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ABSTRACT

Rationale: Palliative care can provide comfort, alleviate suffering, and improve quality of life; however, access to palliative
care for people with mental illnesses at the end of their lives is extremely poor. As the need for palliative care is expected to rise
significantly in the future, palliative care must be considered a global health priority.

Aim: To examine the provision of palliative care within mental health settings and explore the factors that influence the experi-
ence of patients receiving palliative care in these settings.

Method: This systematic review draws on peer-reviewed qualitative, quantitative and mixed-methods primary studies, adhering
to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses guidelines and was registered online. A total num-
ber of 61,782 studies was identified after a comprehensive search of five academic databases. After rigorous screening, only nine
studies met inclusion criteria and were selected.

Results: Thematic analysis identifies three major themes and three subthemes: access to palliative care, advance decisions and
treatment, and care in palliative care settings (palliative care settings, palliative care professionals and palliative care/medical
interventions).

Conclusion: Access to palliative care for people with complex mental illness is very low when compared to the general popu-
lation. Advance care planning should be initiated early in the development of palliative care needs, rather than at the point of
mental illness diagnosis.

Recommendations: Although care for people with complex mental illness is complex while dying, conversations around pal-
liative care need to be as part of a therapeutic relationship and engagement. Also, palliative care staff have an important role in
communicating end-of-life planning to patients’ families and carers.

1 | Introduction positioned to provide this support (Masel et al. 2023). Palliative

care has the potential to use an interdisciplinary approach to

Palliative care refers to interventions for patients at the end-
of-life that aim to provide comfort, alleviate suffering and im-
prove quality of life (World Health Organization (WHO) 2023).
Palliative care focuses on alleviating symptoms of various
chronic illnesses and is related to end-of-life or hospice care
(Arnold 2022). For those with a mental illness, palliative care
must also include psychological support and a broader concep-
tion of the concept of quality of life that reflects the complex
realities of mental health; mental health nurses are uniquely

provide holistic care for patients with mental illnesses at the
end of their lives (Masel et al. 2023). This can be achieved by
improving the quality of life along the disease trajectory and to
reduce symptom burden (Masel et al. 2023); however, the term
‘quality of life’ is a broad concept in the context of severe men-
tal illness (Arnold 2022). Although often used interchangeably,
end-of-life care focuses on support during the final months of
life, addressing decline and terminal symptoms; whereas palli-
ative care targets progressive, life-threatening illnesses with no
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Accessible Summary

What is known on the subject?

People with complex mental illness including those with
dementia often have poorer access to palliative and end-of-
life care compared with the general population. Barriers
include lack of training for mental health staff in pallia-
tive care, stigma, and challenges in identifying physical
health problems in psychiatric settings. Most previous
research has focused on palliative care in general health
or community settings rather than within mental health
wards or hospitals.

What the paper adds to existing knowledge

This is the first systematic review to specifically examine
how palliative care is delivered within mental health set-
tings. The review synthesises findings from nine studies
and identifies three key themes: access to palliative care,
advance decision-making, and treatment and care within
palliative care settings. It highlights examples of good
practice as well as gaps, including the need for better staff
training, improved advance care planning, and more con-
sistent communication with families.

What are the implications for practice?

Mental health nurses are likely to be increasingly involved
in palliative care due to rising life expectancy and com-
plex health needs amongst mental health service users.
Training and support can help nurses manage physi-
cal symptoms, have sensitive conversations about care
wishes, and work closely with families. Mental health
services should be equipped to deliver compassionate,
person-centred palliative care that integrates both phys-
ical and psychological needs.

chance of remission, emphasising a holistic, interdisciplinary
approach to maintain quality of life (Kim and Huh 2024; Van
Mechelen et al. 2013).

As the global population is living longer, more people are dying
at older ages with higher levels of chronic illness and demen-
tia (Pask et al. 2025). Anxiety and depression are the most
common mental health illnesses noted in older adults at the
end-of-life (Masel et al. 2023), however people being cared for
within mental health services frequently experience poorer
access to palliative and end-of-life care, a finding widely docu-
mented across multiple reviews (Arnold 2022; Coffey et al. 2022;
Wilson et al. 2020; Shalev et al. 2020). Millions of people die
each year without access to palliative care (Peeler et al. 2024),
as only one in ten who needs palliative care receives it (World
Health Organisation 2021). As the need for palliative care is
expected to increase significantly in the future (World Health
Organisation 2021), palliative care must be considered a global
health priority.

Palliative care is needed for people with a mental illness when
comorbid health conditions reduce their life expectancy and
lead to the need for end-of-life care (Blatt and Crawford 2015).
Dementia is an exception in mental illnesses because it can lead
to physical deterioration and reduce life expectancy (Connors
et al. 2016). Despite making up about 4.5% of the global pop-
ulation (approximately 350 million), patients with a serious

mental illness tend to have poor access to palliative care (Shalev
et al. 2020). This is attributed in part to palliative care staff
being ill equipped to support those with a serious mental ill-
ness (Edwards et al. 2021), and to the higher levels of chronic
physical illness that are associated with their lifestyle choices
(Sheridan 2019). Furthermore, the prevalence of dementia is ex-
pected to rise significantly in tandem with the aging population,
with rates set to triple between 2019 and 2050 (Schwarzinger
and Dufouil 2022). Stigma for dementia remains high, hinder-
ing timely access to appropriate care and support (Olwage 2024).
Patients with dementia have poor access to hospice care (Lassell
et al. 2022) and many clinicians have poor access to dementia-
specific training (Rasmussen et al. 2023). People with both
functional and organic mental illnesses currently have a poorer
experience of palliative care than the general population, and the
demand for palliative support is likely to rise (Shalev et al. 2020).
In this review, the term ‘complex mental illness’ is used to refer
to long-term, severe psychiatric conditions such as schizophre-
nia, bipolar disorder, and dementia. This differs from the term
‘serious mental illness’ because it also includes dementia.

This review has included both people with serious mental illness
and dementia because both groups experience chronic, progres-
sive cognitive or psychiatric impairment, experience barriers
to accessing palliative care, and have overlapping holistic care
needs (Erel et al. 2017; Lassell et al. 2022; Masel et al. 2023) and
this will allow synthesis of insights across populations with sig-
nificant mental health challenges. Furthermore, as this review
is discussing the palliative care that takes place within mental
health settings, the two populations will be receiving care in
similar settings with comparable clinical teams including men-
tal health nurses. Most of the previous systematic reviews into
palliative care have focused their attention on outside of men-
tal health settings (e.g., Coffey et al. 2022; Edwards et al. 2021).
Miranda et al. (2019) discussed home-based palliative care for
dementia while Browne et al. (2021) reviewed how palliative care
is defined, measured and understood. Riley et al. (2022) looked
at how often palliative care is offered to people with a complex
mental illness. Similarly, den Boer et al. (2019) conducted a sys-
tematic review of palliative care tools and interventions for peo-
ple with severe mental illness, highlighting the lack of tailored
approaches and the need for better integration of mental and
physical health care. Unlike previous systematic reviews above,
the aim of this current systematic review is to understand how
palliative care is delivered in mental health nursing. The review
aims to synthesise existing research relating to palliative care
that is taking place within mental health settings and does not
restrict findings to dementia or other serious mental illnesses
unlike previous systematic reviews. For clarity, in this review
the terms ‘advance directives’ and ‘advance decisions’ refers
specifically to directives and decisions relating to palliative and
end-of-life care. These terms can in other cases refer to decisions
about mental health treatment and care. The research question
is: how is palliative care delivered in mental health nursing?

2 | Methodology

This study has chosen a systematic review method because
systematic review provides a rigorous and transparent way
to synthesise all relevant evidence and minimise bias (Egger
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TABLE1 | The eligibility criteria for the studies considered.

Inclusion Exclusion
Study design and « Primary research studies. « Articles that report no primary data.
characteristics « Peer reviewed journal articles. + Secondary research, e. g. reviews.

Population/Participants  « Studies that focus on psychiatric or mental health

wards/units/facilities/hospitals.

Outcome

wards/units/facilities/hospitals.

« Qualitative studies that examined palliative care in
psychiatric or mental health nursing.

Quantitative studies that examined palliative care in
psychiatric or mental health nursing.

Studies that focus on palliative care in psychiatric or
mental health wards/units/facilities/hospitals.

Studies published in English language.
Studies published from 2014-date

Patients may be of any age, gender, race or sexuality.

Studies that examined palliative care on psychiatric

Studies published in non-English
language.
Studies published prior to 2014.

Studies that focus on psychiatric
patients that are not on the wards.
Studies that focus on non-psychiatric
wards.

Studies that do not consider palliative
care on psychiatric wards.
Qualitative studies that do not
examine palliative care in psychiatric
or mental health nursing.
Quantitative studies that do not
examine palliative care in psychiatric
or mental health nursing.

Studies that considered other issues
other than palliative care which is not
presented separately.

et al. 2022). This systematic review explores palliative care
in inpatient settings within a mental health nursing context,
drawing on peer-reviewed qualitative, quantitative, and mixed-
methods primary studies. It adheres to the PRISMA (Preferred
Reporting Items for Systematic Reviews and Meta-Analyses)
guidelines (Page et al. 2021) and was registered with PROSPERO
(CRD42024567243).

2.1 | Search Strategy

Acomprehensiveliterature search wasconducted using CINAHL
Complete, MEDLINE Complete, PsycINFO, APA PsycArticles,
Psychology & Behavioural Sciences Collection. The search on
the academic databases was supplemented with additional hand
searches. All searches were conducted by two reviewers and
were completed in August 2024. Search strategy used Boolean
operators using the following search terms: Palliative OR
‘Palliative care’ OR ‘End-of-life care’ OR ‘End-of-life-care’ OR
‘hospice care’ OR Dying OR death OR ‘terminal care’ OR ‘termi-
nal treatment* OR ‘terminally ill’ AND ‘Psychiatr* nursing’ OR
‘mental health nursing’ OR Psychiatr* OR ‘mental health® AND
Ward* OR hospital* OR unit* OR facilit*.

2.2 | Study Selection

The search was limited to peer-reviewed journal articles pub-
lished in English from 2014 until 2024. A 10 year timeframe was
applied from 2014 to 2024 to capture contemporary develop-
ments and exclude outdated models of care. An updated search
covering 2024-2025 was completed in early September 2025
using the same databases, search terms and eligibility criteria
but this yielded no additional eligible studies. Included studies
focused on patients with a diagnosed mental health condition

who were receiving treatment in inpatient settings and receiving
palliative care during their admission. To be eligible for inclu-
sion, study design must use qualitative, quantitative or mixed
methods to examine the experience of patients receiving palli-
ative care on mental health wards/settings (Table 1). A total of
nine studies met the criteria and were selected for this review
(Figure 1). Two reviewers conducted independent searches
using the above databases and applied the eligibility criteria for
possible inclusion of studies. Once the results were compared, a
total number of 61,782 studies were identified for further screen-
ing. One reviewer conducted the initial screening including title
review, and the second reviewer independently checked the
identified studies. A total number of 23 studies were identified
for full text review.

2.3 | Quality Assessment

The quality of the selected studies was assessed using the Mixed
Methods Appraisal Tool (MMAT) tool (Table 2) for qualitative
and quantitative research (Hong et al. 2018). This model was
chosen because the MMAT is widely known for its content
validity, and it has been applied successfully across diverse
methodologies, including quantitative, qualitative, and mixed-
methods studies (Hutson and He 2024). All studies had clearly
defined research questions and used appropriate data collection
methods to address these questions (Table 2). The quantitative
studies demonstrated good design features such as represen-
tative samples, suitable outcome measures, and consideration
of confounding factors, indicating reliable internal validity
(Table 2). Key appraisal criteria were also met by the qualita-
tive studies as they used appropriate methodologies to examine
complex psychosocial phenomena, showed consistency between
data sources and interpretation and provided clear data refer-
ences to support findings (Table 2). There were no significant
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FIGURE1 | PRISMA flow diagram.

methodological errors found, indicating that the results are
reliable and relevant to palliative care for people with mental
health needs (Table 2). Two reviewers independently completed
full text review on the identified studies and after comparing re-
sults, a total number of nine studies were identified and agreed
as the selected studies for the review. The characteristics of all
included studies were extracted (Table 3).

2.4 | Data Synthesis

The findings from all included studies were extracted and com-
piled in a Word document and analysed using thematic analysis,
following Braun and Clarke's (2006) model of thematic analy-
sis. Thematic analysis has been chosen for this review because,
while commonly applied to qualitative data, it can also be used
to organise and interpret findings from quantitative studies,
particularly when the aim is to draw out overarching themes
rather than compare statistical outcomes (Kogen 2024; Braun
and Clarke 2021). A quantitative meta-analysis was not feasible
due to the heterogeneity of study designs, populations, and out-
come measures across the included studies. Instead, a thematic
synthesis approach was used to integrate findings and identify
key patterns relevant to palliative care delivery in mental health
settings. Two reviewers independently conducted initial coding
of the data. Their coding was then compared, and another in-
dependent reviewer carried out checks and descriptive coding.
Descriptive codes were then checked independently by the three
reviewers. Initial codes were grouped into descriptive codes,

) 4
- Studies identified from five databases Studies removed following
o APA Psychinfo (n = 27,676) review of eligibility criteria:
= MEDLINE (n = 25,178) peer reviewed journal articles,
o Psychology and Behavioural Sciences 2014-date, English language,
b= Collection (n = 4,832) inpatient settings
c CINAHL Plus with Full Text (n = 3,587) n = 60,498
5 (n = 60,498)
3 APA PsycArticles (n = 509) \_ Y,
. Total (n = 61,782) P
l Duplicates removed (n =17)
— ~ Studies did not meet
Studies screened inclusio_n / exclusion criteria at
(n =1,338) title level (n = 1,239)
\ J
( * B (. . .
Studies identified after title review > Study design did not meet
g’ (n=82) inclusion / exclusion criteria
= \_ J L(n =58) )
3 v
g s A ( .
] Studies identified after abstract review Studies did not clearly
(n = 24) P discuss palliative care in
. * J kmental health settings (n =17) )
( h - s . )
Studies identified after full text review Additional studies identified
n=7) from hand search (n = 2)
— l _J J
)\ N
'g Studies included in review
T (h=9)
3 Q J
o
=
\—/

which were further refined into emerging themes. Recurring
and common themes across studies were identified and analysed
to determine the key overarching themes. All four reviewers
participated in the process of thematic analysis. One reviewer
conducted the initial identification of the major themes, and
these were independently checked by the other three reviewers.
Any disagreements and discrepancies were resolved through
comparison of their initial coding and additional discussions.

3 | Results

Thematic analysis identifies three major themes: access to palli-
ative care, advance decisions, and treatment and care in pallia-
tive care settings. Treatment and care in palliative care settings
has three subthemes (palliative care settings, palliative care pro-
fessionals, and palliative care/medical interventions).

3.1 | Access to Palliative Care

Seven out of nine studies (Butler and O'Brien 2018; Ding
et al. 2020; Waterman et al. 2016; Wilkins et al. 2019;
Epstein-Lubow et al. 2015; Ankuda et al. 2017; Terpstra and
Williamson 2019) discussed issues around access to palliative
care which include access to palliative care services, refer-
ral, and admission to palliative care settings. When compared
to the general population, access to palliative care for people
with mental illness is very low (Butler and O'Brien 2018; Ding

4
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et al. 2020). For example, the rate of access to palliative care is
0.5% for the complex mental illness population in New Zealand
while the rate of access for the general population is 1.72%
(Butler and O'Brien 2018). Similarly, those with complex mental
illness are 3.5 times less likely to access specialist palliative care
in New Zealand (Butler and O'Brien 2018). In Canada, people
with schizophrenia are 2-3 times less likely to access specialist
inpatient palliative care (Butler and O'Brien 2018).

Access to inpatient palliative services need to be prioritised
for people with dementia while equitable access should be em-
phasised for palliative care (Ding et al. 2020). For people with
complex mental illness stigma, poor awareness, high level of
deprivation and health professionals’ perspectives of mental
illness are common barriers preventing access to specialist pal-
liative care (Butler and O'Brien 2018). As people are living lon-
ger with dementia, it will become more important for a wider
range of services to cater for palliative care needs of dementia
patients as these will come with a heightened financial cost due
to complexity of care (Waterman et al. 2016). The increase in
people dying with dementia and complexity in co-morbidities
impacts numbers of people with dementia accessing specialist
palliative care (Ding et al. 2020). Similarly, complexities relating
to dementia act as a barrier to accessing hospice care (Waterman
et al. 2016); however, more research into hospice eligibility for
dementia patients is required (Wilkins et al. 2019).

There is a low rate (7%-9%) of referral to hospice (Wilkins
et al. 2019; Epstein-Lubow et al. 2015). On the other hand,
there was a significant rise in hospice referrals between 2000
and 2010 with advanced dementia in New Hampshire USA and
there is evidence that speciality: generalist or specialist impacts
referrals (Ankuda et al. 2017). Reasons for higher rates of de-
mentia referrals to hospice care include: speciality, high number
of patients, improved prognostication, reduced fears of patients
feeling abandoned and financial incentives to reduce admis-
sions and inpatient deaths (Ankuda et al. 2017). On the other
hand, lack of referrals are caused by lack of appropriate services,
misconceptions of palliative care, difference in prognostication
and referral being seen as disruption (Ankuda et al. 2017).

When an individual with advanced dementia is admitted into an
inpatient psychiatric care, it is important to explore if the person
may be near end-of-life care (Epstein-Lubow et al. 2015). Suitable
methods should be used to evaluate an individual with advanced
dementia for their eligibility for hospice while family caregivers
should be assured in discussions for hospice (Epstein-Lubow
et al. 2015). Patients with Borderline Personality Disorder (BPD)
with complex mental illness have challenges for admission to in-
patient palliative care settings (Terpstra and Williamson 2019).

3.2 | Advance Decision Making

Three out of nine studies (Butler and O'Brien 2018; Hendriks
et al. 2017; Waterman et al. 2016) discussed issues around ad-
vance decisions in palliative care which include advance deci-
sion making, advance directives, capacity and competence, and
best interest decisions. Specialist planning for palliative care
should take place as soon as dementia is diagnosed; however, a
major barrier to advance decisions is that dementia may not be

identified early (Waterman et al. 2016). This is more important
because most nursing home staff and families do not consider
dementia a terminal illness and this necessitates vital education
about dementia (Waterman et al. 2016). The importance of early
advance decisions being made while a person still has capacity
has been emphasised (Waterman et al. 2016). A complex mental
illness population needs to have better access to advance care
planning, and this will allow professionals to negotiate future
care (Butler and O'Brien 2018).

In Europe, most patients do not have written advance directives
at the point of admission to long term care facilities while a very
small number of nursing home residents with dementia have an
agreed advance directive (Hendriks et al. 2017). Compared to
Europe, in the USA, written advance directives are popular as a
greater level of directives is reported in older people on the day
of death (Hendriks et al. 2017). The numbers of advance direc-
tives are possibly influenced by culture and type of organisa-
tional models (Hendriks et al. 2017).

Patients with reduced advanced dementia, had decision-making
competence of a greater level than those with advanced demen-
tia in the last week of life (Hendriks et al. 2017). Generally, an
advance directive includes a lot of decisions including but not
limited to treatment, medications, resuscitation, artificial nu-
trition and hydration and where to die (Hendriks et al. 2017;
Waterman et al. 2016). A minority of patients had a level of
competence for decision making regarding medical interven-
tion during admission, but this reduced by over half in the final
week of life (Hendriks et al. 2017). When patients no longer have
capacity or competence in decision-making, most discussions
regarding end-of-life treatment decisions normally take place
with proxy decision makers (Hendriks et al. 2017). In this case,
family will play an active role in best interest decision making
alongside (MDT) multidisciplinary team (Waterman et al. 2016;
Hendriks et al. 2017).

3.3 | Treatment and Care in Palliative Care

Eight out of nine studies (Butler and O'Brien 2018; Ding
et al. 2020; Waterman et al. 2016; Wilkins et al. 2019; Epstein-
Lubow et al. 2015; Terpstra and Williamson 2019; Honinx
et al. 2021; Hendriks et al. 2017) discussed issues around access
to treatment and care in palliative care under three subthemes:
palliative care settings, palliative care professionals and pallia-
tive care interventions.

3.3.1 | Palliative Care Settings

Nursing home patients with advanced dementia are a vulnerable
population (Epstein-Lubow et al. 2015). Similarly, patients ad-
mitted into impatient palliative care services with dementia have
prolonged functional decline, substantial functional impair-
ment, increased impairment and disability (Ding et al. 2020).
These patients require greater support with activities of daily
living compared to patients diagnosed with cancer, organ failure
or other conditions (Ding et al. 2020). This suggests that patients
with dementia being older, are most likely to be admitted to im-
patient services at a deteriorating or terminal phase including
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lower performance levels and shorter admission prior to death
(Ding et al. 2020).

People with advanced dementia accessing palliative care ser-
vices requires treatment in a familiar setting, for reducing risk
of biopsychological distress because of changes in everyday rou-
tine (Ding et al. 2020). Similarly care amongst people with de-
mentia requires assurance of appropriateness of setting where
palliative management is best provided (Ding et al. 2020) while
continuity of care is vital for optimal palliative care (Waterman
et al. 2016). Epstein-Lobow et al. (2015) reported that there was
a transition to at least one new treatment environment in the last
year of life for most individuals studied (Epstein-Lobow et al.
2015). However inpatient transfers can escalate risk of compli-
cations and can lead to reduced quality of life, and increased
mortality risk (Ding et al. 2020). A risk assessment is required
to ensure advantages of inpatient care are balanced against an
unknown environment (Ding et al. 2020). Inpatient setting can
include support and resources such as spiritual support from
chaplaincy which are not always available in other clinical set-
tings (Epstein-Lubow et al. 2015; Waterman et al. 2016).

Palliative care can be provided in a mental health setting, where
patients are familiar with, have the freedom to move around
the ward, have continuity of care and where their psychosocial
needs can be addressed (Waterman et al. 2016). Deficits in staff
competency can be filled by liaising with palliative teams while
team members may benefit from specific end-of-life guidance
and training. (Waterman et al. 2016). Hence it is important for
mental health trusts to formulate end-of-life care policies for in-
patient settings and these policies should be informed by care
homes/palliative care centres (Waterman et al. 2016).

3.3.2 | Palliative Care Professionals

The experience of palliative care staff to recognise signs of end-
of-life is useful to communicate this to family, plan and update
MDT-based comprehensive care plans (Waterman et al. 2016).
Hospice care for people with dementia can be challenging due
to uncertainty of prognosis and difficulty in prognosis which
lead to a wider range of hospice admission lengths (Wilkins
et al. 2019). Consequently, prognostic estimates can be less help-
ful when determining hospice eligibility (Wilkins et al. 2019).
Having a greater appreciation of acute psychiatric symptoms
over the span of advancing dementia will assist in efforts for
improving the quality of palliative care for persons with severe
cognitive impairment (Epstein-Lubow et al. 2015). Healthcare
professionals need support to monitor impacts of the symptoms
of residents with dementia to allow seamless intervention for
symptom management (Ding et al. 2020). Dementia patients
that exhibit behavioural symptoms may be in a more rapid de-
cline (Wilkins et al. 2019).

Whilst most inpatient clinicians have skills in meeting the
holistic needs of patients, they have limitations in managing
borderline personality disorder (BPD) symptoms, and disagree-
ments amongst clinicians may lead to inadequate care (Terpstra
and Williamson 2019). Using palliative psychology, effective
team working, having a written care plan, and adopting stan-
dard treatment options for care settings to manage differing

approaches with individuals with BPD are useful recommenda-
tions (Terpstra and Williamson 2019). With an increasing older
population with advanced dementia, the need for specialist pal-
liative care clinicians with appropriate skill mixes is essential,
but limitations on the workforce for specialist palliative care are
a challenge globally (Ding et al. 2020). Collaboration between
professionals is important to improve palliative care for people
with complex mental illness, as health professionals can have a
positive effect and influence (Butler and O'Brien 2018).

3.3.3 | Palliative Care Interventions

There are lower levels of symptom distress and functional ability
for people with dementia in comparison with the other condi-
tions (Ding et al. 2020). It has been noted that nurses frequently
underrate symptoms of dementia in comparison with patient
rating (palliative care screening) and this may have led to un-
derestimating symptom distress (Ding et al. 2020). The system
for palliative care screening does not differentiate people being
admitted with a diagnosis of dementia from those with co-
morbidities and other conditions (Ding et al. 2020).

Some patients on palliative admissions sometimes have pri-
mary diagnoses with a range of physical illnesses including but
not limited to cardio-vascular disease (CVD), stroke, cancer or
motor neurone disease (Ding et al. 2020). It has been noted that
poor training causes mental health professionals to be reluctant
to access physical health care needs for patients with complex
mental illness populations (Butler and O'Brien 2018). Also, sep-
aration of physical and mental health services creates barriers
(Butler and O'Brien 2018). Breathing problems are more com-
mon than other symptoms (Ding et al. 2020) while critical care
interventions such as the use of artificial ventilation vary from
one country to another (Honinx et al. 2021). Other patients have
feeding problems with food and fluid intakes that are insuffi-
cient to sustain life (Wilkins et al. 2019). For some patients with
weight loss issues, appetite-stimulating medications are nor-
mally prescribed (Wilkins et al. 2019). Other patients are treated
with rehydration therapy due to conditions such as dehydration
and pneumonia (Hendriks et al. 2017).

Artificial Nutrition and/or hydration such as tube feeding is con-
sidered a form of treatment for reasons due to vomiting because
of cerebrovascular accident, impact of sepsis or due to minimal
conscious state (Hendriks et al. 2017; Honinx et al. 2021). The
decision for artificial Nutrition and/or hydration should be con-
sidered during advance care planning (Waterman et al. 2016).
It is common practice not to start with artificial nutrition and
hydration in patients with dementia within the nursing home
setting due to physicians accepting reduction in foods and fluid
intake as part of the dying process (Hendriks et al. 2017). Other
treatment options include blood transfusion, chemotherapy, ra-
diotherapy, dialysis and surgery (Honinx et al. 2021). The use
of clinical/medical interventions in the last week of life is rare
and there is no use of chemotherapy or radiotherapy in the final
week of life across different countries (Honinx et al. 2021).

Regarding pharmacological intervention, antibiotics are com-
monly prescribed treatment for pneumonia, urinary-tract infec-
tions, skin infections and other conditions in the final week of
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life (Hendriks et al. 2017; Honinx et al. 2021). Decisions on treat-
ment do not vary between patients with advanced and reduced
dementia; however, patients with less advanced dementia are
prescribed antibiotics more frequently than those with advanced
dementia (Hendriks et al. 2017). It remains unclear if antibiotics
enhance comfort, but their likely benefits need to be weighed
against the risk of possible adverse effects including prolonging
the dying process and resistance to antibiotics (Hendriks et al.
2017). Other medications used with varying degrees across
different countries are antidiabetics, oral anti-coagulants and
statins (Honinx et al. 2021). The use of potentially inappropriate
treatment in the last week of life with varying degrees across
countries has been reported (Honinx et al. 2021).

Although care for people with complex mental illness is laid
with complexity while dying, conversations around palliative
care need to be as part of a therapeutic relationship (Butler and
O'Brien 2018). Whenever life-prolonging medical intervention
is considered, quality of life should also form an important part
of the decision process for end-of-life care (Hendriks et al. 2017).
Where treatment was withdrawn, the type of treatments often
withdrawn included all oral medication, antibiotics, and other
drugs including hydration or tube feeding (Hendriks et al. 2017).
Health professionals frequently face ethical dilemmas regarding
commencing and ending treatment, especially when this does
not add to the quality of life (Hendriks et al. 2017). Common
causes of death are severe cardiovascular disease and cancer,
while mean age at death is between 81 in Poland and 87 in
Belgium and England (Honinx et al. 2021). The route to dying
varies and includes euthanasia, withdrawal of treatment, lack of
resuscitation, and natural causes (Hendriks et al. 2017).

4 | Discussion

This is the first systematic review to specifically examine the
provision of palliative care within mental health settings.
Findings from this review highlight several factors that influ-
ence the experience of patients receiving palliative care in men-
tal health inpatient settings. These include access to palliative
care, advance decision making, and the treatment and care that
patients receive when they are in mental health inpatient hos-
pitals or settings (e.g., Butler and O'Brien 2018; Hendriks et al.
2017; Waterman et al. 2016; Wilkins et al. 2019; Ding et al. 2020).

Patients with a complex mental illness have poor access to palli-
ative care when compared to the general population (Butler and
O'Brien 2018; Ding et al. 2020). The wider literature also high-
lights this finding, attributing diagnostic overshadowing (Irwin
et al. 2014; Hallyburton 2022) and the stigma associated with
complex mental illness (Gerhart et al. 2023) as major causes
(Wilson et al. 2020). Patients with a diagnosis of BPD present
additional challenges for palliative care settings (Terpstra and
Williamson 2019). Feely et al. (2013) suggest that patients with
a personality disorder can feel exaggerated degrees of suffering
at the end of life, and that teams often lack the skills to sup-
port them. This lack of access to palliative care also extends
to a lower rate of hospice referrals for patients with dementia
already receiving mental health support (Wilkins et al. 2019;
Epstein-Lubow et al. 2015), in part due to the heightened cost
of care (Waterman et al. 2016) and the experience of the doctor

assessing the patient (Ankuda et al. 2017). In a study of hospice
interventions for patients with dementia, Lassell et al. (2022)
recognise significant inequalities in accessing hospice settings
compared to the general population. Healthcare profession-
als often lack dementia-specific training, which acts as a bar-
rier to admission to certain clinical settings (Erel et al. 2017;
Rasmussen et al. 2023). These findings echo previous research
highlighting staff-reported barriers to providing palliative care
for people with severe mental illness, including limited training
and organisational constraints (Jerwood et al. 2018). In addition,
Jerwood et al. (2021) highlight the perspectives of patients and
carers themselves, reporting that people with severe mental ill-
ness often experience fragmented communication, uncertainty
about care pathways, and a sense of professionals ‘stepping back’
at the end of life. Their findings reinforce the need for proactive,
relational approaches to palliative care within mental health
services and support the themes identified in this review.

Most mental health patients in Europe do not have advance di-
rectives or advance decisions in place but this is less common
in the USA potentially due to the difference in healthcare sys-
tems (Hendriks et al. 2017). Conversation around palliative care
for people with a complex mental illness needs to be part of a
therapeutic relationship, including discussions around quality
of life and advance decision making (Butler and O'Brien 2018;
Hendriks et al. 2017). In the UK this has led to a suggested re-
form of mental health legislation with a greater focus on advance
decision making (Owen et al. 2019), though this is yet to come
into force. Poor detection of dementia can be a barrier to putting
an advance decision in place while patients still have the capac-
ity to do so (Waterman et al. 2016), although patients with psy-
chosis and mood disorders tend to have better access to advance
decision making and consequently have better outcomes (Butler
and O'Brien 2018). Treatment that includes artificial nutrition,
medication, and hydration should be considered during advance
decision making, which can be problematic for patients with
advanced dementia (Hendriks et al. 2017; Honinx et al. 2021;
Waterman et al. 2016). Kinch et al. (2024) suggest that the use
of advance directives is limited in dementia patients, with pa-
tients often having little input into the planning. van Keijzer-
Laarhoven et al. (2020) add that healthcare staff engaging with
advance care planning for dementia patients often face complex
ethical problems that delay decision making.

People with dementia accessing palliative care require famil-
iarity and continuity, often resulting in clinicians weighing
up the value of a move to a palliative setting (Ding et al. 2020;
Waterman et al. 2016), consequently mental health settings
should be equipped to provide palliative care (Waterman
et al. 2016). Patients with advanced dementia are a vulnerable
group that require a high level of complex support (Epstein-
Lubow et al. 2015; Ding et al. 2020). Ryman et al. (2019) state
that relocation for patients with dementia can have significant
negative effects on their physical and psychological health.
There is a likelihood that key information about a dementia pa-
tient and their care can be lost during a transition which can
negatively impact continuity of care (Ashbourne et al. 2021). It
has been suggested that dementia specific environments are tai-
lored to the complex needs associated with the illness, making
them the most effective places to address the psychological well-
being of these patients (Quirke et al. 2023; Fleming et al. 2015).
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Palliative care staff have an important role in communicating
end-of-life planning to a patient's family (Waterman et al. 2016).
Research has found that such support meetings do not have a
significant impact on family anxiety and depression (Nowels
et al. 2023; Carson et al. 2016); however, families can play a key
role in planning and advance decision making for their loved
ones (Kinch et al. 2024). Palliative care staff must have an ap-
preciation of acute psychiatric conditions to improve the quality
of palliative care (Epstein-Lubow et al. 2015; Ding et al. 2020;
Wilkins et al. 2019). Patients with BPD may receive inadequate
end-of-life care due to clinicians not having the skills to manage
their needs (Terpstra and Williamson 2019). This can prove dif-
ficult when care is provided by nurses who are not specifically
trained in mental health, as nurses from other fields may have
gaps in their mental health knowledge (McInnes et al. 2022;
Ryan et al. 2021). An increasingly older population will have
more people experiencing advanced dementia, so the need for
more specialist palliative care is vital (Ding et al. 2020; Butler
and O'Brien 2018). According to the World Health Organisation
(WHO) (2021), global demand for palliative care is currently
about 57 million, but this is set to double to nearly 114 million
by 2060. However, current levels of knowledge around pallia-
tive care are low within the field of mental health nursing (Liu
et al. 2025; Coffey et al. 2022), highlighting the urgent need for
well-trained palliative care professionals.

It is more difficult to assess the distress caused by physical
health problems in patients with dementia due to the nature
of their presentation (Ding et al. 2020). Diagnostic overshad-
owing is a problem faced by many people with a mental illness
(Liberati et al. 2025), but this problem is complicated further by
issues surrounding communication and capacity relating to ad-
vanced dementia (Bunk et al. 2021; Achterberg et al. 2019). Staff-
reported barriers are well documented, with multiple reviews
describing inadequate training, poor integration of physical and
mental health care, and uncertainty about managing complex
comorbidities (Coffey et al. 2022; Edwards et al. 2021; Jabbie
et al. 2024; McInnes et al. 2022). There is a recognition that some
mental health nurses lack physical health knowledge and prac-
tical skills (Jabbie et al. 2024; Dorey et al. 2023). Knippenberg
et al. (2023) found that people with severe mental illness often
felt their physical symptoms were overlooked, and they expe-
rienced uncertainty and anxiety about how their mental and
physical health needs would be balanced during palliative care.

Common physical health symptoms encountered during pal-
liative care for those with a mental illness include breathing
difficulties requiring treatments such as ventilation (Ding
et al. 2020; Honinx et al. 2021), and difficulties taking in food
and fluids requiring the use of artificial feeding/hydration
(Wilkins et al. 2019; Hendriks et al. 2017). Breathing difficulties
are common in people experiencing palliative care and require
a holistic approach that includes treating a person's emotional
state (Crombeen and Lilly 2020), as anxiety can further exacer-
bate breathlessness. Palliative interventions for breathlessness
improve a patient's quality of life (Santos and Reis-Pina 2023).
This may be more important for patients who are already ex-
periencing anxiety as part of their mental health presentation.
Artificial feeding and hydration can improve quality of life by
alleviating thirst and can prevent opioid toxicity; however, it
can also worsen nausea symptoms and put patients at risk of

aspiration (Carter 2020). Despite recognising its improvement
to quality of life, many clinicians oppose the use of artificial nu-
trition viewing it as an aggressive treatment for palliative care
(Pala et al. 2025).

5 | Strengths and Limitations

This is the first systematic review to focus specifically on the
delivery of palliative care within mental health nursing settings,
addressing a major gap in the literature. The review follows
a rigorous methodology, including PROSPERO registration,
adherence to PRISMA guidelines (Page et al. 2021), and qual-
ity appraisal using the Mixed Methods Appraisal Tool (Hong
et al. 2018) to ensure transparency and reliability. Findings pro-
vide critical insights into barriers and enablers of palliative care
in mental health contexts, offering evidence to guide clinical
practice, inform workforce training, and shape service develop-
ment to improve outcomes for this highly vulnerable population.
This review has several limitations that should be considered
when interpreting the findings. Only nine studies met the inclu-
sion criteria, which does not necessarily limit the discussion but
does represent a lack of studies in this topic. A great number of
studies may have allowed for greater generalisability. Most stud-
ies were conducted in high-income countries, which may limit
applicability to low- and middle-income settings where mental
health and palliative care resources differ significantly. Finally,
there is a risk of publication bias, as unpublished studies and
grey literature were not included; however, we have limited in-
cluded studies to peer-reviewed studies to ensure high level of
rigour and quality is maintained.

6 | Conclusion

This is the first systematic review to specifically examine the
provision of palliative care within mental health settings.
Drawing on peer-reviewed qualitative, quantitative and mixed-
methods primary studies identified from relevant academic
databases and adhering to the PRISMA guidelines, the study
examines the provision of palliative care within mental health
settings and explores the factors that influence the experience
of patients receiving palliative care in mental health inpatient
settings. Thematic analysis identifies three major themes: access
to palliative care, advance decisions and treatment, and care in
palliative care settings while treatment and care in palliative
care settings has three subthemes (palliative care settings, palli-
ative care professionals and palliative care interventions). When
compared to the general population, access to palliative care for
people with mental illness is very low. Specialist planning for
palliative care should take place as soon as any complex mental
illness such as dementia is diagnosed. In Europe, most patients
do not have written advance directives at the point of admission
to long-term care facilities. The use of clinical/medical interven-
tions in the last week of life is rare and there is no use of chemo-
therapy or radiotherapy in the final week of life across different
countries. People with dementia accessing palliative care re-
quire familiarity and continuity; hence, mental health settings
should be equipped to provide palliative care. Care for people
with complex mental illness is generally complex while dying;
however, conversations around palliative care need to be as part
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of a therapeutic relationship. Similarly, palliative care staff have
an important role in communicating end-of-life planning to pa-
tients' families, relatives and caregivers.

7 | Relevance to Mental Health Nursing

People with complex mental illnesses experience significant
barriers to accessing palliative care, leading to poorer outcomes
at the end of life and higher rates of chronic illness. Mental
health nurses play a crucial role in coordinating and delivering
care in these settings, yet little is known about best practices for
integrating palliative care within mental health services. This
systematic review synthesises evidence on access, decision-
making, and care delivery, highlighting gaps in training, policy,
and practice. Findings can inform service development, guide
nurse education and support mental health nurses to provide
compassionate, person-centred end-of-life care.
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