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Abstract
Objectives. The hospital setting is often perceived as slow to change. While employee-driven
approaches offer a promising alternative to traditional top-down methods, guidance is limited.
This study provides a description and formative evaluation of an employee-driven working
group (WG) approach to tailor ward-specific measures to improve care in the dying phase.
The aim is to evaluate the WG process and offer practical insights for transferability to other
hospitals.
Methods. Formative mixed-methods evaluation of a WG process to tailor ward-specific
evidence-informed measures on 10 wards outside specialized palliative care at 2 German med-
ical centers. To analyze factors relevant for the WG process, the Consolidated Framework for
Implementation Research 2.0 was applied. Data included baseline evaluation (medical record
analysis, staff survey and focus groups, informal caregiver interviews), WG protocols, and an
online survey with WG participants.
Results. Multiprofessional WGs were established on all hospital wards, with an average of 7
meetings perwardwithin 1 year and 4participants permeeting.Adapting the process to partici-
pants’ wishes andneedswere crucial, particularly regarding the desired degree of external input.
We identified 4 barriers (e.g. declining participation, institutional limits) and 7 facilitators (e.g.
involvement of staff in leading positions, multiprofessional composition). The WGs tailored
34 measures, e.g. team meetings to improve communication within the team. Participants’
views were generally positive: 91% felt able to share their thoughts, 66% were satisfied with
the outcome, and 77% would participate again.
Significance of results. The employee-driven approach was feasible and useful for tailor-
ing ward-specific measures. However, integrating top-down elements proved to be beneficial.
The identified barriers and facilitators provide insights for transferring an employee-driven
approach to other hospitals to improve care in the dying phase outside specialized palliative
care settings.
Clinical trial registration. The study was registered in the German Clinical Trials Register
(DRKS00025405).

Introduction

Driving change in the hospital setting is challenging. Literature on implementing innovations
highlights a change-resistant environment with barriers like lack of time and staff resources,
complex care processes or entrenched hierarchies (Cadeddu et al. 2023). Moreover, innova-
tions often follow a top-down approach, facing mistrust and resistance (Burcharth et al. 2014;
Cadeddu et al. 2023). While these challenges exist in curative settings, they are as or even
more present in the context of care in the dying phase, particularly in hospital wards with a
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predominantly curative focus (Docherty et al. 2008; Mayland et al.
2017; Robinson et al. 2014). Patients and informal caregivers fre-
quently reported inadequate quality of care in the dying phase in
these contexts (Docherty et al. 2008;Mayland et al. 2017; Robinson
et al. 2014). In Europe, approximately 50% of people die in hos-
pitals outside specialized palliative care, leading to initiatives like
the Liverpool Care Pathway (Ellershaw and Wilkinson 2011), the
Best Care ofDying recommendations (Ellershaw andLakhani 2013;
Montag et al. 2014) or the German Guideline Palliative Care for
Patients with Incurable Cancer (German Guideline Programme
in Oncology 2020). However, these rather complex and inflexi-
ble initiatives faced implementation challenges (Di Leo et al. 2015;
Koffman et al. 2019).

Employee-driven (ED) approaches offer a promising alternative
(Cadeddu et al. 2023). They often involve small, tailored inter-
ventions that enable short-term testing of new ideas and flexible
adaption (Cadeddu et al. 2023). Challenges include the develop-
ment of new structures and the question of how to organize and
enable ED innovations (Cadeddu et al. 2023). Despite their poten-
tial, research that provides insights and guidance on practice and
creating conditions of ED approaches is limited (Cadeddu et al.
2023).

Our project “Dying in hospital in Germany – Optimising
care in the dying phase” adopts an ED approach using working
groups (WGs) to tailor ward-specific evidence-informedmeasures.
The objective is to improve the quality of care for patients in
the dying phase on wards that are not specialized in palliative
care (Kremeike et al. 2022). The aim of this study is to pro-
vide both a comprehensive description and formative evaluation
of the ED WG approach to tailor ward-specific measures. We
applied the Consolidated Framework for Implementation Research
2.0 (CFIR 2.0) (Damschroder et al. 2022) to understand how such
an approach can be structured and what conditions facilitate or
hinder its implementation. By detailing the process, the research
team aims to generate insights that support replication and adap-
tion to other hospital settings.

Methods

Study design

This mixed-methods formative evaluation was carried out as part
of a single-arm baseline-post study including 3 phases (Kremeike
et al. 2022). The formative evaluation described below focuses on
the tailoring of ward-specific measures in WGs within the second
study phase (see Fig. 1).

Setting and recruitment

In one medical center, invitations were sent to department direc-
tors of 14 wards, of which 8 declined and 1 did not respond.
Reasons for declining participation varied: 3 wards cited low mor-
tality rates, while 4 wards pointed out to specific challenges and
burdens posed by their patient populations, such as dying infants,
that do not align with overall study aims. One ward declined due
to their involvement in other research projects. In the other med-
ical center, the research team agreed on selecting 2 intensive care
and 3 peripheral wards, and contactedwards based on highmortal-
ity rates. All wards responded and agreed to participate, requiring
the research team to make a final selection of 5 wards. Finally,

6 ICUs and 4 GWs located at 2 German medical centers partici-
pated in our study. All wards are not specialized in palliative care
but regularly care for dying patients and cover a wide range of
disciplines.

The WG process

We planned to start the WG process on all wards in February
2022 with an introductory meeting, followed by periodic hour-
long meetings every 4 to 6 weeks until end of 2022. The WGs
should consist of a minimum of 3 to 5 ward staff members of dif-
ferent professions, supported by the research team and a palliative
care-trained nurse or physician.The research teamwas responsible
for organizing the meetings (e.g. sending meeting invitations and
protocols) and supporting tasks, such as preparing drafts and pro-
viding relevant literature. The nurse or physician with training in
specialized palliative care from the respective hospital attended the
meetings.The purpose of their attendancewas to provide expertise,
answer questions related to palliative care and ensure the clini-
cal appropriateness of the developed measures. Recruitment was
coordinated through ward contacts, typically senior physicians for
medical staff and nurse team leaders for nurses, therapists, and
counsellors.

Data collection

We applied the CFIR 2.0 to collect relevant factors for the eval-
uation of the WG process to ensure that all relevant factors that
could influence the WG process are comprehensively addressed
(Damschroder et al. 2022). It includes 5 major domains with
respective constructs: outer setting, inner setting, characteris-
tics of individuals involved, implementation process, and inno-
vation. We adapted the constructs to our evaluation aims and
data, e.g. by removing, redefining and/or adding new constructs.
Figure 2 shows the operationalization of the major domains with
data collection sources for evaluation and adapted constructs can
be found in Supplemental material 1. We used data from the base-
line evaluation and the WG protocols to contextualize how the
development of measures is affected by the ward (= inner and
outer setting). Collecting contextual data is crucial in implemen-
tation studies, as the effectiveness of interventions and their ability
to reach all relevant target groups is critically influenced by the
context in which they are implemented (Pfadenhauer et al. 2017).
WG protocols and the concluding online WG survey were used
to evaluate the implementation of the WG process (= innova-
tion and individuals). For each ward, we created an Excel sheet
containing the relevant data for the CFIR 2.0 domains and con-
structs.

Baseline evaluation
Between September 2021 and April 2022, medical record analysis,
focus groups, and a staff survey as well as interviews with infor-
mal caregivers were conducted on the respective wards. Details on
methods used and results are published elsewhere (Kremeike et al.
2022; Meesters et al. 2025).

WG protocols
One research team member recorded details on each WG meet-
ing, using a structured protocol. Therein, we documented meeting
duration, number of participants, field notes on the procedure (e.g.
discussions, selection of measures) and atmosphere. The research
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Figure 1. Project phases of the study Dying in hospital in Germany– Optimising care in the dying phase (Kremeike et al. 2022)
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Data sources for evaluation:
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Figure 2. Operationalization of the major domains of the CFIR 2.0. Adapted from Damschroder et al. (2022). The updated consolidated framework for implementation
research based on user feedback. Implementation Science, 17, 75. https://doi.Org/10.1186/s13012-022-01245-0. Image adapted by the center for implementation, © 2022.
Version: V2024.01. https://thecenterforimplementation.com/toolbox/cfir.

team debriefed each meeting to ensure the inclusion of all impres-
sions in the protocol.

Online WG survey and qualitative feedback
To gather feedback on the WG process from the participants’ per-
spective, the research team conducted an online WG survey after
the final meeting for each WG. The self-developed questionnaire
consisted of 1 question regarding the profession, 16 question on
satisfactionwith theWGprocess (5-point-Likert scale) and 3 open-
ended questions regardingmotivation, insights and suggestions for
improvement of the WG process. The survey link (LimeSurvey)
was emailed to all WG participants (regardless of frequency of par-
ticipations inmeetings).The surveywas open from13 to 31 January
2023, with a reminder sent 2 weeks after the initial invitation. We

also collected qualitative feedback in the final WG meeting by
asking WG participants to give feedback regarding the following
questions:

• Which things have worked well?
• What have we achieved/What have we learnt?
• What did not go well? (What was missing?)
• What would you have wished for/what do you still need?

Data analysis

Qualitative data (staff focus groups, informal caregiver inter-
views,WG protocols) were analyzed by qualitative content analysis
(Kuckartz 2012). We used a deductive-directed approach based on
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CFIR 2.0. WG protocols, the interviews, and focus group tran-
scripts were uploaded intoMAXQDA2022 and 4 researchers (S.M.,
S.K., V.M., C.H.) assigned relevant passages to the respective con-
structs of the adapted CFIR 2.0. The assignment was discussed
constantly to clarify ambiguities and to foster a common under-
standing of domains and categories across all researchers.

Quantitative data (retrospective medical record analysis, staff
and online WG survey) was analyzed descriptively (frequen-
cies, percentages) using IBM SPSS Statistics 28 (IBM Corp 2021;
Kremeike et al. 2022) and R Studio. To inform the CFIR 2.0 con-
structs, we selected suitable items and variables from the staff
survey and the retrospective medical record analysis. Four-point
Likert scales from the staff and WG surveys were condensed to
2 points (‘disagree’, ‘agree’), and 5-point scales were reduced to 3
points (‘disagree’, ‘neutral’, ‘agree’). Percentages were calculated for
each of the response categories. Missing values were excluded from
the analysis.

Results

Firstly, we describe the context inwhich theWGprocesswas imple-
mented (outer and inner setting), based on baseline evaluation data
(n = 400 medical records, n = 201 staff questionnaires, n = 10
staff focus groups, n = 12 interviews with informal caregivers) and
n= 79WGprotocols.This is followed by the description of theWG
process and its evaluation based on quantitative and qualitative
feedback from the WG participants and WG protocols.

Description of the context

a. Outer setting: medical centers

The10participatingwards are affiliated to 2medical centers located
in 2 large German cities, each city with over a million inhabi-
tants. The medical centers comprise about 60 and 80 departments
and institutes with 1500 and 1800 beds, respectively. The number
of employees ranges between 11,000 and 14,900. Both hospitals
offer a hospital palliative care support team alongside a pallia-
tive care ward. As the WGs began in February 2022, the process
was impacted by staff shortages due to the COVID-19 pandemic
and therefore increased workload and strain especially on ICUs.
Additionally, one of the hospitals experienced a 11-week strike by
nurses from April to July 2022.

b. Inner setting: hospital wards

The participating wards comprised 4 GWs (neurology; gastroen-
terology; internal medicine; radiotherapy) and 6 ICUs (internal
[n= 2], surgical [n= 2], interdisciplinary [n= 2]).Themean num-
ber of deaths per year varied greatly, ranging from 11 to 200 (mean
2019–2022). To capture the inner setting, the authors assessed
aspects related to communication and collaboration, on culture
and resources already in place for the care of dying patients.

Communication and collaboration: The staff survey showed,
that on 8 wards, the majority agreed that communication works
well, while on 2 wards only 35.7% and 48.4% agreed, respectively
(range 35.7–100%; mean 80.9%). Moreover, the staff only partly
felt like being part of a multi-professional team (range 57.9–94.5%;
mean 71.5%). On 4 wards, less than 90% of the staff agreed that
there was a generally friendly climate (range 78.5–100%; mean
91.9%) and that team members treated each other respectfully

(range 85.7–100%; mean 94.3%). The focus groups and WG proto-
cols revealed that primarily nurses criticized an inadequate delivery
of information and lack of exchange within the team. They wished
for more inclusion in decision-making regarding changes of goal-
of-care as they are closer to patients and their informal caregivers.

Culture: While staff on most wards reported that dying is
accepted on their ward and that they are able to provide at least
some dignity in dying, staff on 2 wards described a culture where
dying is considered as a defeat. This culture impairs the care for
dying patients from their perspective and leads to conflicts within
the team.

Finally, the authors identified the main challenges that staff
members perceive in caring for patients in the dying phase which
could be assigned to 6 areas: (1) challenging and delayed deci-
sion making on change of goal-of-care, including involvement
of patients and/or informal caregivers, (2) lack of time for and
knowledge on care for dying patients, (3) inadequate exchange and
information flow within the team and with other disciplines and
professions, (4) challenging and inadequate information of patients
and/or informal caregivers about the impending death, (5) lack of
supporting structures for staff in case of strains, (6) lack of con-
cepts for care of dying patients during weekends and nights. All
wards already had individual resources to provide good care for
the dying, e.g. farewell rooms. These were included in the planning
of interventions.

Description of the WG process

The WG process was structured with the same 3 steps for every
WG.This standardized procedure was intended to ensure the com-
parability of the WGs, while also enabling a ward-tailored process.
No predefined standards ormeasures were presented to theWGs at
the beginning, in order tomaintain the ED character of the process.
Palliative care professionals were available throughout to support
participants if needed and at least onemember of the research team
attended every meeting.

(1) Presentation of ward-specific results from the baseline
evaluation: In the first meeting, the research team pro-
vided ward-specific results from the baseline evaluation on
resources, staff knowledge about care in the dying phase,
the current situation, challenges of providing this care, and
potential measures for improvement. The presentation of
baseline results ensured that perspectives beyond those of the
small number of WG participants were considered. It was also
intended to help identify relevant areas for improvement.

(2) Selection of prioritized topics: Using the baseline evaluation
results, theWG identified areas needing improvement and pri-
oritized them. To support the collecting process, methods such
as mind mapping on a flipchart were used to visualize and
cluster topics. Agreement on prioritized topics was reached
through discussion or point vote.

(3) Planning of ward-specific measures: In this final step, the
WGs developed concrete measures based on the previously
prioritized topics. To support the planning, we combined 2
approaches: First, the content-related planning process of the
measures was aligned with the toolkit from the AMBER Care
Bundle “Last Days of Life” (Koffman et al. 2019), which served
as a structural guide. Second, the planning of the implemen-
tation of the measures was supported by an implementation
model (Grol andWensing 2020), which emphasizes systematic
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Table 1. Overview of number of participants, professions, number of meetings
of WGs

Hospital ward
Ø Number of
participants Profession* Number of meetings

ICU 1 4 N, P 7

ICU 2 3 N, P, T 7

ICU 3 4 N, P 6

ICU 4 4 N, P, T 12

ICU 5 6 N, P, T 5

ICU 6 3 N, P, T, C 5

GW 1 5 N, P 8

GW 2 5 N, P, T, C 7

GW 3 5 N, P, C 6

GW 4 5 N, P, C 6

*N = nurse, P = physician, T = therapist (occupational, physical, and speech therapy),
C = counselling.

steps for translating ideas into practice.TheWGswere encour-
aged to reflect on current practice and challenges related to
the prioritized topics of care in the dying phase on their
wards. Accordingly, they formulated SMART targets that are
specific, measurable, achievable, result oriented, and time sched-
uled (Ogbeiwi 2017). Consequently, concrete ward-specific
measures were derived. These included defined target groups,
implementation steps, responsibilities, and timeframes. While
the discussion was primarily driven by the participants, pallia-
tive care professionals were available to support the develop-
ment of measures. In addition, the research team maintained
a collection of evidence-informed measure examples based
on a previous scoping review (Oubaid et al. 2025) to support
the planning process when required, without superseding the
participants own ideas.

WGs were established on all participating wards with 5 to 12
meetings throughout the year (n = 69 in total). The introductory
meeting was planned for February and was realized for 5WGs.The
starts of the remaining WGs were delayed with the final WG start-
ing in June. While the WG composition was multiprofessional, not
every meeting was. For the number of participants, meetings and
professions see Table 1. The WG composition varied over time:
some wards (n = 7) maintained a permanent WG team, although
not all participants attended every meeting. The other wards had
a dynamic WG team with participants changing from meeting to
meeting. Our standardized procedure to guide the WG process
had to be tailored to meet the varying needs and requirements.
For instance, the required meeting duration and structure varied
between the WGs. Some WGs were more self-organized, directing
the process, developing documents independently, and generating
many ideas, while others neededmore guidance and input from the
research team.

The WG participants developed n = 34 measures during the
WG process (see Table 2). The measures can be grouped themat-
ically into the following topics:

• Informal caregivers; e.g. a flyer for the bereaved with support
offers and information after the patients’ death.

• Care in the dying phase; e.g. training for nursing staff regarding
aroma therapy and oral care in the dying phase.

• Spatial setting; e.g. redesign of a farewell room.
• Team communication; e.g. a weekly multiprofessional palliative

care team meeting.
• Supporting structures; e.g. overview of specialist palliative care

structures and other support structures in hospitals for ward
staff.

The measures aimed to facilitate communication processes within
the team and with informal caregivers, to enhance knowledge and
certainty in the care for patients in the dying phase, to estab-
lish supporting structures for the staff, and to improve the spatial
concept of rooms for patients and their IC. The measures were
tailored to the specific needs and structures of each ward. For
example, 2 wards identified a need to improve team commu-
nication. One ward established a weekly multiprofessional team
meeting to improve the overall internal communication and fos-
ter collaboration between nursing, medical, and therapeutic staff.
Another ward introduced a monthly, interdisciplinary case discus-
sion, primarily aiming to enhance communication between the
ward team and other medical disciplines. These examples illus-
trate how the same general objective – improving communication
– led to differently structured and solutions tailored to specific
wards.

Evaluation of the WG process

a. Experiences and feedback from the perspective of the WG
participants

In the following, the results of the online WG survey are pre-
sented as well as qualitative feedback that gathered in the final
WG meeting. Of 78 invited, n = 44 (61.5%) completed the survey.
The results will be reported according to organizational, commu-
nication/cooperation-related and outcome-related aspects. This is
followed by the identification of barriers and facilitators of the WG
process.

Organizational aspects
Most participants (70%) were satisfied with the organization of
the WGs by the research team (e.g. scheduling, meeting rooms).
Challenges arose in the scheduling of meetings due to shift sched-
ules, particularly impacting nursing staff. Seventy-one percent of
the participants felt that the time frame of the meetings was appro-
priate, with some wishing for continuation of meetings. Overall,
64% were satisfied with the WG process (realization, preparation,
and follow-up work.)

Aspects related to communication/cooperation
Most participants (75%) rated the cooperation between the
research team and the WG participants as satisfactory. Eighty
percent felt they could express their opinion freely and 91%
they could share their own thoughts and ideas. In the final
meeting, participants highlighted the collaboration and cross-
professional exchange, describing it as an ‘exchange at eye level’.
Communication with and moderation by the research team was
describe as professional and helpful.

However, participants wished for more involvement of man-
aging positions, e.g. senior physicians, to accelerate devel-
opment and coordination processes. The decreasing numbers
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Table 2. Overview of facilitators and barriers for the working group process at ward and WG level

Level Facilitators Barriers

Ward • High relevance of the topic dying and death on ward before
initiation of the research study

• Ward-specific dynamics/conflicts slowing down the process,
e.g. strained team-intern relationships

• Ward staff is attuned to care need of patients and their
informal caregivers in the dying phase

• Institutional limits, e.g. non-possible electronical integration
of documents

• Existing materials/structures to build on quickly

Working group • Multiprofessional composition to integrate multiple
perspectives

• High fluctuation und declining participation of WG par-
ticipants leading to cancellation and rescheduling of
meetings

• Motivation and engagement of WG participants to e.g. gain
knowledge and optimise care

• Limited timely and personal resources/staff shortage imped-
ing the overall WG process despite participants commitment
and motivation

• Involvement of staff in managing positions (e.g. senior
physicians) for faster task assignments and coordination

• Involvement of ‘opinion leaders’ with strong opinions and
high motivation impacting other WG participants

• Combination of both small and easy to implement as well
as larger and more intensive to implement measures to keep
working group participants motivated

of participants over time was perceived as negative for the
process.

Aspects regarding the desired outcome
Participants were satisfied with results of the WGs (66%) and
with the selection of measures on their ward (66%). The
majority (77%) would be willing to participate in the WG
again.

In the last meeting, participants generally found the selection
of measures suitable, though one WG wished for more measures
and the others wanted faster planning. One WG wished for more
input regarding adequate care in the dying phase from palliative
care experts during development, while others felt the process was
adequate.

b. Barriers and facilitators of the WG process

We identified barriers and facilitators of the WG process based on
the data of the WG protocols, which were grouped into 2 levels:
ward and working group (see Table 2).

Discussion

Key findings

Research on the organization and conditions necessary for imple-
menting ED innovations is limited. A recent scoping review found
that only 12 out of 60 ED innovation studies included a robust
evaluation (Cadeddu et al. 2023). Our study provided a compre-
hensive description and evaluation of an ED approach for tailoring
measures to optimise hospital care in the dying phase. Baseline
evaluation revealed considerable heterogeneity between the wards,
highlighting the need for tailored interventions. We successfully
established WGs on all participating wards and the WGs tailored
34 measures, demonstrating the feasibility and utility of the ED
approach. While most participants viewed the WG process posi-
tively and would participate again, satisfaction with the results of
the WGs and selected measures was mixed. Identified facilitators

and barriers at both ward andWG levels provided valuable insights
into the WG process.

Feasibility and utility of the ED approach

The successful formation of WGs and participatory tailoring of
measures confirm the feasibility of the ED approach. The base-
line evaluation showed highly variable ward conditions, necessi-
tating tailored interventions. Although all WGs consistently tai-
lored measures within 5 thematic areas, the measures were indi-
vidually designed to fit each ward’s unique requirements and
structures. For instance, communication-focusedmeasures ranged
from interdisciplinary team meetings to efforts to improve doc-
umentation. Tailoring interventions and implementation strate-
gies is indispensable for changes in complex healthcare settings
(Baker et al. 2010; Geerligs et al. 2018; Wensing and Grol 2020).
A systematic review on implementation processes for hospital-
based interventions demonstrated the need to understand staff
engagement and beliefs about the intervention and to generate
strategies to address existing barriers (Baker et al. 2010; Geerligs
et al. 2018). Our approach allowed tailoring from the begin-
ning of both the measures and implementation strategies to the
structural and staff requirements of the wards, ensuring flexi-
bility for adaption. Another advantage was that the multiprofes-
sional team appeared to benefit from working together in the
WGs, which fostered communication and cooperation. Baseline
findings indicated that staff members often felt only partially
integrated into a multiprofessional team, and on some wards,
only a minority agreed that communication works well. Bringing
together the different professional groups in the WGs did not hin-
der open expression but instead fostered exchange at an equal
level, promoting mutual understanding. Beyond tailoring mea-
sures, the WGs served as a platform to exchange views on patient
care in the dying phase and to address internal conflicts or dif-
fering perspectives. A recent review on the implementation of
ED innovations highlights that closer collaboration is an impor-
tant benefit of these approaches on team level (Cadeddu et al.
2023).
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Although the study demonstrated general feasibility of the
ED approach, significant barriers to its implementation emerged.
These barriers were rooted in well-known time and resource con-
straints within hospital settings. Despite highmotivation and inde-
pendently generated ideas, the integration of additional tasks into
already demanding workloads led to fluctuations and a declining
participation over time. This was despite the substantial organi-
zational efforts undertaken by the research team to support the
WG process. This aligns with existing research indicating that
staff may perceive ED processes as extra work (Cadeddu et al.
2023). Additionally, only 66%of participants were satisfiedwith the
results. Some measures, such as electronic documentation integra-
tion, could not be realized as desired by the WG. Others were not
yet implemented at the end of the WG process due to unexpected
delays. This reflects existing literature, pointing to the hospitals’
high level of complexity and lack of organizational resources as
important barriers to successful implementation of interventions
(Cadeddu et al. 2023; Fournier and Jobin 2018; Van Beers et al.
2022). Nevertheless, most participants endorsed the ED approach
and would recommend it to other hospital wards.

Key insights for transfer to other settings

Our detailed account of the WG process – including its struc-
ture, required resources, and processual adaptions – may serve as
a practical orientation for other institutions aiming to apply sim-
ilar ED approaches. As in most ED approaches (Cadeddu et al.
2023), the initiation of theWGsdepended on the respective depart-
ment directors’ approval, with staff leading the subsequent process.
Therefore, it is crucial that directors, staff in leading positions and
other staff members are motivated to optimise care in the dying
phase. Some directors may underestimate the importance of pal-
liative care and the need for improvement (Lind et al. 2017). To
extend the process to otherwards, ways to communicate the impor-
tance of palliative care on non-specialized wards and to motivate
ward directors and staff to participate in such a process need to be
elicited. In line with existing literature, staff in managing positions
played a key role in successful tailoring the measures (Cadeddu
et al. 2023; Van Beers et al. 2022), as their involvement stream-
lined coordination processes and task assignment. Recent reviews
highlighted that effective change requires engagement across all
hierarchical levels, with mid- and high-level managers functioning
as role-models and bridging the gap between organizational direc-
tives and execution of measures (Cadeddu et al. 2023; Van Beers
et al. 2022). This fosters a culture of co-creation and ownership of
the measures at all hierarchical levels (Cadeddu et al. 2023; Van
Beers et al. 2022). A well-balanced mixture of bottom-up and top-
down approaches appears most effective, though further research
is needed to determine the optimal ratio (Cadeddu et al. 2023).

For the ED approach to be effective, dedicated individuals must
take responsibility for the process. In our study, the research team
handled all organizational tasks. For broader implementation, hos-
pitals must allocate personnel time and space to manage and
oversee the process. External support may also be beneficial, as
WGparticipants requestedmore external guidance and input. Staff
members’ limited knowledge of potential measures may hinder the
development of effective measures. For instance, the involvement
of hospice services represents a valuable resource for improve-
ment (Seaman et al. 2016), yet this was presumably not known
and therefore not considered as an appropriate measure. In our
study, specialized palliative care supported content-related ques-
tions but did not actively engage in tailoring measures. For future

applications, intensifying the involvement of specialized palliative
care could be beneficial, without limiting the autonomy of the WG
participants.

Strengths and limitations

One strength of the study is the use of the updated CFIR ver-
sion, ensuring a structured evaluation of barriers and facilitators
(Damschroder et al. 2022). Without frameworks, critical aspects
may be overlooked, compromising validity and generalizability
(Geerligs et al. 2018). We assessed the ward setting and challenges
from staff perspectives, providing valuable practical insights. The
inclusion of 10 GWs and ICUs across different departments of
medical centers enhances the comparability and transferability of
our results. Despite successful tailoring of measures, long-term
sustainability remains uncertain. As planned, the research team
withdrew after the WG process, preventing further involvement in
the implementation of the measures. Further research examining
the process after a longer period is necessary.

Conclusion

The ED approach proved feasible and useful for tailoring of ward-
specific measures aiming to optimise hospital care in the dying
phase. Participants of the WGs tailored a wide range of mea-
sures and were generally satisfied with the process. Successful
implementation requires individuals taking responsibility, engage-
ment across all hierarchical levels, and external support. The opti-
mal balance between bottom-up and top-down strategies remains
unclear. The overview of identified measures provides a base
to tailor own measures to optimise care in the dying phase
on other wards. As part of the research project, the measures
will be prepared and published more detailed for further use.
When transferring the approach to other hospitals, the identified
barriers and facilitators are an important guidance for effective
implementation.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S1478951525100400.
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ward staff and informal caregivers of deceased patients, give written informed
consent before participating in the interviews. Staff and working group survey:
Participants give their consent to participate by clicking on the ‘continue’ button
before starting the online survey and thereby agree to have their data collected
and analyzed anonymously. Retrospective Medical Record Analysis: The staff
councils of the 2 medical centers agreed to the collection of data from medical
records of deceased patients. Pseudonymized data were collected, therefore no
written or verbal informed consent is needed.
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