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a b s t r a c t

Objectives: This study aimed to identify facilitators and barriers to parent-child communication in pe-
diatric palliative care, providing insights for medical professionals developing targeted interventions to
enhance parent-child communication and improve its effectiveness.
Methods: Whittemore and Knafl’s integrative review method was employed to guide a systematic search
for literature in six databases (Medline, Embase, CINAHL Complete, PsycINFO, Web of Science, and
Cochrane Library). Peer-reviewer articles published in the English language from inception to December
2023. All of the identified studies were screened, extracted, and analyzed independently by two
researchers.
Results: Twenty-four articles were included. The findings of the relevant studies were analyzed using
thematic analysis. Four themes were identified as facilitators: legacy-making, resilience training pro-
grams, guidance from the healthcare team, and positive communication. Seven themes were identified
as barriers: denial, being unprepared and evasive, mutual protection, being overwhelmed by painful
emotions and overloaded with information, incorrect views of medical professionals and parents,
negative communication, and cultural context.
Conclusions: Parents and professionals should avoid myths about protecting the child and encourage
open communication that respects the child’s wishes. The specialized pediatric palliative care team
should carefully monitor parent-child communication, determine if any obstacles exist, and design more
interventions to enhance it.
© 2024 The authors. Published by Elsevier B.V. on behalf of the Chinese Nursing Association. This is an
open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
What is known?

� Many misconceptions exist about how healthcare professionals
communicate with parents or children in pediatric palliative
care. Significant research has been devoted to developing
educational strategies for effective provider communication
with parents or children.

� In pediatric palliative care, parent-child communication faces
challenges that can impede emotional openness, information
sharing, and treatment adherence.
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What is new?

� Open and positive parent-child communication based on
mutual trust in pediatric palliative care allows for fluid
communication so parties can address each other’s concerns
and meet their needs and preferences.

� Denial, the belief that children do not understand, and the
protective approach to parent-child communication in pediatric
palliative hinder sharing of information and emotions, main-
taining close parent-child relationships, and implementing
family-centered care.

� This study provides information for developing parent-child
communication strategies, enabling parents or professionals to
avoid communication misconceptions.
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1. Introduction

According to the WHO statistics, in 2022, the number of prev-
alent cancer cases (1-year) among children aged 0e19 was 197,653
[1]. An estimated 400,000 children worldwide develop cancer, and
100,000 die from it each year [2]. The National Pediatric Tumor
Surveillance Annual Report (2022) showed that the average inci-
dence rate of pediatric tumors in China in 2019e2020 was 125.72
per million [3]. Although the cure rate for cancer has generally
improved, the mortality rate in children with cancer remains as
high as 61% [4]. Pediatric palliative care provides physical, mental,
and spiritual care through treatment and bereavement services for
children diagnosed with life-threatening diseases and implements
patient- and family-centered care [5]. The harmonious relationship
between the team, parents, and the child is conducive to timely
referral to pediatric palliative care, implementation of patient- and
family-centered care, and improvement of the child’s and family’s
quality of life [6,7].

Parent-child communication is when parents and children ex-
change information, thoughts, feelings, and attitudes to improve
mutual understanding, trust, and cooperation [8]. It plays an
instrumental role in understanding the thoughts and feelings of the
children, alleviating their anxiety and depression, promoting
harmonious family relationships, and strengthening family cohe-
sion [9e12]. Children with cancer experience a long course of
illness, proper and effective communication can be used in
decision-making and care planning in the best interests of the child
[13]. While parent-child communication has many advantages and
has been recommended by several guidelines [14,15], poor prog-
nosis, difficulty in discussing death-related topics, mutual protec-
tion between parents and children, and negative consequences of
communication may lead to unpromising parent-child communi-
cation [16e18].

Parent-child communication in pediatric palliative care has
attracted much attention from the children’s perspective. Not only
is it related to the needs of the parent and child, but parent-child
communication also plays a pivotal role in the relationship be-
tween family members, patients, and health professionals [9,19].

Parents need to communicate with their children about their
goals and preferences for treatment and symptom relief and to
understand their emotional status when facing life-threatening
illnesses [19]. Children also need to know from their parents the
diagnosis of the disease, its progress, treatments, and professionals’
feedback [20]. Most parents want to maintain a “parental” role in
front of their child by controlling the information the child knows.
They believe some harmful elements should not be disclosed to the
child to avoid unnecessary confusion and psychological burden
[21,22]. A minority of parents held a different view, believing that
the child should be informed at an appropriate time and open
communication should be maintained to ensure mutual trust [23].
From the children’s perspective, they wanted to be informed about
any medical details not screened by their parents and be able to
communicate with healthcare professionals together with their
parents [24].

Many studies have identified communication challenges be-
tween medical professionals and family members and relevant
training for medical professionals [25e33]. Still, there have been
few studies focusing on parent-child communication. Regarding
parent-child communication in pediatric palliative care, current
studies have focused on evaluating the status and influential factors
of communication, the challenges encountered during communi-
cations, the experiences of children and their parents during
communications, and interventions to enhance parent-child com-
munications [18,22,34e36]. About 40% of parents still do not talk to
their children about the prognosis of the disease and death, and
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understanding the reasons for this is necessary to promote unre-
stricted communication between parents and children [37]. A
comprehensive and holistic understanding of barriers to and fa-
cilitators of communication between parents and their children
within the pediatric palliative care context is lacking. This study
aimed to integrate the facilitators and barriers of parent-child
communication in palliative care using an integrative review
approach.

2. Methods

2.1. Review design

This design was based on the methods developed by Whitte-
more and Knafl in 2005 [38], including problem identification,
literature search, data evaluation, data analysis, and presentations.
This review follows the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) 2020 guidelines [39].

2.2. Problem identification

What are the facilitators and barriers to parent-child commu-
nication in pediatric palliative care?

2.3. Literature search

Inclusion criteria included 1) related to facilitators of and bar-
riers to communication between parents and their child (18 years
or younger), 2) child with life-limiting diseases, 3) studies pub-
lished in English, and 4) quantitative, qualitative, andmixed design.
Exclusion criteria included 1) studies focused on parent-child
communication interventions for children in palliative care
designed or developed that have not yet been implemented in
clinical settings, 2) protocols, editorial, review, case reports and
abstracts, 3) without available full text, and 4) non-peer-reviewed
literature.

The PICOS and PICoS framework were used as bases for the
literature searching. PICOS: P (population): the child with life-
limiting diseases and his/her parents; I (intervention): in-
terventions aimed at improving parent-child communication
within pediatric palliative care; C (comparison): interventions
aimed at improving parent-child communication within pediatric
palliative care not used; O (outcomes): parent-child
communication; S (study design): quantitative (randomized
controlled trials, non-randomized controlled trials, quasi-
experimental studies, prospective and retrospective cohort
studies, and cross-sectional studies). PICoS: P (population): the
child with life-limiting diseases and his/her parents; I (interest of
phenomena): facilitators of and barriers to communication be-
tween parents and their child (18 years or younger); Co (context):
parent-child communication after diagnosis of a child’s life-limiting
diseases; S (study design): qualitative (descriptive studies,
phenomenological studies, grounded theory studies, case studies,
and so forth), and mixed studies.

A updated comprehensive search for relevant papers in six
electronic databases was conducted in June 2024. The six databases
included Medline, Embase, CINAHL, PsycINFO, Web of Science, and
Cochrane Library. A combination of MeSH terms, keywords, and
synonyms for four search concepts, including “parent,” “child,”
“palliative care,” and “communication,” were searched for papers
published in English from inception until December 2023
(Appendix A). Manual searches of the reference lists of the identi-
fied relevant papers were also carried out. Two authors (M. Zhang,
H. Li) independently screened the titles, abstracts, and full texts,
where necessary, for eligibility against the inclusion/exclusion
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criteria. Discrepancies were resolved through group discussions
and referrals by a third author (F. Li). The PRISMA flowchart (Fig. 1)
represents the review process.

2.4. Quality appraisal

The Johns Hopkins Evidence-Based Practice model was used to
assess the level of research evidence: true experimental (level I),
quasi-experimental (level II), and non-experimental (level III) [40].
We used theMixedMethods Approval Tool (MMAT) version 2018 to
assess the methodological rigor [41]. This tool contains two
screening questions and five methodological questions. Using this
checklist, two authors (M. Zhang, H. Li) independently assessed the
included studies and negotiated to resolve disagreements
(Appendix B).

2.5. Data analysis

The following characteristics were extracted from the included
studies: name of the first author, year of publication, location,
participants, study design, methods of data collection, and findings.
Data were synthesized using the constant comparison method
described by Whittemore and Knafl in 2005, which applies to
integrative reviews [38]. The following steps were performed: data
reduction, data display, data comparison, and conclusion drawing
and verification. There is limited research evidence on parent-child
communication, and using an integrative research approach allows
for a more comprehensive overview of facilitators and barriers by
combining the results of multiple research designs. In quantitative
studies, facilitators or barriers were determined based on the in-
terventions or research findings. In contrast, in the qualitative
study, a three-stage thematic analysis method, i.e., the coding of
text “line-by-line,” the development of “descriptive themes,” and
the generation of “analytical themes,” was conducted [42]. The
research group discussed and agreed upon the extracted contents
Fig. 1. PRISMA 2020
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and analytical themes. 1）Step 1, data reduction. First, we classified
the included studies according to their research methodology
(quantitative or qualitative), and then we distinguished between
specific research methods within the different study types. Next,
we created a preliminary classification system (Appendix C),
including the literature’s basic characteristics, such as authors,
location, researchmethod, study population, and outcomes. Finally,
we created an Excel matrix (Appendix D) to identify facilitators and
barriers to parent-children communication. The first and second
authors extracted data from the original study according to Table 1
and Appendix B. 2) Step 2, data display. The relevant text from the
original literature was entered into the classification system
(Appendix C and Appendix B). This helps to clarify the relationship
between the data and provides an opportunity to integrate data in
the same category. The above two steps are used to ensure rigor in
data extraction. 3) Step 3, data comparison. We first repeated
reading primary sources and made line-by-line comparisons. The
content was then coded, and codes with close or similar meanings
were categorized hierarchically to form themes. 4) Step 4, conclu-
sion and verification.

The extracted themes were categorized into facilitators and
barriers, and the original data from the literature were verified for
accuracy and confirmability. The above two steps ensure the rigor
and trustworthiness of the data analyzed.

3. Results

3.1. Characteristics of the studies

A total of 59,632 records were retrieved from six electronic
databases and manual searches. After deleting duplicates, 5,495
papers were screened based on the inclusion and exclusion criteria,
and 5,289 papers were excluded. After reading the full texts of 185
papers, 24 papers were included [12,16,24e26,36,43e60]. These
studies were conducted in United States (n ¼ 11)
flow diagram.



M. Zhang, H. Li, F. Li et al. International Journal of Nursing Sciences 11 (2024) 495e503
[25,36,43e45,49e52,56,59], three from the United Kingdom
[16,24,54], one from China [12], one from Canada [48], one from
Korea [47], two from Jordan [26,58], one from Slovakia [46], one
from Ireland [57], one from Iran [53], one from Switzerland [55],
and one from India [60]. Of the ten quantitative studies, two were
randomized clinical trials [25,36], six were cross-sectional studies
[44,50e52,56,57], one longitudinal study [43], and one retrospec-
tive study [16]. Three of the 14 qualitative studies had a descriptive
design [47,58,59]. One was a case study [26], seven were
phenomenological studies [12,24,45,46,48,55,60], and three were
grounded theory studies [49,53,54]. Considering the limited liter-
ature on parent-child communication in pediatric palliative care,
studies that could not be appraised for quality were also included in
the analysis. The basic characteristics and quality assessments of
the included studies are presented in Appendix C and Appendix B,
respectively.

3.2. Facilitators and barriers to parent-child communication in
pediatric palliative care

Four themes were identified as facilitators: legacy-making,
resilience training programs, guidance from the healthcare team,
and positive communication. There were three subthemes of
advice from the healthcare team: identifying poor communication
crises promptly, providing guidance, and playing therapy. The
barriers included seven themes: denial, being unprepared and
evasive, incorrect views of medical professionals and parents,
mutual protection, being overwhelmed by painful emotions and
overloaded with information, negative communication, and cul-
tural context. There were three subthemes of denial: unrealistic
fantasies; fear; lack of time, opportunity, and trust. Facilitators and
barriers to parent-child communication extracted from included
studies are presented in Appendix D.

3.2.1. Facilitators
3.2.1.1. Legacy-making. Legacy-making is when children living
with cancer do specific things to be remembered, such as making
crafts for others, willing away belongings, writing letters to loved
ones, and giving unique gifts [61]. Two studies used RCTs to identify
the impact of legacy-making on parent-child communication
[25,36]. Legacy-making could improve the quality of communica-
tion between fathers and children [25]. The group that used legacy-
making performed better than the control group regarding
emotional and school functioning, and digital storytelling provided
parents with emotional comfort and facilitated parent-child
communication [36].

3.2.1.2. Resilience training programs. Resilience training programs
enhance resilience through psychoeducation, positive thinking,
cognitive skills, self-compassion skills, gratitude exercises,
emotional regulation training, relaxation, and goal setting [62].
Parents who participated in resilience training were found to be
better able to listen to and help their children express themselves,
manage emotions, and deal with conflict [12].

3.2.1.3. Guidance from healthcare team. 1) Identify poor commu-
nication crises promptly. Parents and children could access direct
and specialized support from the palliative care team. The palliative
care team should recognize the desire of the child and parents to
express their feelings at an early stage of the diagnosis and provide
guidance to the child and parent on communication knowledge,
skills, common misconceptions, or any difficulties they may
encounter in trying to convey their thoughts and information, to
facilitate smooth and effective communication [25]. 2) Provide
guidance. Nurses should encourage parents to communicate more
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therapeutically with their child during treatment so that the par-
ents understand that communication can help in sharing concerns,
problem-solving, and achieving desired outcomes [47]. Parents also
want the doctor to communicate with the child in an age-
appropriate manner. Because disclosing too much to younger
children at once can increase the parent’s difficulty in communi-
cating with the child [57]. Communication tools, including toys,
books, audio, and video, are also basic materials to guide parents
[57]. 3) Play therapy. Play is essential for a child’s physical, psy-
chological, social, and cognitive development. Its role is critical for a
child’s learning and communication abilities [63]. Play is also a way
of sharing and expressing emotions. During play, children are more
likely to understand the significance of the disease and help their
parents convey its obscure and unexplainable aspects (e.g., hair
loss, explaining the nature of the disease) and make difficult de-
cisions [63]. It also allows the child and their parents to receive
psychological support. Play therapy will enable parents and chil-
dren to express themselves freely, increase mutual understanding,
and enhance emotional communication and intimacy between
parents [63]. Play therapy has been consistently shown to alleviate
children’s emotional distress and abnormal behaviors [57,63]. Par-
ents are the primary communicators with their children.

3.2.1.4. Positive communication. Positive communication should be
characterized by proactive communication, warmth, child-
centeredness, responsiveness, openness, honesty, hopefulness,
naturalness, relaxation, helpfulness, and a positive response to the
child’s emotional reactions [45,46,55]. Be sure to respond to the
child’s questions directly, focus on and maintain the child’s topic,
and positively guide the child in dealing with conflicts that arise in
communication [51,52]. Parents and children are equal in their
communication, and maintaining a partnership is conducive to
communication. Parents should avoid playing the role of executives
in communication to minimize parental control and management
of their children [24,55].

3.2.2. Barriers
3.2.2.1. Denial. 1) Unrealistic fantasies. Parents still hope that their
child’s disease can be cured; such unrealistic hope makes them
reluctant to tell their child the truth [45]. Parents believe that hope
will sustain the child and themselves as the child continues
receiving treatment. 2) Fear is a significant obstacle to the
communication process [55]. Notably, parents feared addressing
the life-threatening nature of the illness. Parents were worried that
their child would give up treatment and start coping negatively or
react aggressively (with anger, sadness, or frustration) once the
child had been told about the truth. Parents were concerned that
they could not handle their children’s emotions and reactions
during the communication [45]. 3) Lack of time, opportunity, and
trust. During the treatment, parents expressed uncertainty about
the appropriate time to inform their children [16]. Parents wanted
to tell their children but did not know how due to the lack of op-
portunities and time to share information [43,50]. Parents also re-
ported that their child’s death was sudden and that treatment
arrangements took too long before they had a chance to discuss it
with their child [50].

3.2.2.2. Being unprepared and evasive. Parents refused to commu-
nicate with their children because they felt unprepared, were un-
sure of how to begin the communication, could not answer their
child’s difficult questions and discuss sensitive end-of-life topics,
and lacked illness-related information or communication skills
[25,26,54,55]. Additionally, the children were not ready to discuss
the content and could not discuss and accept lousy news and death-
related topics [16]. Some parents were reluctant to share the entire
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content with their children, which they felt was unnecessary [48].
Parents screened the information provided by the doctor, selecting
parts of the information that they thought were appropriate for the
child and avoiding serious issues [24,53].

3.2.2.3. Mutual protection. Mutual protection between parents and
children is a significant barrier to parent-child communication
[26,46,47,49]. The practice of mutual protection tends to discourage
the sharing of information and emotions [59]. Parents wanted to
protect their children from emotional pain. Some parents prefer to
suppress their feelings and protect their children and family
members. Children prefer not to share their own doubts or psy-
chological discomfort to avoid harming their parents and
increasing their psychological burden.

3.2.2.4. Being overwhelmed by painful emotions and overloaded with
information. Parents receive new information from various pro-
fessionals, including test results, treatment options, disease pro-
gression, and prognosis. The amount of information is vast and
sometimes contradictory [55]. When parents lack the resources to
categorize this information, the considerable input in a short period
leads to a lack of understanding of the professional vocabulary,
preventing them from receiving effective messages and facing the
dilemma of making decisions. Parents suffer complex and severe
psychological stress under the pressures of recurring changes in the
child’s condition, uncomfortable physical symptoms, and financial
burdens [54,56]. In such a situation, parents are still in shock, not
knowing what to tell their child, and are not in the mood to talk
about these mind-numbing issues.

3.2.2.5. Incorrect views of medical professionals and parents. A
common misconception is that parents and professionals under-
estimate children’s ability to understand illness and death and to
cope with bad news, believing that children only need to know
what is appropriate for their age and cognitive ability and that they
do not need to know further [16]. Therefore, they chose not to
inform the children or decided to disclose irrelevant information to
protect them from bad news. Medical staff agreed with the parents’
incorrect view that as long as the child did not understand the
disease, there was no need to let them know the truth about their
disease and its prognosis to prevent possible harm to the child. The
medical staff recognized the authority of the parents as caregivers
in the caregiving process and believed that the parents should be
informed first, not both the children and parents [26].

3.2.2.6. Negative communication. Negative communication en-
compasses failure to establish a communicative parent-children
relationship, avoidance of open and honest communication,
maintaining the child’s topic less frequently, and inappropriate
reactions to conflicts [26,43,47,56]. It is characterized by hostility,
neglect, and intrusiveness [49]. Children preferred to be informed
by someone with whom they had a close, long-term relationship
[24]. A lack of trust does not allow communication to begin. Inap-
propriate communication timing, failure of the child to meet
parental expectations, disagreements, and arguments can leave a
negative impression of communication and jeopardize the next
one. Parents are eager to talk to their children. Nevertheless, they
cry uncontrollably and feel pain during the discussion [57]. Adult
children felt that communicating with their parents caused severe
stress. The tense atmosphere of communication and inappropriate
conflict resolution between the children and their parents during
the communication process created harmful communication ex-
periences [47].

3.2.2.7. Cultural context. Some Eastern cultures have unique
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sensitivities, repression, and death taboos. They are more accus-
tomed to sharing good news and keeping unpleasant things un-
spoken, even if the bad news is known to all [53]. This norm is a
constraint for everyone. In family conversations, parents refer to
“this/that disease” asmuch as possible instead of using taboowords
like “cancer” or “death” [53].

4. Discussion

Children with cancer usually have a strong sense of isolation,
and they are eager to talk to those around them about their physical
and psychological discomfort, as well as their confusion about the
disease [10]. Parents are the closest, most reliable, and most
trustworthy people to the child and accompany the child
throughout treatment. Successful parent-child communication
helps healthcare professionals obtain more information to adjust
treatment strategies promptly, provides more up-to-date and ac-
curate information to meet the needs of children and parents, and
implements family-centered care. Parent-child communication
patterns vary among children, and understanding the facilitators
and barriers to parent-child communication can enable healthcare
professionals to avoid the obstacles as early as possible, promote
harmonious communication, and improve the quality of care.

Legacy-making allows parents and children to share memories
of their shared life and eases a parent’s grief [25]. Leaving family
members and friends with memories of significant moments that
are meaningful and enjoyable is what patients usually think about
when they know that they are facing imminent death. Parents can
engage in legacy-making with their child three to four months
before the child’s death [36]. Legacy-making encompasses a range
of activities undertaken with the child, including creating crafts for
others, willing away belongings, writing letters to loved ones, and
giving unique gifts [61]. These activities can facilitate the child’s
long-lasting memory among family and friends. Legacy-making
helps parents and children accept reality and communicate
openly [25].

Sufficient evidence exists to support play therapy, Internet-
assisted play therapy, and role-playing for children’s physical,
psychological, and behavioral improvement [63,64]. Play therapy is
primarily appropriate for preschool and school-age children. The
majority of studies are conducted by the therapist with the child.
This can be achieved using a sand tray, painting, dress-up, big-en-
ergy, drawing, and playing with archetypes [65]. These activities
are usually limited to approximately 30 mins [66].

Most studies and guidelines agree that parents should maintain
sincere, unreserved communication with their children and choose
an opportune time to tell them honest and accurate information
about the disease [67,68]. Parent-child care (PC-CARE) is a behav-
ioral intervention for children in which therapists (psychologists
and clinical social workers) teach parents and children positive
communication skills and how to use them [69]. Participation in
the program has improved children’s adaptive skills, reduced
parental stress, and increased parents’ positive communication
skills [69]. Attachment and biobehavioral catch-up (ABC) can
enhance parent-child communication by instructing parents to
follow the child’s lead in answering questions [70].

A close relationship based on rapport and trust is the foundation
of communication between parents and their children [71]. Chil-
dren want the information they receive to be understandable and
practical in order to prepare for what will happen [59]. In most
cases, parents communicate with their child in a parental role,
making the child perceive it not as a harmonious conversation but
as a task to be done, which tends to create a sense of burden for the
child. In addition, for children in pediatric palliative care, prolonged
and repeated hospitalizations, pain from medical tests and
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treatments, and fear of death increase psychological distress [10].
This further contributes to the child’s inability to express their
concerns, feelings adequately, wishes for treatment, and the effects
of treatment.

Parents often do not know how to approach honest communi-
cation with their children and struggle to find a way to initiate
discussions. When the disease is first diagnosed, it is an excellent
time to communicate as the child experiences a change in condition
or an unusual or altered behavior [68]. Healthcare professionals can
start by learning the necessary parent-child communication skills
using the COMFORT (C-communication, O-orientation and options,
M-mindful communication, F-family, O-openings, R-relating, T-
team) communication curriculum and communication toolkit [72].
In addition, doctors or nurses can explain the benefits of good
communication to parents and children when examining the child,
not just the examination results [73]. In collaboration with col-
leagues, the professional team can educate parents on effective
communication strategies employed in various situations. These
strategies include answering questions honestly, providing infor-
mation in a gradual and structured manner, and allowing for pe-
riods of silence [73]. Informing the child of the truth at the time of
diagnosis by asking questions such as, “Would you like to know
what is going on in your body?” or “What would you like to know?”
can build a relationship of trust and determine whether the child
would like to communicate [68].

Almost 40% of the parents who had lost a child also said that
they were unprepared to cope with their child’s emotional needs
and would like to access support from their care team [74]. The
professionals develop personalized care plans, manage the child’s
condition, meet physical, emotional, and spiritual needs, manage
symptoms, and improve the quality of life [5]. Themultidisciplinary
team is involved in the patient’s entire care and can listen to family
members to discuss their concerns, provide feedback on the
effectiveness of treatment, treatment wishes, and preferences, and
become a mediator of communication [37]. Tools such as two-step
interdisciplinary meetings and attachment theory-informed ad-
aptations to communication styles have been developed to
enhance doctor-patient communication, facilitate better commu-
nication outcomes, and manage difficult doctor-patient relation-
ships [33,75]. Several guidelines recommend that a
multidisciplinary team be involved in palliative care for children to
provide family-centered care [37,76]. After a comprehensive and
systematic assessment, the team offers essential physical, psycho-
logical, and spiritual support during the child’s treatment and de-
velops a care plan for the child and family [77].

Health, illness, and social circumstances are inextricably linked.
Hiding emotions, talking only about the good and not the bad, and
avoiding conflicts about taboo topics have become customs in
certain cultures [55]. Indeed, this habit is sometimes not helpful.
Hernandez et al.’s study implemented culturally adapted programs
to help children adjust to their mother’s cancer [78]. We must
recognize that cultural context might be an obstacle that some-
times goes beyond a lack of communication knowledge and skills.

Parents are emotionally unstable and unable to communicate
with their children as they go back and forth between hope and
disappointment after the doctor has given them a plethora of new
information [33]. Information overload tends to confuse parents,
leading to a feeling of loss of control and intense anxiety and fear
about the disease and treatment [55]. Active music engagement
should be available for parents of children with traumatic stress
symptoms following their child’s cancer diagnosis [79]. Preventing
parental information overload by proactively eliciting their pref-
erences for receiving details regarding the diagnosis and treatment
[80]. Professionals can take a step-by-step approach to convey
messages to parents, with several mobile programs to help parents
500
better organize and understand them [58]. Parents may discuss
emotional distress and seek financial, emotional, and spiritual
support from family, friends, and informal groups at family games
nights and parents’ afternoon tea/coffee breaks [81]. If parents
require a temporary respite from their 24-h caregiving, respite care
services are available [82]. Technology-based interventions (mobile
device-based resilience training program, internet-based guided
self-help program, and m-health supportive care intervention) can
help parents obtainmore information about the disease, participate
in psychosocial program training, and relieve painful emotions [83].
Professionals can employ narrative therapy to facilitate the
expression of feelings and sharing experiences by parents and
children. This approach can assist parents in managing the
emotional responses triggered by children [84].

There are several incorrect views about parent-child commu-
nication, especially on the topic of end-of-life discussions, where
parents and healthcare providers believe that children are unable
to understand themeaning of death or themedical information and
that informing them about it will increase the burden, leading to
negative emotions in children [68]. Medical professionals should
reject the false notion that children cannot comprehend complex
medical information. Instead, they should inquire about their pa-
tient’s understanding of their illness or impending death and then
provide them with further information based on their compre-
hension. The therapist engages in a discussion with the child
regarding the topic of death, allowing the child to express fears and
fantasies about the rapid changes in the child's body in a devel-
opmentally appropriate manner [68].

Parental avoidance can make the child feel insecure and
confused about their situation and alienate the parent-child rela-
tionship [47]. Avoidance or attempts to block them can lead to
caregivers becoming detached from their child [26]. Most children
want to be given accurate information about the disease, even at
the same time as their parents [53]. Children say that they have the
right to receive truthful information about the disease, no matter
how old they are, and that doctors or parents should not selectively
inform them of parts of the information, discussing only the good
parts and hiding the bad news [67]. In reality, the child can deter-
mine what is happening by asking the doctor, talking to other
children, or observing their physical condition [59]. To be a good
parent in pediatric palliative care, onemustmake the child aware of
reality and face it together, help the childmake decisions, andmake
unselfish decisions in the child’s best interests [17].

Mutual protection is still common in the communication of
children with cancer, and many doctors and parents believe that
telling the child has no positive impact but rather makes the child
feel anxious or panicky [26,58]. Medical personnel should promptly
identify which families may be at risk of mutual protection. The
disadvantages of mutual protection and the fact that mutual pro-
tection does not increase family stability can be delivered at the
beginning of the diagnosis of the disease [8]. Demonstrating the
benefits of positive parent-child communication to parents will not
result in feelings of regret when their child has departed [26].

Pediatric palliative care is patient- and family-centered.
Harmonious family relationships facilitate professionals meeting
the needs and satisfying the child’s and the parents’ preferences.
However, this study had several limitations. First, it only included
literature in English and published, missing facilitators and barriers
in other language contexts and grey literature. Second, some
research on open communication suggests that it should be done in
the child’s favor and does not apply to all contexts and all children.
This study considered open communication a facilitator because
most studies recommended open communication and stated that
the benefits outweighed the disadvantages.
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5. Conclusions

Facilitators and barriers in parent-child communication among
children in palliative care can provide insights for professional care
teams. Pediatric palliative care teams play an essential role in
parent-child communication. They can design interventions to
enhance the role of facilitators and mitigate the impact of barriers
by promoting the implementation of legacy-making, creating a
pleasant and favorable atmosphere for parent-child communica-
tion, providing accurate and precise information to parents,
emphasizing the importance of open parent-child communication
and its benefits to the child and family, and encouraging parent-
child communication. The readiness of most physicians to
conduct advance care discussions with parents is already high, but
it remains limited to physician-parent communication and does not
include the child in the communication. Steps should be taken to
address how parents should approach parent-child communica-
tion, appropriate topics, andways to respond to positive or negative
reactions from the child. Parents should be available to their chil-
dren to ensure they are listened to, understood, and supported.
Parents should also establish a communicative relationship with
the child, avoid an authoritarian attitude, and encourage them to
express their thoughts and concerns freely. It should also be noted
that older children need the support of their parents to face the
pain and fear of the disease while pursuing independence. Parents
should maintain appropriate distance from their older children.
Modeling parent-child communication that adapts to the local
cultural context is also necessary.
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