
INTRODUCTION

Ageing leads to important changes in the health profile of 

the elderly, causing the appearance of one or more chronic 

diseases. These vicissitudes, over time, lead to hemodynamic 

and metabolic dysfunction, in addition to having negative im-

pacts on biological, emotional, social, and spiritual factors in 

the elderly. In particular, changes in physiological functions 

permeate the ageing process, impairing the basic human needs 

(BHNs) of these individuals [1].

Elderly people with altered BHNs are more likely to need 

help in their daily activities, such as maintenance of hygiene, 

food, and rest, among other requirements. In addition, they 

often experience long periods of hospitalisation due to the 

symptoms caused by the illness process and unmet needs, 

which end up negatively damaging the quality of life and in-

dependence of the elderly [2].

According to Abraham Maslow’s hierarchy of BHNs [3], 

human beings have psychobiological, psychosocial, and psy-

chospiritual needs, which are interrelated and are part of an 

indivisible whole. Although these needs are common to hu-

manity, they differ in their manifestations and in the way they 

are met by health professionals when assisting a person [3].

BHNs are studied with consideration of their psychobiologi-
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cal, psychosocial, and psychospiritual dimensions [3]. The 

former is closely related to the physical body and the physi-

ological functions of oxygenation, feeding, elimination, sleep, 

and rest. Regarding psychosocial needs, each person presents 

emotional manifestations such as anxiety, sadness, and fear, as 

well as interactive social and family attitudes and a require-

ment for self-esteem and self-fulfilment. Psychospiritual needs 

are represented by belief or faith, as well as by ethical and 

theological principles, and are also marked by expressions of 

each person’s spirituality [3-5].

Thus, it is mandatory to understand and know how to iden-

tify BHNs and to recognise BHN impairment. During illness, 

elderly people often suffer due to a decline in their health con-

dition and require active care aiming to improve the quality of 

their life. Therefore, an alternative to curative care is palliative 

care, because it favours the continuity of life for elderly people 

as bio-psycho-social-spiritual beings, in order to improve 

their quality of their life and attenuate the signs and symptoms 

of the disease. Thus, the philosophy of palliative care should be 

emphasised, since it aims to promote autonomy, independence, 

and improvement in the quality of life of elderly people [6].

In recent years, new evidence has emerged regarding ways to 

improve patient care in palliative care. This includes identify-

ing and recognising the particularities of patients’ physical, so-

cial, emotional, and spiritual dimensions, thus allowing better 

decision-making in care planning, improved interdisciplinary 

action, an early approach associated with disease-modifying 

therapy, and the promotion of autonomy [7].

In a quest to understand the present situation, we found that 

studies have investigated the needs of elderly people facing 

challenges in their social lives, psychological health, and activ-

ities related to self-care, as well as the environment in which 

they live and interact [8]. However, there is a lack of studies 

specifically investigating the needs of elderly individuals who 

are receiving palliative care [9].

To identify BHNs in elderly people receiving palliative care, 

it is fundamental to respect their individuality and autonomy 

in care planning, since doing so aims to promote active and 

comprehensive care [7,9].

When considering these needs and individualised care plans, 

it should be understood that nursing is a science, where the 

object of study is care. Through such an understanding, re-

search in this field seeks to promote the means for satisfying 

BHNs, during conditions that decrease health, using Hender-

son’s theoretical framework that addresses BHNs [4].

According to Henderson’s theory, nurses achieve their pur-

pose by initiating a process that evaluates patients’ BHNs and 

helps to meet their needs. A nurse can meet BHNs directly 

when a patient is unable to meet his or her own needs, or in-

directly when a nurse assists a patient by obtaining the services 

of a person, agency, or resource in order to meet the BHNs [4].

Most research dealing with human needs in palliative care 

for the elderly has focused on communication [1,7,10], pain 

management [1,2], and the well-being of patients and their 

families [6] as separate needs. However, there is a shortage of 

published literature dealing with these needs in an integrated 

and holistic way. If patients are viewed as bio-psycho-social-

spiritual beings, then the integration of these coping strategies 

in a holistic manner should be encouraged for patients in pal-

liative care. The purpose of this scoping review was to identify 

the scientific evidence on BHNs in the elderly in palliative care.

METHODS

1. Study design

This scoping review is based on the recommendations of the 

Joanna Briggs Institute (JBI) [11]. A scoping review synthesises 

evidence on a particular centralised theme (based on the best 

information available), which is adaptable to health problems 

of different origins, and uses a wide range of research meth-

odologies to generate relative evidence on the theme [12]. To 

ensure methodological rigor, the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses Extension for Scoping 

Reviews (PRISMA-ScR) checklist [13] was used.

2. Search strategy

To identify potentially relevant articles, inclusion and exclu-

sion criteria were applied in the search for DeCS and MeSH 

descriptors in Portuguese, English, and Spanish, and their 

combinations were used to build the strategies: “Needs As-

sessment” AND “Aged” AND “Palliative Care” OR “Needs 

Assessment” AND “Aged” AND “Hospice Care.” For example, 

in PubMed, the following search terms were used to locate 
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relevant articles: (((((“Palliative Care”[Mesh]) OR “Hospice 

Care”[Mesh]) OR “Terminal Care”[Mesh]) AND ((“Needs 

Assessment”[Mesh]))) AND (((“Aged”))))).

To construct the research question and establish the inclusion 

and exclusion criteria, the population, concept, and context 

(PCC) strategy was used. The PCC strategy is a mnemonic 

that helps to identify key topics according to the population, 

concept, and context of the topic to be researched [10]. Thus, 

the following eligibility criteria were used to select studies: 

population - elderly people (people aged 60 years old or more, 

following the World Health Organisation and United Na-

tions definition); concept - impaired BHNs due to the age-

ing process and chronic illness; and context - palliative care 

in all health care scenarios. Studies available with full texts in 

English, Portuguese, and Spanish, published between 2010 to 

2020, were eligible. The exclusion criteria were as follows: re-

search protocols and studies with no results, studies with peo-

ple in other stages of life (childhood and adults), studies that 

did not reference the age of the participants, and studies with 

participants whose situation did not correspond to the research 

question. Data extraction was completed by two independent 

researchers, and differences of opinion were resolved with the 

participation of a third researcher.

The process of searching articles was conducted between 

May and June 2021 by two independent researchers. The re-

view involved a third evaluator to reach consensus on any di-

vergences, and it uses the following specific subject databases: 

Cumulative Index to Nursing and Allied Health Literature 

(CINAHL), Medical Literature Analysis and Retrieval System 

Online (PubMed/MEDLINE), Latin American & Caribbean 

Health Sciences Literature (LILACS), Spanish Bibliographic 

Index of Health Sciences (IBECS), Science Citation Index Ex-

panded (Web of Science), and Scopus (Elsevier).

3. Data extraction

The first stage included the construction of pre-established 

search strategies from a combination of descriptors (DeCS 

and MeSH), which were entered as search terms into the cor-

responding online electronic database. The initial application 

of the search strategy yielded 1,227 results. After applying, the 

inclusion and exclusion criteria, there were 539 studies.

In the second stage, the titles and abstracts of initially selected 

studies were read; on this basis, 426 articles were excluded 

because they did not answer the research question or meet the 

inclusion criteria. Nine articles were excluded as duplicates in 

multiple databases. The 113 articles resulting from this step 

were stored in sequential order in a file generated in Microsoft 

Excel.

The third step consisted of reading in full the articles selected 

in the previous step to identify their relevance to the research 

and whether they met the inclusion criteria according to the 

PCC strategy.

Finally, in the fourth step, 53 selected articles were re-read 

to accurately identify their relevance to the research and thus 

Figure 1. Study selection process for the 
scoping review.
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enable the extraction of relevant data (author, year, database, 

country, setting, and BHN) for further analysis based on the 

objective of the study. Then, the BHNs were classified accord-

ing to the psychobiological, psychosocial and psychospiritual 

dimensions [3].

When the above steps and full reading of the selected stud-

ies for the final sample were complete, the data were stored in 

EndNote as well as in a format suitable for manual inspection, 

in order to facilitate better analysis and data extraction (Figure 

1). The extracted data were stored and mapped in tables and 

spreadsheets to identify the impaired BHNs and classify them 

according to the theoretical framework adopted from Maslow 

[3] and Henderson [4].

For extraction, an instrument developed for this research was 

used, as recommended by the JBI guideline [12,13]. This in-

strument allowed the synthesis and analysis of data and iden-

tification of BHNs in the studies included in the review.

4. Data analysis

Using the instrument for data extraction, data analysis was 

conducted to identify the BHNs in the studies incorporated in 

the review. After analysing and tabulating the impaired BHNs, 

they were structured in a figure and discussed based on the 

relevant literature and with theoretical support from Maslow’s 

BHN hierarchy [3] and Henderson’s BHN theory [4].

Maslow’s hierarchy of needs comprises a five-tier model 

for human needs, which are called basic needs. In brief, these 

needs are physiological, safety, love, esteem, and self-actual-

isation [3], starting from the lowest level and increasing up-

wards. It should be noted that the lower-level needs must be 

addressed before the higher-level needs can be achieved.

The basic human need theory was developed by the nurse 

Virginia Henderson, with the goal of nursing being to help pa-

tients in their pursuit of “behavioural integrity.” In the context 

of this theory, the aim is to concentrate on patients’ welfare 

and needs in the psychobiological, psychosocial, and psycho-

spiritual dimensions, which were derived through Henderson’s 

education and practical experience [4]. Her emphasis on BHNs 

as the central focus of nursing practice has led to further theo-

ries of development regarding patients’ needs and how nursing 

can assist in meeting those needs.

RESULTS

The articles selected for the extraction of information were 

distributed among databases as shown in Table 1.

The 17 BHNs identified in this study were represented in a 

sunburst chart of impaired BHNs in the elderly receiving pal-

liative care, considering the hierarchical classification proposed 

by Maslow and then adopted by Henderson [3,4] when devel-

oping the theory of BHNs. These needs are divided into three 

groups: psychobiological, psychosocial, and psychospiritual.

As described above, Henderson [3] used Maslow’s hierarchy 

of needs [4] to define and characterise some of people’s needs 

in the theory of BHNs. Due to the presence of many similari-

ties, the components of Henderson’s theory can be applied or 

compared to Maslow’s hierarchy of needs. The results of this 

Figure 2. Sunburst chart of impaired basic human needs in elderly people re-
ceiving palliative care. Source: Own elaboration.
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Databases Number of studies

Web of Science 15

CINAHL 13

MEDLINE 13

Scopus 11

IBECS 1

LILACS 0

Total 53
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scoping review according to the analysis criteria are presented 

in a sunburst chart of impaired BHNs (Figure 2).

Nine BHNs were identified in the psychosocial dimension: 

feeling recognized; the ability to maintain social interaction; 

relying upon help in carrying out activities of daily living; 

having upon a calm environment and receiving greater at-

tention from health professionals; feeling and being close to 

the family; and the abilities to make choices about treatment; 

minimize anxiety, sadness, and uncertainty; and be understood 

and communicate effectively.

Concerning the psychosocial dimension, it is important to 

highlight that the minimisation of anxiety, sadness, and un-

certainty was a BHN evidenced in 39 of the analysed studies, 

which was followed by the needs of being understood, hav-

ing effective communication, and having help in carrying out 

activities of daily living. All three needs were identified in 10 

studies each.

The BHNs related to a desire for a calm environment, greater 

attention from health professionals, promotion of social in-

teraction, and being close to the family were present in four to 

eight studies. Finally, the BHNs of the ability to make choices 

about treatment and feeling recognised by family and friends 

were identified in only two and three studies, respectively.

In the psychobiological dimension, five BHNs were observed: 

the ability to have their symptoms controlled (pain, dyspnoea, 

nausea, and weakness), feel safe, have control of intestine and 

urinary functions, receive nutritional support, and maintain 

preserved sleep.

The BHN of symptom control was present in 32 of the stud-

ies analysed, followed by the BHN of nutritional support, 

which was evidenced in 12 studies in our qualitative synthe-

sis. The other three BHNs in this dimension were present in a 

smaller number of studies, ranging from two to seven studies.

The need for financial help was present in five studies. When 

analysed, it was categorised as being relevant for both the 

psychobiological and psychosocial dimensions, considering its 

implications for both dimensions.

In the psychospiritual dimension, two BHNs could be ob-

served, namely: honesty in the information in the course of the 

disease and the need to be able to rely upon spiritual support, 

as shown in Figure 2.

The BHN related to spiritual support was evidenced in 18 

studies of the qualitative synthesis, followed by the BHN for 

honesty in the information in the course of the disease; this 

was identified in only seven studies.

We explored the countries where the studies were carried out 

and the scenarios for the elderly in palliative care, investigating 

and identifying which BHNs were impaired and the associ-

ated variables, as presented in Table 2. None of the included 

studies were carried out in Brazil. Most of the studies focused 

on North American countries, with 21 studies from the United 

States, and Europe and the United Kingdom have 11 studies.

Hospitals were the most common setting, with 29 studies, 

followed by outpatient care (14 publications), hospices (10 

studies), home care (6 studies), and a nursing home (1 study).

Although only one study was conducted in a nursing home, 

it is important to note that this study involved elderly people 

with a high number of impaired BHNs. Of the 17 BHNs iden-

tified, 10 were present in those elderly people cared for in a 

nursing home.

As shown in Figure 2, there was a predominance of impaired 

BHNs in elderly persons in palliative care associated with 

the psychosocial dimension. In almost all studies, the need 

to “minimize anxiety, sadness, and uncertainty” was present. 

Regarding the psychobiological dimension, the need to “have 

symptoms controlled (pain, dyspnoea, nausea, and weakness)” 

was striking, since it is similar to the need for “spiritual sup-

port” in the psychospiritual dimension in the sense that both 

are key issues related to human dignity (Table 2).

DISCUSSION

This scoping review demonstrated that BHNs are important 

clinical indicators that require careful assessment [4,14]. When 

BHNs are not satisfied, elderly people receiving palliative care 

can present physical and mental health problems [3,15]. With 

a growing population of older adults and their need for care to 

relieve existing problems, appropriate care that seeks to satisfy 

older people’s BHNs is necessary to prevent the occurrence of 

new problems, and promote dignity in the ageing process, liv-

ing, and dying [16,17]. To provide high-quality palliative care, 

it is essential to identify impaired BHNs [16] in elderly people 

undergoing palliative care [15].

A review study [18], which focused on low- and middle-
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income countries, sought to identify which BHNs must be met 

for the elderly to experience healthy ageing and identified the 

most prevalent needs as financial security, personal security, 

mental health, systemic health, and self-fulfilment.

Directing these needs toward the profile of elderly people in 

palliative care made it possible to identify similar needs and to 

examine human beings holistically, as biopsychosocial spiritual 

beings. This scoping review identified 17 impaired BHNs in 

elderly people in palliative care, which were categorised into 

three groups: psychobiological, psychosocial, and psychospiri-

tual.

1. Psychosocial needs

It is important to highlight the exclusive needs of the psycho-

social dimension, as they reflect patients’ characteristics based 

on their social relationships. The results of this study found a 

greater number of psychosocial needs than needs in other di-

mensions.

Allowing the elderly in palliative care to participate in the 

decision-making process contributes to minimising anxiety, 

sadness, and uncertainty, which was a need identified in most 

of the analysed studies. These feelings usually arise soon af-

ter the diagnosis of a chronic disease without a favourable 

prognosis. A study [19] conducted among hospice patients, 

observed that the elderly sought to discuss their treatment 

choices, showing a concern for the future that directed them to 

talk about advance guidelines and their will.

This mix of difficult emotions and feelings requires clear, 

empathetic, and effective communication in order for the pa-

tient’s needs to be understood and their communication met 

effectively. Clear and effective communication is an important 

process in caring for these patients, especially when health 

professionals leave gaps or are silent about the prognosis, 

which tends to arouse anguish and uncertainty about the fu-

ture in the patient [20].

This fact that patients experience multiple difficult emotions 

may be associated with the prolonged period of coping with 

chronic illness, in which patients are more engaged in treat-

ment focused on their physical needs, such as pain relief. As-

sociated with this treatment process is the need to rely upon 

help in carrying out activities of daily living, such as dressing, 

eating, going to the bathroom, and showering—an inability to 

carry out these activities is characterised as an impaired BHN 

in elderly patients in palliative care.

In view of these impairments, patients reported their con-

cerns about not wanting to be a burden to others. This con-

cern stems from the fact that these experiences in end-of-life 

care are marked by a progressive decrease in motor function 

due to the advancement and worsening of the disease and, 

consequently, an increase in care activities that can overburden 

family caregivers [21].

The involvement of family caregivers reinforces the need to 

be close to the family, which represents a source of strength for 

the elderly. This support ranges from the demands of daily life 

care, including emotional support, and even managing the sick 

person’s finances and daily affairs. These actions demonstrate 

a positive contribution to the continuity of care and balance 

for the elderly in palliative care, providing a sense of security 

and confidence and thus contributing to the improvement of 

their quality of life. Being with family also makes it possible 

for elderly people to make choices about treatment and be 

included in the decision-making process regarding their care 

plans, with active participation whenever possible [22].

Elderly people undergoing palliative care experience notable 

suffering soon after diagnosis, or when cancer recurs [20]. 

Studies carried out in home, outpatient, hospital, and hospice 

care settings identified that patients experienced their disease 

as a long and challenging process, noting the emergence of 

feelings such as impotence, fear, stress, and isolation resulting 

from their experience of illness.

Therefore, it is important to recognise the need for social 

interaction, and elderly individuals in palliative care manifest 

the desire for sociability [1,19]. Therefore, the elderly receiv-

ing palliative care need to receive greater attention from health 

professionals, as represented by the desire to have the more 

frequent presence of the interdisciplinary team, who demon-

strate appreciation, interest, and zeal for the specificities and 

needs of elderly individuals receiving palliation.

It is noteworthy that the presence of nurses and doctors con-

tributes to the control of anxiety. Some patients reported that 

nurses, if constantly present, were considered “their eyes and 

ears” [20].

Aligned with the need for social interaction, the need for a 

calm environment should be highlighted. Therefore, it is im-
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portant for elderly patients in palliative care to be in a calm 

and peaceful environment. This setting is a BHN, considering 

that a stressful and tense environment would be detrimental to 

patients’ comfort and quality of life.

A study [6] carried out with hospitalised patients pointed out 

that a busy environment can influence the patient’s general 

condition, affecting sleep and rest; these factors, in turn, when 

not preserved, can trigger other imbalances. This fact further 

reinforces the importance of silence, especially at night, which 

is the normal time for patients to rest.

Last but not least, in the psychosocial dimension is the BHN 

of feeling recognised. This need, which was present in the 

studies, is related to how professionals recognise patients’ 

wishes and autonomy, respecting their individual identities and 

specificities.

2. Psychobiological needs

The psychobiological needs of elderly people receiving pal-

liation reflect their difficulty in controlling symptoms such as 

intestinal and urinary functions; these patients also need to feel 

safe, and have calm and unbroken sleep.

The control of symptoms such as pain, dyspnoea, nausea, 

and weakness is quite common, especially in elderly hospi-

talised patients diagnosed with limiting chronic diseases. Pa-

tients in end-of-life care, during the hospitalisation period, 

may experience prolonged periods of these symptoms due to 

the worsening and burden of the disease. As pointed out by 

prior studies [23,24], pain and dyspnoea are highly distress-

ing symptoms, with important impacts on the quality of life of 

elderly people receiving palliation.

As physical pain is one of the most frequent complaints, and 

because of the suffering it causes to patients and their fami-

lies, the control of physical pain as part of care is considered a 

priority among BHNs, and it is represented at the base of the 

pyramid as a physiological need. If not controlled, it impacts 

all other signs and symptoms.

Dyspnoea is a common, complex, and distressing symptom 

for patients with chronic diseases. After pain, it is the most 

frequently reported symptom in studies [25,26]. Respiratory 

distress can originate from the interactions of physical, emo-

tional, social, and environmental factors, which can physi-

ologically induce secondary responses with functional impair-

ment [27].

Nausea was another striking and recurrent symptom, espe-

cially in patients diagnosed with cancer. When not controlled, 

it can lead to other complications such as anorexia, electro-

lyte imbalance, and dehydration. Weakness is another notable 

symptom, which can affect about 85% of patients receiving 

palliative care [28].

The development of weakness in elderly people with chronic 

diseases is mostly related to muscle atrophy generated by being 

bedridden, alongside poor food intake and mobility difficul-

ties. For old patients who receive palliative care in a hospice, 

greater control of symptoms is reported in this care environ-

ment, where a greater control of patient’s psychobiological 

needs was observed.

Nevertheless, this study identified trends in hospitalised el-

derly people, as 29 of the included studies were conducted in 

hospitals. A scoping review [8] on the care and support needs 

of older people found that hospitals were the best place to deal 

with the impairment of BHNs in the elderly.

Another need highlighted in the results concerns nutritional 

support. As people age, their need for energy tends to decrease, 

leading to sarcopenia and micronutrient deficiency; thus, their 

need for nutritional support increases. Additionally, in relation 

to food, reports have shown reductions in patients’ smell and 

taste capacity, which can lead to a general reduction in nutri-

ent intake and inadequate hydration [29].

The need to control intestinal and urinary function is related 

to constipation and urinary incontinence. These disorders 

cause physical discomfort, but also have emotional repercus-

sions that affect the patient’s self-esteem [25]. When this need 

is not met, many elderly people change their routines and iso-

late themselves, as they fear people will perceive these disorders 

as unpleasant.

The need to feel safe is marked by the desire of elderly people 

to feel whole and worthy, balancing both the physical-body 

and the subject-body. They also need to feel confident in the 

care they receive in their environment and with health pro-

fessionals. Study participants in nursing homes and hospices 

[20,21] reported that they felt more secure when they recog-

nised that health professionals were continuously available, 

and their attitudes were reflected by feeling safe, not feeling 

isolated, and having confidence in the nurses’ technical skills.
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On the psychobiological level of BHNs, only two studies 

mentioned the need to preserve sleep. A study carried out in 

Germany with elderly people residing in a nursing home [21] 

revealed that elderly people had difficulties getting to sleep, 

which represented a critical condition at a moderate to se-

vere level. Sleep impairment can be significantly associated 

with physical and emotional signs and symptoms, generating 

anxiety and anguish. Elderly people with sleep problems can 

develop a decline in cognitive function, an inability to concen-

trate and interact, a lower quality of life, and various changes 

in the immune and neurological systems. Therefore, it is im-

portant to assess the relationship between sleep quality and the 

presence of physical and emotional symptoms, as well as the 

cognitive status, in patients who have difficulty sleeping.

The BHN for financial aid was categorised into psychobio-

logical (shelter and purchase of food for nutrition and therapy, 

in addition to bodily care) and psychosocial (appropriate con-

ditions that enable moments of recreation, leisure, and work). 

Therefore, it could be observed that psychobiological and 

psychosocial needs interrelate and interact with each other. 

Impairment of this BHN substantially interferes with the qual-

ity of life of elderly people receiving palliation, since palliative 

treatment requires greater financial support, both to cover 

routine expenses and those related to the demands arising 

from the illness [29]. Financial burdens are described as a fac-

tor causing stress and weariness for elderly patients and their 

entire families; these burdens are often associated with the in-

ability of the family member primarily responsible for care to 

go to work, which can force them to leave their employment.

3. Psychospiritual needs

The third dimension is the psychospiritual dimension. A 

prominent need in this category related to giving honest infor-

mation to patients during the course of the identified disease. 

This includes the challenge faced by patients in managing the 

uncertainties of living with an advanced and progressive dis-

ease with no possibility of cure, which has been recognised in 

patients with chronic diseases. Thus, it is important to explore 

elderly patients’ understanding and knowledge about their 

condition, as well as their goals and desired level of involve-

ment in dealing with the disease.

Access to information about the prognosis was beneficial in 

reducing patients’ uncertainties and insecurity. Patients stated 

that they preferred nurses to discuss their care plan, (such as 

pain management), in their presence, as discussions on deci-

sion-making among team professionals often take place in a 

private room away from the patient’s eyes and ears [20].

The need for spiritual support is part of the psychospiritual 

dimension, and is expressed in the religious/theological, ethical, 

or philosophy of life dimension [3]. At this level, the patient 

seeks to understand the meaning and purpose of life, harmony 

with others, the earth and the universe, and their relationship 

with God and/or reality.

Studies [6,24] have emphasised the importance of eth-

ics in discussions about spiritual issues by religious leaders 

who attend health institutions. Specifically, patients feel more 

comfortable talking about their thoughts and emotions of a 

spiritual nature with these leaders, regardless of the religion 

that any given religious leader represents. It has been observed 

that when emphasising spirituality, a respect for individuality, 

including non-proselytism, prevailed during meetings between 

religious leaders and patients.

Lastly, identifying and recognising impaired BHNs and in-

corporating shared decision-making into the planning of care 

for elderly people in palliative care is a matter of humanity and 

dignity. It is the recognition that we, as health professionals, 

cannot control the circumstances of our patients’ lives, but we 

can help them to be authors of their lives, alleviating their suf-

fering by caring for their impaired BHNs, and thus allowing 

them a voice in decisions about their treatment.

This scoping analysis identified that the impaired BHNs pre-

sented by elderly people in palliative care can potentially be 

amended by actions and interventions of the palliative health 

team, with a multidimensional approach to the patient as a 

bio-psycho-social-spiritual being.

An important point of this scoping review is the diversity 

of studies covering different care scenarios such as home 

care, outpatient care, hospices, and hospitals. The search and 

analysis were performed by two independent researchers, 

with a third researcher who validated and participated in the 

discussion to define the articles to be included in the review. 

Nonetheless, this review has some limitations that should be 

acknowledged. Although the articles included in this review 

covered a variety of countries, they were concentrated in de-
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veloped countries, and the lack of studies in developing coun-

tries represents a limitation in generalisability. Another limita-

tion was that this review excluded the grey literature, such as 

opinion articles or guidelines related to public policies. As re-

search on the needs of elders related to palliative care presents 

a gap in developing countries, we suggest conducting further 

research to expand the knowledge and the discussion about 

basic human needs within this population, considering the in-

crease in population ageing and thus the urgency of providing 

palliative care.
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