communication. 
An approach to the last days and hours of life. Therapeutic simplification, comfort mea-
sures, oral care, and everything that is inherent to the last days of life” (P7).

Coordination with and between home palliative care teams

The participants mentioned the need for coordination with and between the Home Pal-
liative Care Teams as a way to ensure continuity and complementarity of care, highlighting 
the need for:

(i) � Clear channels of communication and referral between RCFs and Home 
Palliative Care Teams

Six participants addressed the importance of timely communication and referral of 
patients to Home Palliative Care Teams: “Knowing when to call the Palliative Care Team is 
the major problem, exactly when to activate them, because they are there to help us” (P2). 
They also mentioned the importance of this coordination, which should be done whenever 
RCFs’ professionals have any problem: “Whenever there is any (...) problem with the family, 
problem in controlling symptoms, in the decision-making process, when we are discussing 
nutrition or hydration, when the team itself is not comfortable with the care objective” (P3).

(ii)  Early activation of Home Palliative Care Teams

Four participants mentioned the importance of the timely activation of Home Palliative 
Care Teams as essential to ensure an integrated and effective approach to the management 
of patients in an advanced stage of illness. When faced with these situations, “actually, 
we try to make referrals when we have problems in managing the case or when we need 
to have specialized medication or routes of administration not available in the RCF” (P2). 
They also stressed that referral to these teams should occur not only in situations of very 
reserved prognosis, but whenever clinical complexity or difficulty in symptomatic manage-
ment justifies it: “Highly complex patients should always be referred to specialized palliative 
care teams. In any case, the home palliative care team can always be available” (P3).

Comfort measures and therapeutic simplification

The participants highlighted the importance of prioritizing comfort measures and 
therapeutic simplification, avoiding therapeutic obstinacy and unnecessary interventions, 
which at this stage do not add quality of life. They referred:

(i)  Adjustment and suspension of unnecessary therapies
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Four participants mentioned therapeutic simplification as fundamental throughout the 
process, including benefits and harms in decision-making. The decision “(...) to suspend a 
medication that does not bring comfort...With some drugs, it is more difficult to balance 
benefit and harm, which option will bring more comfort to this patient. It is a way of helping 
to decide” (P3).

(ii)  Flexibility of care

Four participants mentioned as fundamental the adjustment of routines and care, 
depending on the condition and will of the resident, highlighting the importance of “flexi-
bilizing mealtimes and care delivery times. If you don't want to eat at that time, we'll offer 
something else later on” (P1).

(iii)  Comfort and oral care at the end-of-life

Comfort care, namely oral care, was pointed out by two participants as decisive, 
although often neglected, considering that “oral care is often inadequate, aggravates 
anorexia, thirst, nausea, and affects the dignity of the person. It is essential to have oral 
well-being” (P1).

Empowerment and team support

The participants mentioned empowerment and support to teams as fundamental for 
the provision of appropriate and high-quality care. In this regard, they indicated:

(i)  Need for ongoing training in palliative care

Ongoing training was mentioned by all participants as a key condition for the provision 
of quality care and as “one of the fundamental pillars to work in palliative care is training. 
This training should reach any professional who wants to provide high-quality care” (P3).

(ii)  Importance of regular interdisciplinary meetings

The interdisciplinary meetings were mentioned by all participants, also highlighted as 
spaces for sharing, evaluation, and patient-centered decision-making, being considered as 
“essential to discuss measures, interventions and understand what makes sense for that 
patient” (P4).

(iii)  Creation of internal benchmark teams as “champions”

Three participants suggested the creation of internal reference teams as “champions” 
with more and specific training, so that they can disseminate best practices through other 
professionals. Identifying “a team within the team that can be a palliative care committee 
(...) that can empower their colleagues.” (P4)

Sensitive and clear communication with families

The participants mentioned holding meetings and communicating with the family so 
that they are an integral part of the care process. Thus, they highlighted:

(i)  Transparency and humanized communication with the family
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Communication with family members throughout the process was considered essential 
by five participants, and should be transparent, person-centred , empathetic, and perma-
nent in order to “understand the expectations of the entire family, understand what the 
family's will is”, as well as “explain the process, the measures we consider to put in practice 
and even demystify some issues that may appear” (P2).

(ii)  Alignment of expectations between team and family

Four participants highlighted the importance of understanding the expectations of the 
family (and the resident, whenever they have that ability), involving them in the entire pro-
cess managing expectations, meeting with the team to discuss “for example, the fact that 
we do not carry out unnecessary interventions, the fact that we don't feed [the patient]”, in 
order to “have all the procedures that we think we will (...) [adopt] from that time on, from 
the stage our resident is” (P6).

(iii)  Conflict management through effective communication

Three participants mentioned the importance of communication between profession-
als, residents, and families in order to avoid conflicts. It is essential that all professionals are 
knowledgeable about the care plan, aligned in the transmission of information, involving 
family members: “If we involve families in all decision-making, from the very beginning, it 
will be much easier to have the family more receptive to what we think is best. With our 
explanation, people end up accepting it” (P6).

Dignity and post-mortem care

The participants also mentioned that dignity should be a cross-cutting principle 
throughout the process, including the post-mortem, which should be respectful and mean-
ingful. The following were identified:

(i)  Respect and dignity in institutional practices

Early preparation for death was suggested by six participants as a natural and neces-
sary approach in institutional practices. Normalizing death, giving residents the opportu-
nity to address the topic, and allowing the expression of wills, since “talking about death 
earlier is important.” They usually consider that “we have birth plans, but not all of us will 
be parents.” However, “we know that we will all die. Why not prepare this moment with 
dignity?” (P4).

(ii)  Dignifie post-mortem protocols

Five participants said that the post-mortem should maintain the level of respect and 
dignity provided in life, underlining the importance of having formal protocols: “If there is 
an adequate protocol, families feel more comfortable. We need to look at this phase as part 
of the care we provide” (P4).

(iii)  Practical and symbolic management of the post-mortem body

The symbolic dimension of body care was widely valued by four participants, as a way 
of maintaining dignity until the end, because “If I know that my parents will receive digni-
fied treatment even after death, I will also want them to be treated with that respect and 
dignity” (P6).
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Emotional management and psychological support

The participants mentioned the importance of emotional management and psycholog-
ical support to both professionals and family members, including:

(i)  Post-mortem debriefing and ongoing learning

Five participants mentioned the importance of reflection after the death of a resident 
as a way to understand the whole process and to identify possible failures, as well as 
ongoing learning. They mentioned that “debriefing with the staff to identify what could be 
improved” as well as “a family satisfaction survey, a short time later.” They consider that 
“this helps us to grow” (P4).

(ii)  Psychological support to health professionals

Five professionals recognized the emotional impact of care and the importance of 
institutional practices that promote the psychological well-being of teams. The need for 
psychological support to professionals was clearly expressed by the participants: “It is 
important to recognize that we are not always able to manage all situations”, and that “it is 
essential to take care of those who care” (P7).

(iii)  Importance of emotional support to families

Six participants pointed out emotional support to the family as fundamental, namely 
to prevent complicated grief. Participants provided the example of a “patient [who] died 
calmly, adjusted, without measures of therapeutic obstinacy”, whose “family members 
were reassured.” Therefore, “we also prevent complicated grief” (P7).

Discussion

This study provides an in-depth understanding of end-of-life care in Portuguese resi-
dential care facilities (RCFs), identifying seven interconnected domains that underpin the 
development of empirically grounded guidelines. These findings move beyond a descrip-
tive account of practices by offering a structured and context-sensitive framework to sup-
port care delivery, decision-making, and organizational practices in institutional settings.

The analysis is conceptually informed by the Opportunity Model for Presence during 
the End-of-Life Process (OMP-EOLP) (Tenzek et al., 2022), which emphasizes the impor-
tance of relational, temporal, and contextual conditions that enable meaningful presence 
at the end of life. Within this framework, end-of-life care is understood not only as a set of 
clinical interventions but as a multidimensional process shaped by communication, rela-
tionships, organizational culture, and the ability to respond to individual needs. This model 
provides a relevant theoretical lens to interpret the findings, particularly by highlighting 
how care structures, professional practices, and relational dynamics influence the capacity 
to ensure dignity, comfort, and presence throughout the end-of-life trajectory.

A central contribution of this study lies in the development of original, empirically 
derived guidelines tailored to the Portuguese context. Rather than adapting existing inter-
national recommendations, these guidelines emerge directly from the experiential knowl-
edge of professionals working in RCFs, reflecting context-specific challenges such as 
variability in care practices, limited access to specialized palliative care, and the need for 
clearer clinical and ethical decision-making processes. Although the findings are aligned 
with broader palliative care principles, they provide operational and contextually grounded 
guidance that addresses gaps not fully captured by generalized frameworks.
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The early identification of palliative care needs was highlighted as a fundamental com-
ponent of quality end-of-life care. The use of validated instruments such as the Surprise 
Question (SQ), SPICT-PT, NECPAL, and the Palliative Performance Scale (PPS), combined 
with clinical judgment, supports timely recognition of decline and facilitates anticipatory 
care planning (Detering et al., 2010; Ekberg et al., 2021). This anticipatory approach is par-
ticularly relevant in RCFs, where delayed identification may lead to unnecessary hospital-
izations and interventions that do not align with residents’ preferences.

Multidisciplinary collaboration emerged as a key element in ensuring coordinated and 
person-centred care. Regular team meetings were identified as essential spaces for shared 
reflection, alignment of care goals, and ethical deliberation (Fernando & Hughes, 2019). 
From the perspective of the OMP-EOLP, these collaborative practices enhance relational 
continuity and create opportunities for meaningful presence by supporting coherent and 
consistent care across professionals.

The coordination between RCFs and home palliative care teams was also identified as 
a critical factor in managing complex clinical situations. Early and needs-based activation 
of these teams—rather than referral based solely on prognosis—supports improved symp-
tom control and decision-making (Morrison et al., 2021). However, persistent challenges in 
referral processes and role clarification remain, as highlighted in previous studies (Jordan 
et al., 2020). These findings reinforce the need for clearer referral pathways and stronger 
integration between services.

The emphasis on comfort measures, therapeutic simplification, and flexibility of care 
reflects a shift towards prioritizing quality of life and avoiding therapeutic obstinacy. These 
practices are consistent with established palliative care principles (Radbruch et al., 2020; 
Perez & Eler, 2024), while also highlighting the complexity of clinical decision-making in 
institutional settings. The findings suggest that individualized care, supported by clinical 
judgment and ethical reflection, is essential to ensure that interventions remain proportion-
ate and aligned with residents’ needs.

Training and team support were identified as fundamental for improving the quality of 
care. Ongoing education in palliative care, combined with the creation of internal reference 
teams (“champions”), may strengthen institutional capacity, promote knowledge dissem-
ination, and foster a shared care philosophy (Hernández-Marrero et al., 2019; Pesut et al., 
2021). These strategies are consistent with evidence highlighting the importance of work-
force development and organizational readiness in improving end-of-life care.

Communication with families emerged as a cross-cutting element across all domains. 
Transparent, empathetic, and continuous communication was associated with increased 
trust, reduced conflict, and greater acceptance of end-of-life processes (Ekberg et al., 2021; 
Vedel et al., 2014; Tenzek et al., 2025). Within the OMP-EOLP framework, communication 
plays a central role in enabling presence by facilitating shared understanding, emotional 
connection, and relational continuity between residents, families, and professionals.

The findings also highlight the importance of recognizing death as an integral part of 
the care trajectory. The development of structured post-mortem protocols, together with 
attention to symbolic and relational aspects of care, contributes to maintaining dignity 
beyond death. These practices are supported by the literature and are associated with 
more meaningful experiences for families and professionals (Vedel et al., 2014; Tenzek et 
al., 2025). The proposal of structured approaches to post-mortem care reflects the need to 
normalize and plan this stage with the same level of intentionality as other phases of care 
(Radbruch et al., 2020).

Finally, the emotional impact of end-of-life care on both professionals and families 
underscores the importance of institutional strategies that promote psychological well-be-
ing. Practices such as post-mortem debriefing, access to psychological support, and grief 
monitoring are essential to prevent burnout and support resilience among professionals, 
while also contributing to healthier bereavement processes for families (Puchalski et al., 
2009; Morrison et al., 2021).



DEVELOPING EMPIRICALLY DERIVED GUIDELINES FOR END-OF-LIFE CARE IN PORTUGUESE 
RESIDENTIAL CARE FACILITIES: A QUALITATIVE STUDY

498 RIAGE, 9 · Janeiro - Junho 2026 · e463

Implications for practice

The findings suggest that improving end-of-life care in RCFs requires the implementa-
tion of empirically grounded, context-specific guidelines, supported by investment in pro-
fessional training, strengthened collaboration with specialized palliative care services, and 
the integration of structured communication and decision-making processes.

Limitations

This study has several limitations. The use of a single focus group and a small sample 
of highly experienced professionals may limit the diversity of perspectives captured. Addi-
tionally, the findings are specific to the Portuguese context and may require adaptation 
when applied to other settings.

Future research

Future research should focus on validating these guidelines through larger and more 
diverse samples, as well as through consensus-based methodologies such as Delphi stud-
ies. Further research is also needed to evaluate the implementation and impact of these 
guidelines in different types of residential care settings.
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