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ABSTRACT  
Palliative care is an integrated model of health that strives to enhance quality of life for those with serious 
illnesses by meeting their physical, emotional, spiritual, and social needs. Public misconceptions, fragmented 
spiritual integration, and inconsistent communication practices, despite increased recognition of its benefits, 
continue to limit its potential. This integrative review synthesizes recent literature on three foundational pillars 
of palliative care perceptions of the public, spiritual stories, and communication models to examine how societal 
aversion to mortality, religious misunderstanding, and poor education contribute to disparities in care and 
delayed engagement. The analysis emphasizes the need for culturally responsive public education, the 
routinization of spirituality as a clinical priority, and extension of integrated communication models such as 
COMFORT and VitalTalk. Future emerging countermeasures of technology and interdisciplinary 
collaborations are promising but need to be carried out in an ethical, inclusive manner. The evidence supports 
a cultural reframing of palliative care as an active, patient-focused intervention that promotes affirmation of 
life, dignity, and human connection in the course of illness.  

KEYWORDS: Public Perception, Communication Models, Cultural Competency, Holistic Health, End-of-Life, 
Essence
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1. INTRODUCTION  

Palliative care introduces a fundamental 
transformation in contemporary healthcare which 
delivers quality life improvement for patients with 
serious illnesses together with their families (World 
Health Organization [WHO], 2020). It operates from 
a Holistic perspective that addresses physical, 
psycho- emotional, socio-familiar, and spiritual 
patient and family suffering [1]. Palliative care proves 
indispensable for delivering complete healthcare 
although multiple important obstacles block its 
widespread adoption and public comprehension [2]. 
The review merges contemporary literature to study 
three fundamental palliative care components 
through public perception research and spiritual 
narrative analysis and communication paradigm 
evaluation. 

The public understands palliative care poorly, 
health and social care providers have been working 
on a “nothing more can be medically done for you, 
we will refer you to PC” mantra. Consequently, 
people fail to grasp their main goals and when it 
should start [3]. Linking palliative care solely to end-
of-life treatment creates problems regarding timely 
referrals to early intervention services [4]. Society's 
discomfort to talk about serious illness and death 
interacts with healthcare system structures to create 
these misunderstandings [5]. Professional 
terminology used to explain palliative care 
contributes to the confusion because it creates more 
obstacles than it does understanding [6]. 

Holistic care requires complete attention to the 
spiritual dimension according to Puchalski et al. [7]. 
The definition of spirituality expands beyond 
religious affiliations because it includes essential 
meaning and purpose questions, and human 

connection [8]. Healthcare providers face challenges 
when implementing spiritual care in their clinical 
practice because of their internal insecurities together 
with institutional barriers [9]. Research shows 
spiritual distress affects patient well-being, yet this 
problem continues to exist even though its 
significance is increasingly acknowledged [10]. 

The cornerstone of successful PC practice is 
communication. However, its implementation proves 
to be one of the most difficult aspects [11]. The 
practice of PC communication demands healthcare 
providers to understand patients' emotional needs 
and cultural differences and their preferred way of 
receiving information [12]. Clinical implementation 
of communication frameworks such as the 
COMFORT model remains inconsistent according to 
Wittenberg et al. when guiding challenging 
conversations in practice [13]. Different communities 
face special communication challenges because they 
have varying beliefs about medical choices and death 
and illness perceptions [14]. 

This analysis supports rethinking palliative care 
into both specialized clinical services and care 
practices, which preserve patient dignity and fulfill 
their meaningful needs across their illness journey 
[15]. The approach demands surpassing pure 
technical interventions because it requires addressing 
essential human experiences of vulnerability and 
connection, and mortality, which form the core 
purpose of palliative care. Our review aims to 
evaluate public comprehension through 
interdisciplinary investigations combining stories 
with spiritual content and research models to 
establish required study areas. Real patient-centered 
palliative care commands multidimensional 
attention, assistance, treatments and care, centered in 
the well-informed patient. 

 
Figure 1: Multidimensional Model of Patient-Centered Palliative Care 
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2. LITERATURE SEARCH STRATEGY AND 
DATA COLLECTION 

A narrative synthesis approach was used in this 
integrative study to look at the ways public 
perception, spiritual narratives and communication 
paradigms are connected in palliative care. Literature 
was gathered from several electronic databases such 
as PubMed, Scopus, CINAHL, PsycINFO and Google 
Scholar. Keywords and Boolean combinations used 
in the search included: “palliative care”, “public 
awareness”, “spiritual care”, “communication in 
palliative settings”, “integrative review”, “existential 
care”, “cultural competency”, and “COMFORT model”. 
To maintain relevance, the search only looked at peer-
reviewed articles published in English during the 
years 2015 to 2024. 

2.1. Inclusion and Exclusion Criteria 

This review was narrowed down by the inclusion 
criteria that incorporated studies published in the 
English language between 2015 and 2024. This 
included only those articles that focused directly on 
palliative care, spiritual practices, communication 
models, and how the population views palliative care 
and were peer-reviewed. In particular, the articles 
examining any of the three central themes, including 
the public attitude towards palliative care, spiritual 
stories in palliative care, and communication models 
applied in palliative care, were selected. A 
combination of both qualitative and quantitative 
studies was included to give a thematic synthesis. 
The review also included those studies which 
concentrated on adult populations, regardless of 
whether the illness was cancer-related or not as long 
as palliative care services were delivered.  

Figure
Only research relevant to the healthcare 

professionals, patients, and caregivers was included, 
and the findings could be used to enlarge the general 

knowledge base about palliative care with regarding 
a variety of perspectives.  

The exclusion criteria removed those studies that 
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were not published in the English language, 
conference abstracts, case studies, and unpublished 
dissertations/reports. Moreover, articles focusing 
either on palliative care in pediatric population or on 
non-malignant pathologies, including chronic non-
cancer illness (unless explicitly about palliative care), 
were not included. The studies with purely 
theoretical models and lack of empirical data as well 
as patient/caregiver’s opinions were also excluded 
since such articles did not add any value to the 
practical knowledge of palliative care. Studies that 
were specific to a single disease/setting, and 
irrelevant to palliative care in general (e.g., studies of 
cancer-specific care, but not applicable to palliative 
care in general) were excluded. Finally, articles which 
either failed to present clear methodological 
strategies or whose methodologies were not peer-
reviewed and scientifically rigorous were not 
included in the review as it would affect the quality 
and validity of the studies included. 

2.2. Intervention or Observation  

To ascertain the thoroughness of the data collection 
process, the sources of articles of interest were 
manually retrieved and this enabled the retrieval of 
other studies, which might not have been brought in 
due to database searching and as well, it ensured that 
the most important studies were not compromised. 
The opinion of the experts was also important; 
palliative care professionals, communication 
specialists, and researchers of spiritual care were 
involved to give their recommendations on the 
further articles, theoretical frameworks, or practical 
experience that could benefit the review. Such 
professionals added important insights into the state 
of research and areas of recent interest in the 
palliative care domain, and thus ensured the review 
in question was well-rounded and applicable. 

3. PUBLIC PERCEPTIONS AND AWARENESS  

Public understanding of PC and PM continues to 
be limited despite increasing health system 
acceptance myths and simplistic stories prevail in 
public discourse. Misperceptions stem from basic 
knowledge deficiencies because they express a 
society-wide emotional and cultural resistance to 
death and long-term sickness and caring 
responsibilities. Such misconception about palliative 
care leads to its marginalization and generalized 
belief of its peculiarities in the healthcare system 
framework [16, 17]. The survey study reveals 29% of 
U.S. adults claim knowledge about palliative care yet 
12.6% correctly understand its meaning without 
misconceptions as most people link it to death and 

hospice care and treatment termination and 
surrender [17]. 

3.1. Common Misconceptions 

The perception that palliative care means death is 
one of the longest-lasting incorrect beliefs held by the 
public. PC continues to face the misconception that it 
functions exclusively as a final stage care option 
when in fact it serves as a full-fledged active 
healthcare practice that starts early during a life-
threatening illness [18]. Current conceptualization of 
palliative care as an end-of-life service results in three 
significant negative effects: delayed medical 
consultations, distorted expectations about treatment 
approaches and an unnecessary separation between 
therapeutic and comfort-oriented healthcare [19].  

Patients together with their families tend to avoid 
PC services because they see these services as 
indications of surrender. Public misunderstanding of 
the term "palliative" continues after people are 
exposed to its vague and off-putting nature [20]. The 
medical term “palliative” fails to mimic the natural 
feeling of “supportive care” or “integrated care” 
which produces difficulties for laypeople to 
understand its meaning. When medical professionals 
translate "palliative" to foreign populations they 
frequently introduce wrong meanings which make it 
harder for those speakers to accept this form of care 
[21]. 

3.2. Campaigns and Public Engagement: A 
Critical view 

Various public campaigns have targeted these 
stereotypes about PC but have had inconsistent 
success. Matthys et al evaluated PC promotional 
strategies throughout different nations to find that 
these efforts aimed for normalization yet displayed 
unchanged negative stereotypes because of their 
original goals [22]. Media materials featuring 
deathbeds along with candles and sunsets create 
subtle associations between PC and death instead of 
life or dignity or relational care [23, 24].  

The main audience of campaigns consists of elderly 
adults or patient caregivers specializing in advanced 
cancer cases while disregarding both younger people 
and those who do not suffer from cancer [25]. 
Through selective representation PC appears to serve 
only particularly known clinical scenarios. The 
research reveals that most campaign initiatives lack 
co-production since healthcare professionals mainly 
create messages without ongoing contributions from 
patient communities and their families and 
stakeholders [26]. 
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3.3. Gaps in Public Engagement 

Delivery of PC to the public encounters three 
significant communication challenges. 

1. Youth Engagement: The dialogue about PC 
includes minimal youth involvement at both the 
patient and care provider levels. The absence of 
young adults from palliative care discussion stems 
from both population statistics gaps and collective 
avoidance of fatal illness scenarios involving young 
populations [3, 27]. 

2. Non-Cancer Conditions: PC services benefit 
a broad selection of diseases from heart failure, 
COPD, neurodegenerative disorders and beyond yet 
public awareness only focus on cancer cases [28]. 
Local healthcare structures neglect patients who 
suffer from diseases other than cancer while 
continuing to maintain limiting obstacles in care 
delivery [29]. 

3. Cultural Variability: Public understanding 
of PC strongly depends on the cultural backgrounds 
and religious beliefs together with linguistic 
differences within communities [12]. Most 
population awareness initiatives follow European 
biomedical standards and display clinical images 
which fail to engage multicultural audiences. 
Healthcare needs fast implementation of plural 
methods which understand different cultural needs 
[30, 31]. 

3.4. Future Directions: Toward a Broader Public 
Imagination 

Society at large needs a transformation in 
understanding palliative care so new communication 
strategies are able to use complex approaches with 
creative elements and culturally specific adaptations 
[32]. Through social media people can use a strong 
platform which enables outreach combined with 
dialogue generation and grassroots advocacy 
building. Ethical use of TikTok and Instagram allows 
users to share personal stories and peer-to-peer 
content which reveals the true nature of palliative 
care in everyday settings [33, 34]. 

Personal stories intersected with artistic 
expressions along with literary and film elements 
display the patient and family experiences through 
narrative medicine practice [35]. Through 
storytelling, palliative care becomes easier to 
understand because stories demonstrate real human 
experiences which tackle complex concepts. The 
approach accepts multiple points of view 
simultaneously because PC represents a flexible, 
relational practice which adapts to various lives and 
different settings [36, 37]. 

A real transformation of palliative care 

understanding throughout society needs more than 
basic education initiatives because it demands 
fundamental social change [38]. Correcting 
misunderstandings alone is insufficient to achieve 
this change because society needs to develop new 
ways of thinking about care including its possibilities 
and recipients and its place along the life span.  

3.5. Supportive Care and Its Relationship to 
Palliative Care 

Supportive care means using medical and 
psychological treatments to reduce symptoms, side 
effects and stress from serious illness, often while 
other therapies are also used [39]. In most cases, it 
starts earlier in the disease, mainly in hospital 
settings, and is given in combination with strong 
treatments such as chemotherapy or radiation 
therapy [18]. There is a lot of confusion about exactly 
how supportive care and palliative care relate to each 
other in clinical practice. Because patients and 
providers often use the terms interchangeably, this 
can cause people not to get the palliative help they 
need or take advantage of all available helpful 
interventions [17]. The language chosen can change 
how people see and take part in care. Many find 
“supportive care” more appealing than “palliative 
care” [6]. It is very important to separate supportive 
care from palliative care and present them as 
complementary. Thus, timely and patient-centered 
intervention is possible. Use of pathways that outline 
both models can help to start care early, prevent 
fragmented care and make sure patients get all the 
support they need [19]. 

4. SPIRITUAL NARRATIVES IN PALLIATIVE 
CARE  

The distinction between spirituality and 
institutional religion provides essential knowledge 
for comprehending holistic care practices in palliative 
medicine. Human beings actively pursue meaning 
and transcendence which goes past formal religious 
organization [40, 41]. People naturally work to 
establish significance during all phases of suffering 
according to Viktor Frankl's existential framework 
[42]. The current approach of palliative care models 
acknowledges spirituality as an inner strength 
builder through non-religious channels, which 
include relationships and creativity and connection 
with nature [43]. Structured religion is considered by 
many [44] as one of a number of spirituality 
manifestations. However, such concepts have shown 
inconsistent implementation in clinical practice, 
despite valuable research in the field [45], likely doe 
to healthcare systems’ priorities focused on 
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biomedical approaches and clinicians lack of proper 
spiritual assessment training. 

4.1. The Transformative Power of Meaning-
Making 

People express their spiritual needs through 
metaphors and life experiences instead of using 
religious discourse according to patient narratives. 
When a person experiences a sudden emotional loss 
their heart can develop stress-induced 
cardiomyopathy, a condition which demonstrates 
how spiritual-psychological distress manifests in 
physical symptoms [46]. The research shows that 
patients experience deep significance through legacy 
projects which produce better results than traditional 
symptom control methods [39, 47]. Many patients 
discover that natural surroundings such as gardens 
and wildlife and landscapes provide them with 
comfort which extends beyond traditional religious 
boundaries [48]. These findings push PC care teams 
to expand their view beyond traditional religious 
practices so they can identify various spiritual 
expressions. 

4.2. Barriers to Effective Spiritual Care 

The delivery of spiritual care suffers due to two 
recurring problems within healthcare systems. First, 
the absence of fundamental religious competence 
among medical professionals. This prevents them 
from recognizing therapeutic insights from religious 
activities [7]. Consequently, the absence of 
understanding between healthcare providers and 
patients results in clinicians yielding all spiritual care 
tasks to chaplains, even though patients may express 
interest in such discussions [49, 50]. Second, the 
current medical approaches that separate religion 
from healthcare delivery ignore the medical evidence 
that spiritual well-being enhances life quality [51, 52]. 
Healthcare systems show a bias that ignores the 
existential concerns of those patients who are non-
religious thus missing their meaningful needs and 
ethical questions. 

4.3. Innovative Approaches and Emerging 
Models 

Modern programs show the potential for spiritual 
care development to fulfill diverse patient 
requirements. The hospital-based initiative "Spiritual 
Care for All" enables chaplains to receive training in 
ministering to patients from all faiths as well as 
patients who do not identify with any religion [53, 
54]. Hospice programs have begun to incorporate 
complementary therapies which include ecotherapy 
services featuring both real garden spaces and virtual 
nature scenes for patients who remain bedbound [55]. 

The practice of narrative medicine allows patients to 
share their illness experiences through written 
documentation which enables healthcare providers 
to detect their spiritual needs without using religious 
terminology [56]. The innovative methods are built 
for spiritual respect and use tailored approaches to 
avoid generalized approaches. 

4.4. Toward an Integrated Future 

Spiritual care practice needs to be transformed 
accordingly with a changing healthcare environment. 
The FICA Spiritual History Tool acts as a 
standardized assessment framework but spiritual 
integration requires practitioners to break down the 
false dichotomy between medical and spiritual care 
practices [57]. Social workers and psychologists, 
together with community healers, need to collaborate 
through interdisciplinary efforts to provide distinct 
expertise. Lundberg states that the core value of 
spiritual care involves creating environments for 
patients to express and receive support for their 
innermost inquiries [58]. The core value of palliative 
care practice consists of a humble yet transformative 
approach that stands as its essential medical 
contribution. 

Complementary therapies play an important role 
in helping patients and carers reach into their own 
spiritual resources [59]. Moreover, the growing 
emphasis on amplifying creative expression within 
Wellbeing services, whether offered in outpatient 
settings or right at the patient's side, nurtures the 
development of their inherent worth and inner 
strength./ Boosting creativity in wellbeing services, 
whether offered ambulatory or bedside, significantly 
empowers patients by enhancing their values and 
inner strengths. Furthermore, an increasing interest 
in potentiating Creativity in services branded as 
Wellbeing, helps, provided as ambulatory services, or 
at the bedside, enhances patients own values and 
sources of inner strength [60]. Painting, music, 
writing may help practitioners reach into people 
suffering and aid their healing [61]. 

5. COMMUNICATION PARADIGMS 

PC may be considered within human rights scope. 
This understanding implies strengthening, providing 
and facilitating real-time communication in all 
geographical areas, including rural and remote. All 
diagnoses should also be supported by the best PC, 
for long as needed. As patients with neurological 
diseases are diagnosed earlier and their survival 
increases long term communication issues appear 
with should be addressed. Similarly, occurs with 
pediatric and perinatology patients progress. 
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5.1. The COMFORT Model and Transactional 
Communication Theory 

Modern palliative care approaches communication 
as a practitioner skill as well as an essential 
therapeutic practice. The COMFORT model 
establishes seven core components that describe 
complex patient-provider interactions in palliative 
care: Communication, Orientation, Mindfulness, 
Family, Openings, Relating and Team [13, 62]. This 
model has demonstrated its strength in various 
clinical situations which may range from delivering 
difficult medical news to running family gatherings. 
Nurses who use the COMFORT model, develop 
stronger abilities for End-of-Life communication 
scenarios. In addition, its effective design holds 
potential translational value for various clinical 
settings such as oncology and critical care. The 
program's achievement proves that healthcare needs 
specialized interactive training to enhance their 
professional communication skills [62].  

Palliative care communication transactional model 
demonstrates that patient interactions produce co-
created information by blending information transfer 
with non-verbal communication signals. The model 
states that communication always remains active 
explicitly or implicitly, while each message may 
include verbal and nonverbal components. The nurse 
collaborates with patients and families to develop 
messages which they deliver together to establish 
common understanding. The patient-centered 
dynamic between caregivers and their patients 
creates meaningful adaptive communication which 
strengthens clinical interactions [63]. Healthcare 

providers can learn Linse about power dynamics and 
nonverbal expressions and environmental factors 
that affect every clinical meeting through theoretical 
frameworks. The frameworks show that palliative 
care communication success depends on structured 
procedures as well as flexible methods for adapting 
to patient condition changes. 

5.2. Technology-Assisted Communication 
Innovations 

Assistive technologies have extended 
communication capabilities to both physically and 
cognitively impaired patients. Advanced 
neurodegenerative patients use brain-computer 
interfaces (BCIs) for communication purposes [64]. 
The restorative systems for nonverbal patients come 
with substantial challenges because they need 
complex calibration, are expensive and may lead 
patients and caregivers to feel disconnected 
emotionally [65]. 

Various emerging technologies show their worth 
by performing in separate applications. Healthcare 
professionals use virtual reality platforms as a test 
environment to help patients experience different 
patient settings as part of their advanced care 
planning process [66]. The effectiveness of tablet 
communication boards for aphasia patients remains 
constrained by institutional reluctance to implement 
new work processes [67]. Technology demonstrates 
its double nature in palliative care through its 
functions as a communication pathway but 
simultaneously creating barriers to human 
connection when it dominates patient care. 

Table 1. Key Models, Tools, and Innovations in Palliative Care Practice 
Model / Tool / 

Approach 
Domain Core Components Evidence of Impact Limitations / 

Considerations 

COMFORT Model Communication Communication, 
Orientation, Mindfulness, 

Family, Openings, Relating, 
Team 

Improves nurse 
communication skills; 
strengthens end-of-life 

discussions; adaptable to 
oncology and critical care 

Inconsistent 
implementation; requires 
structured training time 

VitalTalk Curriculum Communication 
Training 

Simulation-based deliberate 
practice; empathy strategies; 

serious illness dialogue 
training 

Increased clinician confidence; 
implemented globally in >200 

institutions 

Resource-intensive; 
scalability challenges 

Transactional 
Communication 

Theory 

Communication 
Framework 

Co-created meaning; verbal 
& nonverbal signals; 
relational adaptation 

Enhances awareness of power 
dynamics and contextual 

influences 

Abstract; requires advanced 
communication training 

FICA Spiritual 
History Tool 

Spiritual 
Assessment 

Faith, Importance, 
Community, Address in 

care 

Structured assessment of 
spiritual needs; applicable 

across belief systems 

Underutilized in routine 
practice; dependent on 

clinician comfort 

Legacy Projects & 
Narrative Medicine 

Spiritual Care Storytelling, reflective 
writing, memory-building 

Enhances meaning-making; 
reduces existential distress 

Requires time; may need 
trained facilitators 

Ecotherapy / Nature-
Based Interventions 

Spiritual & Holistic 
Care 

Gardens, virtual nature, 
therapeutic landscapes 

Improves comfort and 
emotional well-being 

Infrastructure and funding 
constraints 

Communication 
Passports 

Patient-Centered 
Communication 

Personalized 
documentation of 

preferences, terminology, 
decision-making style 

Facilitates culturally sensitive 
transitions in care 

Adoption varies; requires 
system-level endorsement 
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AI Chatbots & 
Virtual Reality Tools 

Technology-
Assisted 

Communication 

Advance care planning 
support; immersive 

planning environments 

May support articulation of 
values and access for disabled 

patients 

Risk of depersonalization; 
ethical concerns; must not 
replace human presence 

5.3. Persistent Barriers to Effective 
Communication 

Despite these advancements, significant obstacles 
impede optimal communication in palliative settings. 
Clinicians who attempt good intentions may end up 
creating distress because patients from different 
cultural backgrounds have different social norms for 
eye contact, touch, and silence [14]. Furthermore, 
studies indicate that 60% of patients fail to 
understand prognostic information when medical 
jargon is used for delivery creating significant health 
literacy disparities [68]. 

Medical organizations generate obstacles that stem 
from poor patient flow coordination and insufficient 
appointment duration. The need to document and 
perform procedures has caused many healthcare 
providers to restrict their communication time with 
patients, according to Bernacki and Block [11]. 
Systemic barriers in patient care also combine with 
individual elements such as physicians' emotional 
discomfort and patients' concerns about being 
labeled difficult when they ask numerous questions. 

5.4. Emerging Solutions and Future Directions 

The innovative training programs can overcome 
these barriers. The VitalTalk curriculum includes 
deliberate practice of talking with simulated patients 
and has been implemented in more than 200 
institutions worldwide [69]. Finally, personalized 
documents, referred to as communication ‘passports’, 
which record patients’ preferred terminology and 
decision-making style, are useful tools for care 
transition [70].  

Artificial intelligence applications have tentatively 
been entering palliative care. The initial studies 
suggest that AI chatbots can help patients articulate 
their values and preferences about advance care 
planning but are not sure about their capability to 

manage more complex emotional requirements [71]. 
It has a future to balance the technological innovation 
that it requires with the human connection that is so 
important to the therapeutic relationship. 

5.5. Toward a New Standard of Communication 

Palliative care related communication needs 
transformation at both the systemic and individual 
levels. This means, at the institutional level, that 
adequate time needs to be allocated for having 
difficult conversations. Thus, communication skills 
need to be valued as much as technical competencies. 
This mainly entails an ongoing reflection by 
individual clinicians of their habits of communication 
and their own biases. However, although words 
matter, they do not define excellence in palliative 
communication; rather, this is ‘measured’ by the 
sense that the patient is being heard and understood 
in one of the most vulnerable moments of their life 
[72]. This human connection can and ought to be 
maintained in the long reach to the future, along with 
carefully chipped in technological tools that could 
enhance without stifle the possibilities for such 
meaningful interaction. 

6. SYNTHESIS AND CRITICAL DISCUSSION 

This integrative review draws attention to how the 
multifaceted model of palliative care integrating 
public understanding, spiritual involvement, and 
communication features may remain fragmented in 
actual practice and current policy. Despite decades-
long international advocacy, misunderstandings and 
structural barriers continue to hinder the ability of 
palliative care to operate as an integrated, inclusive, 
and person-focused model. The integration of 
evidence across these areas identifies an imperative 
convergence of theoretical models, clinical practices, 
and community-level conversations necessary to 
meet its full goals.  

Table 2: Summary of Core Domains in Palliative Care: Key Findings and Challenges 
Domain Key Concepts Major Findings from 

Literature 
Persistent Challenges Future Directions 

Public Perceptions 
& Awareness 

Misconceptions, 
stigma, terminology, 

public campaigns 

Low awareness; many equate 
palliative care with end-of-life 
or hospice; confusion between 
palliative and supportive care; 
limited youth and non-cancer 

representation 

Cultural discomfort with 
death; late referrals; 
ineffective one-way 

campaigns; biomedical 
dominance in messaging 

Co-produced campaigns; 
culturally responsive 

education; youth 
engagement; social media 

storytelling; narrative 
medicine approaches 

Spiritual Narratives 
& Meaning-Making 

Existential care, 
spirituality vs. 

religion, legacy, 
ecotherapy 

Spiritual well-being linked to 
quality of life; meaning-

making improves resilience; 
legacy projects and nature-
based therapies beneficial 

Lack of spiritual literacy; 
institutional biomedical 

bias; delegation of 
spiritual care solely to 

chaplains; unclear 
definitions 

Routine spiritual assessment 
(e.g., FICA); interdisciplinary 
collaboration; integration of 

creative therapies; 
institutional prioritization of 

spiritual care 
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Communication 
Paradigms 

COMFORT model, 
transactional theory, 

empathy, health 
literacy 

Structured models improve 
confidence and empathy; 

communication is co-created 
and relational; training 

enhances outcomes 

Limited training time; 
medical jargon; cultural 

misattunement; 
documentation burden; 
emotional discomfort 

among clinicians 

System-level communication 
training; adoption of 

communication passports; 
ethical integration of AI/VR; 
emphasis on compassionate 

dialogue 

6.1. Reframing Public Understanding as a 
Structural Issue 

Palliative care is often seen as a last resort for 
individuals nearing the end of their life. Many studies 
have found that the phrase “palliative care” triggers 
feelings of anxiety and reluctance in younger people 
as well as those who are less often featured in 
discussions about healthcare services [27]. As a result, 
individuals are referred to palliative care at later 
stages of development of their illness and lead them 
to experience lowered satisfaction with their care and 
miss out on key interventions that could have 
improved their well-being. 

Many public awareness campaigns in the past have 
used one-way only means of education such as 
brochures or television ads. Studies have found that 
these campaigns often overlook the needs and 
perspectives of marginalized communities, such as 
people of color, members of the LGBTQ+ community, 
and those with illnesses other than cancer 
(Kowalczyk et al., 2022). Homogenous Western 
biomedical approaches to care have neglected the 
creation of more inclusive and culturally relevant 
alternatives [30, 31]. 

Research is increasingly urging the development of 
participatory and collaborative methods for public 
engagement that involve patients, families, and 
communities in shaping public health narratives [26, 
32]. Using social media, storytelling, and narrative 
medicine allows people to challenge their fear-laden 
views about palliative care and instead experience it 
as an empowering and meaningful phase of life [33]. 

6.2. Spirituality as the Missing Connector 
within Holistic Care 

The disparate integration of spirituality in 
palliative care hinders its ability to address the 
emotional, existential, and psychological concerns of 
patients. Most established palliative care guidelines 
recognize the importance of spirituality, but practical 
application is infrequent and often inadequate [50]. 
The gap results from confusion about the definition 
of spirituality, apprehension among practitioners, 
and resistance from institutions to adopt 
nonbiological measures. 

One key finding of recent research is that 
spirituality in palliative care 
should not be regarded as an add-on or 

religious option, but rather 
a fundamental expression of meaning-making, 
identity, and resilience [17, 40, 42]. Participation in 
legacy projects, ecotherapy, and reflective journaling 
has been shown to benefit the well-being of patients 
with chronic illness or complicated grief much more 
than just managing symptoms does [55]. The FICA 
Spiritual History Tool and narrative assessments help 
health and social care professionals evaluate spiritual 
suffering without requiring a religious background 
[57]. 

Interdisciplinary approaches that involve working 
together among chaplains, social workers, 
psychologists and artists are showing greater success 
over traditional models of spiritual care [52, 58]. 
Nevertheless, lack of financial support and 
inadequate organizational commitment remain 
major obstacles. Making spirituality a top priority in 
health and social care would ensure that patients in 
all circumstances receive equitable and fair treatment 
[41, 73]. 

6.3. Communication: From Transaction to 
Transformation 

Communication is the operational core of 
palliative care, enabling trust, decision-making, and 
emotional connection. Yet, the literature repeatedly 
points to enduring gaps in communication training, 
practice consistency, and cultural sensitivity [68, 74]. 
Examples of communication frameworks such as 
COMFORT have helped shape the teaching of 
compassionate communication. However, its 
implementation in clinical settings remains 
inconsistent because of pressing time demands, 
organizational barriers, and the exhaustion that many 
providers experience [62]. 

New technologies like virtual reality, AI-powered 
chatbots, and brain-computer interfaces hold promise 
in closing communication gaps among patients with 
physical or cognitive disabilities [65, 66]. Critics 
caution against their depersonalizing dangers if 
utilized with insufficient human surveillance or 
cultural adaptation [71]. Communication should not 
degenerate into a mechanized procedure but should 
remain an adaptive, relational process that puts the 
lived fragility of patients and caregivers at its core. 

Clinicians have reported improved confidence in 
discussing sensitive topics after participating in 
programs such as VitalTalk and using 
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communication [75]. They help close the information 
gap by rephrasing medical terms with words that are 
meaningful and easy to understand for patients and 
their families. Overall, empathetic communication in 
palliative care requires listening to patients’ stories 
rather than just reciting pre-written discussions. 

6.4. Toward an Integrated Palliative Ethos 

A combination of the public’s views, spiritual 
practices, and communications shows that real 
integration of PC demands a cultural shift. This 
change starts by shifting the locus of control to 
patients, families, and their loved ones and 
prioritizing their testimonies, spiritual needs, and 
values. That means valuing indigenous wisdom, 
artistic creation, and perspectives from the margins 
as important forms of understanding [36, 37]. 

People should come to view palliative care as a 
way of enhancing well-being at every stage of life and 
in all kinds of health challenges. Institutional respect 
for storytelling, diversity, and spirituality should be 
given equal importance as medical knowledge or 
procedural skill are given. This approach offers the 
best opportunity for palliative care to live up to its 
dual roles as a science dedicated to medical expertise 
and an art devoted to compassionate care. 

7. FUTURE DIRECTIONS AND 
RECOMMENDATIONS 

Enhancing palliative care calls for fundamental 
reimagining rather than gradual improvement. A 
fundamental reimagining of care must consider both 
the public, spiritual and communicative aspects. 
Based on the findings of this review, the following 
future directions may be recommended: 

7.1. Public Reframing and Community 
Engagement 

Public reframing and community engagement 
common misunderstandings about palliative care 
arise from a society’s unease with death and ongoing 
illnesses. A new form of engagement is needed able 
to empower communities to co-create and share 
resources about palliative care. Partnerships among 
patients, families and community leaders yield 
campaigns that resonate with all communities [26]. 
Including palliative care instruction in educational 
settings can help make discussions about the end of 
life more common earlier in people’s lives [27]. 

Using sites like TikTok and YouTube to share 
inspiring stories can help challenge misconceptions 
and highlight how palliative care improves quality of 
life [33, 34]. 

7.2. Spiritual Care as Core Clinical Practice 

Giving spiritual care greater importance in 
treatment planning should be a priority. Every 
healthcare practitioner should be equipped with 
training in spiritual literacy and the FICA Spiritual 
History Tool should be routinely used [50, 57]. 
Offering activities like ecotherapy and legacy projects 
can help to address the range of ways that patients 
find significance in their lives [55]. 

Strong institutional support for collaboration 
between chaplains, psychologists, and social workers 
is essential if patients are to receive the full range of 
spiritual care[9]. 

7.3. Communication Training and Technological 
Integration 

Attention to communication when delivering PC is 
crucial. Training in compassionate communication 
should be a regular focus utilizing established 
approaches such as VitalTalk and COMFORT [75]. 
Specialized tools like “communication passports” 
make it easier to shape discussions around what 
matters most to each person and their cultural beliefs 
[76]. New technologies like AI chatbots or virtual 
reality planning tools can aid communication, but 
they need to be introduced ethically and never ever 
substitute human interaction [71]. 

7.4. Expanding Inclusion and Equity 

Designing palliative care for the future should 
encompass not only those with cancer diseases but 
those with any other illness as well as those living 
with disabilities [28]. Care should be adapted to 
reflect the language and culture of patients in 
vulnerable and immigrant populations. 
Collaboration with community health workers and 
connecting palliative care services to primary care 
settings help ensure a greater number of people 
receive needed care. 

8. CONCLUSION  

Palliative care, in its essence, is not just a clinical 
intervention in end-of-life situations but a multi-
dimensional, person-centered practice that 
harmonizes the clinical, emotional, spiritual, and 
communicative aspects of caring for those with 
serious illnesses. This integrative review identifies 
that although palliative care has progressed 
considerably in policy and practice, it is still limited 
by public misconceptions, fragmented spiritual 
integration, and variable communication standards. 
For its potential realization, palliative care needs a 
cultural shift, one that perceives care not as a 
response to dying but as an on-going act of 
affirmation of life and dignity. 

This shift starts with reframing public narratives 
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through participatory and inclusive engagement that 
empowers all, especially historically marginalized, 
groups of people to redefine the way society speaks 
of and receives care. Spirituality, long viewed as an 
add-on or religious option, also needs to be re-
appreciated as a critical aspect of care that allows 
individuals to find meaning, connection, and peace 
during vulnerability. Communication, in turn, needs 
to shift its stance from transactional exchange of facts 
to a compassionate, flexible dialogue that respects the 
lived realities of both patients and their caregivers. 

Ultimately, the potential of palliative care is 
realized in its ability to bring together those areas 

such as public understanding, spiritual meaning-
making, and redemptive communication and 
integrate them into a unifying ethos of care. This 
requires collaborative, interdisciplinary models, fair 
health practices, and the ethical implementation of 
technology that supports and complements rather 
than replaces interpersonal connections. When 
realized, palliative care won't merely facilitate dying 
well, it will facilitate living meaningfully, regardless 
of the stage of illness or trajectory of experience of the 
individual. 
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