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Abstract


Background: Communication with patients and families at the end of life is key to quality care, allowing for informed decisions and emotional support. This study explores the experience of nursing students in clinical simulations, analyzing their emotions, perceptions of the family role, the impact on their communication skills, and their reflection on the role of nursing in these contexts. Methods: This study was conducted at the Faculty of Health Sciences of UNIE University, Spain, with 44 first-year students enrolled in the Fundamentals of Psychology in Health Sciences course. Data were collected through focus groups and reflective narratives with open-ended questions between January and February 2025. Following data collection, transcripts were generated and subjected to a thematic analysis following the COREQ checklist. Results: Five thematic blocks and their categories were identified: (T1) Family as a pillar of care; (T2) Relationship with the family; (T3) Communication as a therapeutic tool; (T4) Emerging emotions; (T5) Learning through simulation. Conclusions: The family is a fundamental pillar at the end of life, providing emotional and practical support to the patient and the care team. Communication is key to building trust and facilitating acceptance of the process. Students experience diverse emotions that reflect the complexity of the accompaniment. Simulation at the end of life allows nursing students to develop communication skills, reflect on their professional role, and manage complex emotions.
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1. Introduction


In the context of the changing healthcare landscape and the growing global aging crisis, nursing professionals are increasingly exposed to caring for people at the end of life [1,2]. However, they often face this challenge despite limited end-of-life care training and experience in managing complex end-of-life situations [3,4]. For this care to be genuinely effective and humanized, education and continuing education for healthcare personnel are key, as they enable the development of the necessary competencies to provide comprehensive end-of-life care [5,6,7]. In addition to knowledge deficits, students and professionals often experience emotional difficulties and barriers to effective communication with patients and their families [8,9]. Communication at the end of life poses a significant challenge in healthcare, as it involves managing complex, emotionally charged conversations that affect not only the patient but also the patient’s family and the care team.



In end-of-life care, nurses’ roles are particularly significant, as they are often the healthcare professionals who maintain the closest and most continuous contact with patients and their families. This proximity enables nurses to not only deliver essential technical care but also provide emotional support and accompaniment during periods of profound vulnerability. Their sustained presence and capacity to establish trusting relationships position nurses as key contributors to comprehensive end-of-life care [10].



Effectively managing these situations requires advanced communication skills that extend beyond technical knowledge [11]. Interactions with patients and families in end-of-life contexts demand sensitive, clear, and empathetic communication that conveys understanding and support while addressing complex issues such as death, end-of-life care decision-making, and acceptance of the clinical situation [12]. For nursing students, initial exposure to these scenarios often generates feelings of insecurity, anxiety, and fear related to uncertainty about how to respond appropriately [13]. Insufficient preparation in end-of-life communication may hinder the establishment of trust with patients and their families, ultimately compromising the quality of care [14].



Simulation-based learning (SBL) is a pedagogical strategy that uses simulated scenarios to replicate real clinical situations, enabling students to gain practical experience in a safe, controlled environment. This methodology has become well established as an effective tool in health education, particularly in nursing education, by facilitating the development of clinical skills, fostering critical thinking, and strengthening students’ confidence [15].



By recreating realistic clinical situations in a protected learning environment, students can develop, practice, and reflect on their communication skills and emotional regulation. SBL allows learners to confront ethical and emotional dilemmas in a guided and structured manner, promoting reflective learning [16,17]. Integrating SBL into the nursing curriculum allows students to not only develop technical skills but also broaden their theoretical knowledge and improve their decision-making abilities in complex clinical contexts [18]. Several literature reviews have analyzed the use of SBL as an effective teaching method in end-of-life care. This area requires sensitive communication and relationship skills, as well as a thorough understanding of comprehensive end-of-life patient management [19].



In addition, the effectiveness of SBL has been well documented in communication skills training and the teaching of end-of-life care-specific content for nursing students and other healthcare professionals [20]. Other reviews have highlighted the positive impact of SBL in both undergraduate and graduate nursing programs [17]. Evidence indicates that its implementation significantly improves students’ confidence, knowledge, practical skills, and attitudes toward caring for patients in the terminal phase of illness, as well as toward empathic communication with patients and their families [8,21].



Through simulation, future nursing professionals learn to engage in active listening, to provide transparent and honest information tailored to individual needs, and to offer emotional support while respecting patient dignity during the final stages of life [22]. Moreover, these experiences may help reduce the stress and anxiety associated with exposure to death, thereby facilitating better adaptation to real clinical practice [23]. Previous research has primarily focused on analyzing the components of simulation, learning outcomes among participants, and the role and competencies of facilitators within simulation-based learning contexts [24,25]. However, there is limited evidence exploring how nursing students subjectively experience end-of-life simulation scenarios, particularly at the early stages of their academic training.



The emotional responses, meaning-making processes, and reflections on professional identity that emerge when first-year nursing students are first exposed to end-of-life communication through simulation remain largely unexplored. Understanding these early experiences is particularly relevant, as they may shape students’ attitudes, confidence, and relational approaches to end-of-life care throughout their professional development.



Addressing this gap, the present study explores the lived experiences of first-year nursing students participating in simulation-based learning focused on communication in end-of-life situations. By examining students’ perceptions, emotions, and reflections on their professional role, this study aims to deepen understanding of the formative impact of early exposure to end-of-life care through simulation.




2. Materials and Methods


2.1. Study Design


A qualitative descriptive exploratory design was employed to gain an in-depth understanding of nursing students’ experiences during participation in end-of-life clinical simulation. This approach is particularly appropriate for studies aiming to describe participants’ perceptions and experiences in a comprehensive, low-inference manner, while remaining close to the data and participants’ own accounts [26]. Qualitative descriptive designs allow for a rich, contextualized description of complex phenomena without the theoretical or philosophical commitments required by phenomenological methodologies. This design was considered suitable given the study’s objective of exploring students’ experiences and reflections rather than generating interpretative phenomenological meanings [27,28].




2.2. Experience or Role of Researchers


The research team consisted of seven women and four men, including five professionals with qualitative research design experience (EGC; ATR; PPH; ASC; MCHC), two researchers with clinical and research experience in clinical psychology and mental health (PPH; ASC), and two researchers with palliative and end-of-life care experience (MCHC; ECS). Data were triangulated by two external researchers (RJV; AMS). Two researchers specialized in the use of clinical simulation (EGC, ASC) conducted focus groups (FG). The investigators’ positions were established within the theoretical framework, their beliefs, previous experience, and personal motivations for participating in the research. The entire team participated in evaluating each stage of the research process to reduce investigator bias.




2.3. Participants and Setting


This study was conducted at a university in the Community of Madrid, Spain, where the undergraduate nursing degree comprises four academic years. The course Fundamentals of Psychology in Health Sciences, which forms part of the first-year curriculum, carries 6 European Credit Transfer and Accumulation System (ECTS) credits.



Purposive sampling was employed to select participants based on their capacity to provide relevant and information-rich data in relation to the research questions [29]. The inclusion criteria were: (i) first-year undergraduate nursing students and (ii) enrolment in the course Fundamentals of Psychology in Health Sciences at a Spanish university, with completion of the clinical simulation.



Participation was offered to all students and did not influence their academic evaluation, regardless of whether they chose to participate in the study. Of the 60 students invited, 44 agreed to participate; among them, 21 participated in focus groups (FG) and 23 contributed reflective narratives (RN) [30].



Participation in the qualitative phase was voluntary. All eligible students were invited to participate in the study after completing the simulation. Students who were available and willing to participate at the scheduled time were included in the focus groups (FGs). Those who were unable to attend the group sessions or preferred an individual format were offered the option to contribute through a written reflective narrative (RN). This strategy ensured that all students had the opportunity to share their experiences, regardless of logistical constraints or personal preferences.




2.4. Simulation Scenario and Learning Design


The simulation-based learning experience was designed using standardized patients to recreate realistic end-of-life care situations focused on communication with patients and families. 2 distinct simulation scenarios were developed, both aligned with the learning objectives of the course Fundamentals of Psychology in Health Sciences and aimed at fostering reflection on communication, emotional management, ethical dilemmas, and the professional role of nurses in end-of-life contexts.



Each simulation scenario lasted approximately 45 min and followed a structured process comprising prebriefing, briefing, and debriefing phases. During the prebriefing, students were informed about the learning objectives, the simulation environment, and the rules established to ensure psychological safety. The briefing phase provided contextual and clinical information specific to each scenario, including the roles participants would assume. After completion of each scenario, a structured debriefing was conducted and facilitated by faculty members with expertise in clinical simulation, focusing on emotional experiences, communication strategies, ethical challenges, and reflection on the nursing role.



Students participated in the simulation assuming the role of nurses. For each scenario, 2 students actively engaged in the simulated interaction. In contrast, the remaining students observed the scenario in situ, allowing them to reflect on communication dynamics, emotional responses, and professional behaviors from an observer perspective. The first scenario represented a hospitalized patient at the end of life who was unaware of the severity of their condition and the imminence of death. At the same time, the family was fully informed and explicitly requested that the patient not be informed of the prognosis. This scenario was designed to explore communication challenges related to the conspiracy of silence, ethical tensions, and the management of complex family–patient dynamics.



The second scenario depicted a patient receiving end-of-life care at home, with a primary family caregiver present. The focus of this scenario was on providing emotional support to the caregiver, facilitating empathetic communication, and addressing the needs of both the patient and the family within a home-based end-of-life care context. The primary learning objectives of the simulation experience were to develop communication skills in end-of-life situations, explore the family’s role in care, identify and manage emotional responses, and promote critical reflection on nurses’ professional roles in palliative and end-of-life care.




2.5. Data Collection Instrument


Focus groups (FGs) were selected as the primary data collection strategy due to their suitability for exploring shared experiences and collective reflection following simulation-based learning. This methodology allowed participants to discuss and jointly reflect on their experiences, creating a dialogical space that facilitated the emergence of diverse perspectives and deepened the data. Focus groups are particularly appropriate in qualitative research, as they encourage interaction among participants and promote the exploration of meanings constructed through social exchange. The design and implementation of the FGs followed established methodological guidelines for focus group research [31,32,33].



All eligible students were invited to participate in the qualitative phase of the study after completing the simulation experience. Participation was voluntary and independent of academic evaluation. Students who were available and willing to participate at the scheduled time were included in the focus groups. Those who were unable to attend the group sessions or preferred an individual, more reflective format were offered the opportunity to contribute through a written reflective narrative (RN). This approach was intentionally adopted to promote inclusivity and to ensure that all students could share their experiences, regardless of logistical constraints or personal preferences.



Each FG comprised 9–11 participants, guided by a moderator and accompanied by an observer. They took place at the university with participants seated facing each other to encourage interaction, data collection, and direct observation. The moderator asked questions, and each participant responded in turn. The observer complemented the moderator’s work, highlighting key points and taking notes. A thematic guide was used, which, although focused on obtaining information specific to the study area, allowed sufficient flexibility to promote discussion and interaction among participants (Table 1). Due to the flexible nature of data collection in qualitative studies, the moderator also explored additional themes that emerged from the participants’ interventions and related to the research question. All FGs were audio-recorded with participants’ prior consent. Two sessions were conducted, in which no new relevant information emerged during data analysis, and their average duration was 87 min. Before starting the analysis, participants were allowed to review the transcripts. The group dynamics fostered the expression of a wide range of perceptions and emotions, facilitating a deeper understanding of the feelings and insights that emerged from this formative experience.



In addition to the focus groups (FGs), researchers’ field notes and participants’ reflective narratives (RNs) were included to capture a broader range of perspectives. These narratives were provided by students who did not participate in the FGs but expressed interest in contributing to the study. The guiding questions were identical for both the focus groups and the reflective narratives.



Participants submitted their written reflections voluntarily via the virtual campus, thereby enriching the qualitative analysis. A total of 23 individual narratives were collected, comprising 3506 written words. Within these narratives, participants shared detailed accounts of their experiences during the simulations, describing not only the events themselves but also incorporating in-depth subjective reflections [34].



These contributions provided a more intimate and enriched understanding of the participants’ experiences [35]. This methodological triangulation enabled a more nuanced and contextualized exploration of lived experiences during the simulation focused on end-of-life communication [36]. Data collection was conducted between January and February 2025, which facilitated a detailed analysis of the topic [37].




2.6. Data Analysis


Textual transcriptions were made for each FG, field notes from the researchers, and the reflective narratives. These data were meticulously stored, managed, classified, and organized using ATLAS.ti.24, a qualitative data analysis software [38]. The collected data were analyzed using thematic analysis [39]. This method was selected for its flexibility and its ability to identify and interpret significant patterns in the qualitative data. An inductive approach was adopted, involving the systematic identification of relevant text segments to address the research objectives. From the participants’ narratives, a categorization process was developed based on the meanings inherent in their experiences, organizing them into thematic groups. This interactive procedure allowed us to generate a nuanced understanding of their perceptions and experiences, culminating in the identification of general themes that capture the essence of their narratives. The analysis was carried out following these steps [40]:




	
Familiarization with the data, through transcription and repeated reading of the material.



	
Generation of initial codes, systematically identifying relevant characteristics.



	
Searching for themes, grouping the codes into possible thematic categories.



	
Review and refinement of themes to ensure internal coherence and alignment with research objectives.



	
Defining and naming the themes, clearly articulating the findings.



	
Presentation of the themes, supported by illustrative quotations that strengthen the credibility of the analysis.








Thematic analysis, following the framework proposed by Braun and Clarke, was selected because it aligns well with a qualitative descriptive approach, allowing for the systematic identification and organization of patterns in participants’ accounts while maintaining closeness to the data and minimizing interpretative abstraction.



Six researchers (EGC; ATR; PPH; RMP; ASC; MCHC), experts in qualitative research, independently developed the process for obtaining themes and categories, culminating in the exchange of both and a consensus on the final analysis decisions. In the event of divergent opinions, the theme was identified by consensus among the research team.




2.7. Quality and Rigor Criteria


The study followed the Consolidated Criteria for Qualitative Research Reporting (COREQ) [41] (See Supplementary File S1). The Guba and Lincoln reliability criteria were applied [42,43,44,45]. Data triangulation was applied among the researchers involved in the analysis, and independent researchers reviewed the analytical process to enhance credibility. Participants were invited to review the transcripts and provide additional relevant information. Transferability was supported through a detailed description of the research setting, participants, context, and methodological procedures. Confirmability was strengthened by incorporating variability in participants’ experiences and perspectives. Each researcher conducted the reading and initial analysis independently, after which emerging themes and categories were compared, discussed, and agreed upon through consensus.





3. Results


3.1. Participants’ Characteristics


Of the nursing students who met the inclusion criteria, 44 (73.3%) participated in the study. The majority of participants were female (n = 36; 81.8%), while eight participants were male (18.2%). The mean age of the sample was 20.4 years (range: 17–28 years). The gender distribution reflects the predominance of female students in undergraduate nursing programs in Spanish universities. All participants were first-year nursing students enrolled in the Fundamentals of Psychology in Health Sciences course.




3.2. Themes


Five thematic blocks and their respective categories were identified (see Table 2): (T1) Family as a pillar of care, (T2) Relationship with the family, (T3) Communication as a therapeutic tool, (T4) Emerging emotions, (T5) Learning through simulation.



	
Theme 1. Family as a pillar of care.






In the analysis of the narratives, the family’s central role at the end of life emerges as a cross-cutting theme, positioning it as a fundamental pillar of support for both the patient and the healthcare team. This theme reflects students’ perceptions that the family not only accompanies the patient, but also assumes active emotional and practical roles throughout the end-of-life process. This theme shows how participants rely on their family as a foundation for coping with challenges.



A first dimension that emerges from the narratives is the family’s involvement in the care process. It is perceived as a key element for a person at the end of life to face their illness. “It is important to give the family member a voice; the person in end-of-life care is coping with this situation thanks to his or her family” (FG1-1). Family accompaniment is not an ancillary element but a fundamental source of emotional support and stability for the patient. Making the emotional needs of both the patient and their family context visible is essential, as the increased caregiving burden is also associated with a significant emotional impact that often remains unacknowledged.



Recognizing these needs enables not only more comprehensive support but also the prevention of exhaustion or overload that may compromise caregivers’ well-being. This process requires ongoing professional accompaniment to ensure that family involvement does not place primary caregivers under emotional or physical strain. Within this framework, the family’s role in the care plan is acknowledged as highly relevant—not merely in terms of presence, but in understanding and actively participating in care-related decisions and dynamics. Healthcare professionals, particularly nurses, should intentionally facilitate and support this active involvement. “I think it is useful as a nurse to explain the situation to the family to involve them” (FG2-4). Clear, close communication, adapted to the family context, becomes essential to empower family members to act in a safer, more conscious manner. In this same vein, the need to create spaces for dialog that integrate the team, the patient, and the patient’s family environment is emphasized, promoting a holistic view of care. “It is possible to talk to the patient and the team so that the family is also involved in the situation” (FG2-8). The family, moreover, represents a constant and multifaceted support that is not limited to the physical or logistical, but also includes a deep emotional accompaniment, often invisible but absolutely decisive in the experience of the end of life. “The protagonist is the family at the end of life” (FG1-9). In this sense, the students’ simulated experience enabled them to recognize, more experientially, the family’s central role in accompanying the patient at the end of life.



	
Theme 2. Relationship with the family.






In the end-of-life context, the importance of the relationship with the family is clearly evident, not only as part of the accompaniment process but also as a fundamental element for effective communication, building trust, and emotionally supporting both the patient and their relatives. This theme focuses on the quality, dynamics, and emotional aspects of interactions with family members, including closeness, communication, and relational tensions.



One of the first categories to emerge in the testimonies is empathy and trust as the basis of the relationship. According to the students, establishing a bond of trust and understanding with family members makes it possible to create a space where emotional expression and respectful accompaniment are possible. “Trust with the family facilitates contact with them” (FG1-3). For them, this trust does not arise automatically, but is built through continuous presence, active listening, and respect for family members’ time and needs. There are times when family members do not feel prepared to face the imminence of death, and that is where professional accompaniment becomes essential: “When a decisive moment arrives, they may not feel prepared for that moment and need our help” (FG1-6).



Transparency and the adjustment of expectations constitute another fundamental dimension of this issue. In end-of-life care, one of the main challenges is helping family members understand that the goal is no longer cure but the preservation of quality of life. This shift in the therapeutic approach requires deliberate, ongoing communicative work to facilitate acceptance and realign expectations: “The family member has to understand and internalize that we are not going to cure” (FG2-1). This understanding is not always immediate and often generates internal tensions or family conflicts. “I think the objective of end-of-life care is different; you have to be prepared, you are not going to recover” (FG2-8). From this need to emotionally accompany also arises the exploration of the family member’s internal world. Some reflect the importance not only of informing, but also of understanding from where the family member is speaking: “I think it is necessary to explore the motives of the family members in that situation at the end of life, how they felt” (FG2-8).



This humanized approach seeks to establish a deeper connection with those surrounding the patient, enabling more personalized accompaniment. Participants also highlighted the importance of bringing perspectives closer together, understood as the team’s ability to recognize each family member’s emotional state and to adapt both communication and the pace of accompaniment to each family member’s level of understanding and acceptance. This process, rather than being linear, requires continuous active listening, sensitivity, and responsiveness to individual needs: “To see where each one is in the situation of the disease and to bring positions closer together” (FG2-1). It is a matter of recognizing that each family experiences its process differently, and that care must be tailored to these differences to be genuinely effective.



	
Theme 3. Communication as a therapeutic tool.






The analyzed narratives and focus groups indicate that communication is not only a professional tool, but also a profoundly human component that directly influences the quality of care and the emotional experience of both patients and their families. Students recognized that nonverbal communication, physical positioning, and the manner of approaching others are fundamental elements in creating an environment of trust and respect. “It seems that when you are standing, there is more distance. I like to sit next to him, to approach him” (FG1-2). This apparently unimportant action makes a difference in the relationship by conveying availability and closeness. At the same time, it is recognized that not all gestures are well received and that it is necessary to adapt body language to each person: “We don’t all like the same thing, for example, touching them” (FG1-2). This sensitivity to the other’s individuality reflects an affective and ethical communication, attentive to personal limits. The dimension of active listening and emotional containment is also very present. Listening implies not only hearing, but also capturing emotions, sustaining silences, and knowing when to intervene. “The fact of not pressuring at that moment, that they could change their mind at any time, is fundamental” (FG1-6).



Recognizing the other person’s time and allowing dialog to unfold at their own pace is an essential component of accompaniment. Students demonstrated a clear awareness that, although suffering can be alleviated, it does not disappear entirely, and that an essential part of communicative work lies in accompanying this suffering with empathy: “We must alleviate, but the suffering does not disappear…” (FG1-4). Beyond words, what relatives and patients value is the feeling that they are being understood in their pain and concern. This idea is expressed by one of the students: “Perhaps what is important is that the family feels that we are empathizing with them” (FG1-5). This dimension also extends to the treatment, the tone, and the use of silence as a form of respectful presence. “It has been a complicated and uncomfortable time, but it has to be done with tact and above all respecting and having silences, which for me have been key and very useful” (RN7). The silences, far from being empty, become spaces of emotional containment and respect.



The accounts clearly reflect the difficulties students experience when communicating with family members, particularly when conveying sensitive information or responding to intense emotions. Feelings of insecurity and fear of causing harm or saying something inappropriate were recurrent across several testimonies: “There were so many things I wanted to say that I did not know how to do it, what I could say that would be good for her or not” (FG2-1); “I was afraid to say something because I do not know how she will feel, how she lives it” (FG2-2). These fragments evidence the emotional burden of communicating in these contexts, and how they may feel overwhelmed by the uncertainty of the other’s reaction. In addition, they describe moments when they faced difficult questions from patients: “When the patient starts asking questions that you don’t know how to answer, about his diagnosis, how serious we saw him, and if he was going to die, among others” (RN1); ‘Having to answer uncomfortable and difficult to answer questions from the patient’ (RN3). These situations generate tension and require strategies to manage the emotional impact of what is said and what cannot be said. “Not being able to answer everything the patient asked, I tried to divert his concern and focus it on something else” (RN4). A particularly interesting perspective appears when a student refers to his own experience as a patient, and how that modified his way of communicating: “I was admitted, and I remember how important it was for me how they addressed me, how they spoke to me, so I know how necessary it is” (FG1-3). This statement offers a reflective perspective that links lived experience with professional practice, reinforcing the importance of careful, humanized, and empathetic communication.



Students recognize the need to be trained not only technically, but also in specific communication and relationship skills: “I think we need to have a lot of communication skills to be able to deal with these situations” (FG1-6). In this sense, another student states, “I would ask her what concerns she has and give her the resources we can offer her family member, make that situation as good as possible” (FG1-5), reflecting an approach centered on the other, proactive, and sensitive. Direct experience with real or simulated situations leads those being trained to reflect on their communicative preparation. “In general, dealing with the patient was something new for me, and I found it more complicated than I thought” (RN9), expresses one student. At the same time, another student pointed, “In part, well, I knew how to handle the situation. But in others, it was a bit of a ‘what do I tell him now’ block” (RN19).



These experiences reflect the challenge of sustaining authentic communication in high-emotion contexts and highlight the need for specialized training in advanced communication skills. Students also describe the need to address situations of denial or the repeated expression of unrealistic demands by family members or patients, as part of the communicative work involved in conveying compassionate truth: “If it comes back again and again I would intervene to give a touch of reality, tell him that indeed we are not going to cure him but that, although it is bad we are here to help him to carry it” (FG1-7). This type of intervention requires balance, clarity, and affection, and becomes a therapeutic act in itself.



	
Theme 4. Emerging emotions.






Throughout the experiences reported, different personal reactions emerge, linked both to the interaction with the patient and their relatives and to the difficulty of the professional experience itself. In some cases, fear is expressed at the possibility of encountering altered emotional states and without resources for grief management: “I was afraid of encountering an angry person without grief management. I think it would be difficult for me to communicate with such a person, it would be difficult for me” (FG1-2). However, emotions of reassurance and trust are also expressed, especially when the other person is perceived as open to receiving help: “I felt reassured, because when I asked for information I said that he/she would let me advise him/her” (FG1-4).



Regarding the emotional manifestations of the patient or family members, some describe an attitude of acceptance and normalization, considering that crying does not represent a difficulty in the interaction: “If the family member cries, it seems to me a normal reaction, he cries, I let off steam, it does not seem a problem for me” (FG1-6). In these situations, crying is perceived as a legitimate and healthy form of emotional expression that does not interfere with the therapeutic bond and may even strengthen it by creating a space for authenticity. In contrast, students reported greater difficulty when family members had not accepted the situation, even when emotional expression, such as crying, was present: “It would have been more difficult for me, even if I cried, if the family member had not accepted the situation” (FG1-5). Here, it is not seen only as an emotional discharge, but as a possible sign of blockage or denial, which adds complexity to the intervention. Concern arises when relatives entirely delegate decisions to professionals: “And if the relatives throw the ball to us to decide on a decision-making that worries me” (FG1-8). Despite this, some find comfort in establishing an empathic connection that facilitates mutual understanding: “I felt good asking their fears in case I could solve” (FG1-8).



In intense situations, emotions are experienced in an ambiguous or confused way, “The fact that the patient started to cry, I handled it as if on autopilot, I did not know exactly what I was doing” (RN4), or the feeling of not being completely sure of the way to communicate: “I did not feel one hundred percent sure of myself when it came to expressing it” (RN10). This expression illustrates how, in certain circumstances, an almost instinctive response is activated, leading students to act without full awareness of their words or gestures and to be guided more by the emotional urgency of the moment than by a planned communicative strategy. Fear of saying something inappropriate, uncertainty about how to adequately contain emotional reactions, or concerns about failing to meet the other person’s needs are commonly present in these encounters, generating a significant emotional burden that often extends beyond the immediate clinical interaction.



Finally, an emotional evolution stands out, where the initial nervousness gives way to a greater calm and relief, especially when the patient has assumed her situation: “I was nervous about screwing up, but then I relaxed when I talked to her and saw that she had assumed her death” (FG2-4). This emotional transition reflects not only the nursing student’s personal adaptation in a context of uncertainty and vulnerability, but also the strength that the therapeutic relationship can offer when grounded in authenticity and emotional connection.



	
Theme 5. Learning through simulation.






The simulation experience has deepened understanding of the complexity of the professional role and underscored the importance of the human component in care. These experiences are considered key to developing skills in managing complex situations: “We must learn to manage these situations because we work with people” (FG1-3). From these experiences, students show a change in their approach to care, giving greater weight to the relational dimension than to the technical dimension. “I think we are going to live similar situations that here in simulation helps me to put myself in that difficult situation for me more than the technical one” (FG2-7).



The simulation also generates a critical reflection on the profession, promoting self-knowledge and the rethinking of competency development: “It has changed my concept of nursing. Doing this simulation, I have been able to rethink what nursing professionals do, what I have to focus on when developing my competencies, and how difficult it is to achieve everything…” (FG1-7). They begin to visualize their role beyond technical tasks, recognizing themselves as an essential support for patients and families: “You see the tasks, but we also see beyond that, the contact with family members, the support we give to patients” (FG2-3). “You are going to be a fundamental support… You are going to be their face… they are going to remember you when their relative is gone” (FG1-4).



Among the most significant learnings that emerged from the simulation, students highlighted the recognition of communication as a key competence in nursing practice, in some cases perceived as more relevant than technical knowledge. The following statement illustrates this perspective: “I have realized that communication is more important than technique in these situations” (FG1-2); “I think we have to develop many communication skills to be able to deal with this type of situation” (RN5). The experience also revealed aspects of nursing practice that were previously unfamiliar to students, thereby broadening their understanding of the professional role, particularly in sensitive contexts such as end-of-life care: “I did not have this idea of nursing; this simulation has helped me understand what is done in end-of-life situations” (RN11); “Until you are a family member, a patient or get involved in this area, you do not get to know the depth of what studying nursing involves” (FGP1-4).



These results reflect the complexity of understanding the communication of bad news in situations of high emotional complexity. Figure 1 allows us to establish the following themes: (T1) Family as a pillar of care; (T2) Relationship with the family; (T3) Communication as a therapeutic tool; (T4) Emerging emotions; (T5) Learning through simulation.



The ATLAS-ti.24 program was used to code and synthesize the data, and a graphic designer prepared the results as a map of agents and interactions, as shown in Figure 1.





4. Discussion


The study aimed to analyze the impact of SBL on nursing students’ communication skills, their understanding of the complexity of end-of-life situations for both the patient and the family, and their improved identification of the nursing role within multidisciplinary teams in this field. In this sense, the results of this study highlight its value as a learning strategy for training nursing students in end-of-life communication, in line with other authors’ findings [19,20]. It has been observed that it not only improves students’ communication skills but also significantly impacts their emotional development and professional role recognition. Through simulation-based experiences, it was possible to not only observe the dynamics of caregiving but also identify emotional reactions among students and family members, revealing the depth of relationships built at the end of life.



4.1. Comparison with Existing Evidence


The complexity of communication in end-of-life situations requires specific preparation, as it involves technical, ethical, and emotional aspects that cannot always be acquired solely through theoretical teaching or traditional clinical experience [22]. Central to the findings is the reduction in anxiety and increase in confidence among students following their participation in the simulated scenarios. Before the simulation, many expressed fear and insecurity about the possibility of giving inappropriate responses or of not knowing how to handle patients’ and their families’ emotional reactions. However, after the experience, there was evidence of strengthened communication skills and greater confidence in their performance. These results align with previous studies showing that clinical simulation favors the acquisition of competencies in high-emotional-load situations, reducing anticipatory anxiety and improving preparation for professional practice [23,46].



It is also reaffirmed that, despite previous experiences, students continue to face intense emotional reactions to death and the dying process in real clinical settings [47,48]. Ensuring their psychological safety is therefore critical when designing and implementing SBL related to palliative and end-of-life care. This approach not only allows these experiences to be addressed from a space of containment and protection but also favors deep and meaningful learning, without causing emotional harm [49]. The SBL has enabled students to experience the emotional impact of accompanying patients at the end of life more authentically [50]. Underlying many discourses is the need to make visible the emotional demands of the family environment, since students recognize that care is not only directed at the sick person, but also extends to their family, who often go through the process in silence, caring and supporting without asking for help. In this context, the SBL becomes a space for emotional and professional exploration where students can observe how a trusting relationship is built and which communicative strategies are most effective in providing emotional support [51]. Thus, the simulated scenarios have facilitated the recognition and management of both one’s own and others’ emotions, allowing practice in identifying nonverbal cues, exploring underlying emotions, and adjusting intervention from an empathic and personalized perspective [52].



Another relevant finding is the perception of the simulation as a safe space for learning and experimentation. The students noted that being able to make mistakes and receive feedback in a safe, controlled environment enabled them to reflect on their performance and improve their skills [53]. This reflection-based learning component is key, as it allows for the integration of theoretical knowledge with practical experience, reinforcing the ability to make informed and ethically grounded decisions in real situations [54]. In addition, active learning is encouraged, promoting self-awareness and self-evaluation, fundamental skills for professional practice [55].



From an ethical and emotional perspective, the results indicate that simulation contributes to the development of empathy and active listening skills in nursing students. End-of-life communication involves not only conveying information clearly and understandably [56] but also providing emotional containment and validating patients’ and their families’ feelings [18]. Students emphasized that the experience heightened their awareness of the impact that their words and attitudes can have on individuals experiencing profound vulnerability. These findings reinforce the importance of incorporating structured training in empathic communication into nursing education programs, ensuring that future professionals are prepared to adopt an accompanying role that respects and preserves patient dignity [19,57].



On the other hand, the SLB allowed students to reflect on the role of the family in end-of-life care. In many cases, family members are the ones who make crucial decisions and require guidance and support from healthcare professionals [58]. It became evident that care is not exclusively directed to the patient but also extends to their family environment, which often goes through this process in silence, holding and caring for one another without asking for help. The students were able to visualize more clearly these emotional demands of the family environment, recognizing the need to adapt their interventions so that these are genuinely effective and respectful of the diversity of experiences [24,59].



However, the study also identified specific challenges in implementing simulation as a learning tool. Students’ emotional responses varied considerably and influenced their levels of participation and learning. Those with prior personal experiences related to death reported a greater emotional burden during the simulation, which in some cases adversely affected their performance. These findings suggest the need to intentionally integrate experiential learning strategies with structured emotional support, ensuring that students can process their emotions effectively and learn from the experience without becoming overwhelmed [19].



A comprehensive understanding of nursing education enables the design of more effective and sensitive pedagogical strategies to prepare professionals capable of delivering holistic and deeply humanized care to patients and their families during the most delicate moments of life. In this regard, the progressive incorporation of tools such as clinical simulation into nursing curricula represents a formative commitment that extends beyond the acquisition of technical skills, emphasizing the development of ethical, communicative, and empathic competencies that are essential for sensitively accompanying the final stages of the life cycle. Consistent with previous studies, these findings reaffirm the value of SBL as an innovative strategy for teaching end-of-life communication, as it allows students to experience and reflect on the human dimension of care while promoting comprehensive training aligned with the principles of patient-centered care [19,50,53,60]. The findings underscore the need to explore further and refine these methodologies to ensure that future professionals are prepared to meet the emotional and ethical challenges of this type of care, benefiting not only their training but also the quality and humanity of care provided in clinical settings.




4.2. Strengths and Limitations


This study highlights two key strengths. First, it offers an innovative perspective on transforming the university educational model, advocating the use of clinical simulation to enhance understanding and reflection on realistic scenarios in a safe, controlled environment. Secondly, SBL not only stimulates student engagement and participation but also promotes deeper, more meaningful learning.



Despite these contributions, the study has several limitations. Conducted at a single university in Spain, the findings may not be generalizable to other educational or healthcare contexts without further complementary research. In addition, while the qualitative approach provides an in-depth understanding of students’ experiences and their satisfaction with the methodology, it does not allow for an objective assessment of the impact of simulation-based learning on communicative competencies.



Other methodological considerations should be acknowledged. Self-selection bias may have influenced the results, as participating students could have been more motivated or engaged than their peers. Social desirability bias is also possible, with participants providing more positive feedback to align with the researchers’ expectations. Moreover, data were collected immediately after simulation sessions, capturing only initial reactions and potentially overlooking longer-term reflections or changes in competence. The lack of a comparison group limits the ability to contextualize these experiences or evaluate the added value of simulation relative to traditional teaching methods. Finally, the translation process of qualitative data introduces potential interpretation bias, despite careful efforts to maintain fidelity.



Future research could address these limitations by expanding the range of simulation scenarios; for example, incorporating situations such as breaking bad news or facilitating shared decision-making, and by complementing qualitative approaches with quantitative studies to assess the impact of simulation-based learning on student outcomes objectively.





5. Conclusions


Clinical simulation in end-of-life scenarios is perceived as a valuable pedagogical strategy in nursing education, as it provides a safe environment for students to explore both professional competencies and emotional responses. Students initially experience fear, insecurity, and anxiety about the possibility of making mistakes or feeling unprepared to respond emotionally. However, simulation-based learning facilitates the development of advanced communication skills adapted to specific clinical contexts, strengthens professional identity, and fosters an empathetic, reflective, and patient-centered approach.



The study also highlights the family’s central role in the dying process. Students learn that communication with family members is not merely a means of exchanging information but a therapeutic intervention that profoundly influences care quality and the emotional experience of both patients and healthcare teams. Simulation helps students develop skills in empathy, trust-building, active listening, and compassionate presence, reinforcing the humanized approach essential in end-of-life care.



Overall, SBL enhances students’ understanding of the nursing role in clinical practice, integrating technical, relational, and emotional competencies, and preparing them to provide holistic, patient- and family-centered care.
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Figure 1. Qualitative Data Analysis. 
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Table 1. Semi-structured question script.
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	Interview Questions





	How did you experience the end-of-life simulation?

What emotions arose during or after the experience?

How did you experience the interaction with the family members in the simulation? How did you handle this situation?

How did you feel during the simulation, both towards the patient and the family?

How did you perceive the role of the family in the patient care process?

Did this experience change the way you view the end of life from a professional role?

How do you think the simulation experience influences your preparation to face real situations with patients at the end of life?

What key learnings did you take away from this simulation that you think you will carry with you?










 





Table 2. Themes and categories.
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	Themes (T)
	Categories





	T1
	Family as a pillar of care
	Family involvement

Visibilization of emotional demands

Active role

Emotional support



	T2
	Relationship with the family
	Empathy and trust

Adjustment of expectations

Exploration of the family’s inner world

Humanized approach

Approach postures



	T3
	Communication as a therapeutic tool
	Non-verbal communication

Active listening and emotional containment

Use of silence

Barriers

Need for training



	T4
	Emerging emotions
	Personal reactions

Emotional manifestations of the patient

Ambiguity/Confusion

Emotional evolution



	T5
	Learning through simulation
	Awareness of the nursing role

Relevance of the relational dimension

Recognition of communication
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