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Abstract

Background: While a palliative approach is generally perceived to be an integral part of the intensive care unit
(ICU), the provision of palliative care in this setting is challenging. This review aims to identify factors (barriers and
facilitators) influencing a palliative approach in intensive care settings, as perceived by health care professionals.

Method: A systematic mixed-methods review was conducted. Multiple electronic databases were used, and the
following search terms were utilized: implementation, palliative care, and intensive care unit. In total, 1843 articles
were screened, of which 24 met the research inclusion/exclusion criteria. A thematic synthesis method was used for
both qualitative and quantitative studies.

Results: Four key prerequisite factors were identified: (a) organizational structure in facilitating policies,
unappropriated resources, multi-disciplinary team involvement, and knowledge and skills; (b) work environment,
including physical and psychosocial factors; (c) interpersonal factors/barriers, including family and patients’
involvement in communication and participation; and (d) decision-making, e.g., decision and transition, goal
conflict, multidisciplinary team communication, and prognostication.

Conclusion: Factors hindering the integration of a palliative approach in an intensive care context constitute a
complex interplay among organizational structure, the care environment and clinicians’ perceptions and attitudes.
While patient and family involvement was identified as an important facilitator of palliative care, it was also
recognized as a barrier for clinicians due to challenges in shared goal setting and communication.
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Background
Intensive care units (ICUs) are specialized hospital wards
where seriously ill patients, often with life-threatening
conditions, are treated by specialized care professionals
and receive intensive care [1], with the essential aim of
providing life-saving and life-sustaining care [2, 3].
While mortality rates have drastically improved in recent

decades [4], a substantial proportion of patients receive
intensive care who will either not survive or who will be
discharged for end-of-life care, often close to death [5].
This highlights the relevance of integrating a palliative
approach into the care process in intensive care settings.
Thus, during recent decades, the point of departure of
critically ill patients within the ICU has changed, shifting
towards more chronically ill patients who deteriorate in
their chronic condition. The majority of patients in the
ICU are elderly, representing a vulnerable population
with a history of chronic and often comorbid diseases
such as heart failure or COPD. The COVID-19
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pandemic shows this very clearly, as many elderly patients
with chronic diseases are admitted to the ICU due to re-
spiratory failure [6, 7]. Clearly, the COVID-19 pandemic
necessitates the inclusion of responses with a palliative ap-
proach, such as active symptom relief, communication
and recognition of dying. When chronic conditions lead
to deterioration and occur among older adults, the ques-
tion of the integration of a palliative approach to patient
comfort and end-of-life care intensifies.
In general, a palliative approach aims to relieve suffer-

ing for patients with life-limiting conditions and for
those who are dying and to manage symptoms, increase
the level of care comfort and provide support to family
members [8, 9]. Despite increasing awareness of inte-
grating a palliative care approach in the ICU, there are
challenges, given the somewhat contradictory aims of in-
tensive care and palliative care, i.e., in providing life-
saving treatments vs treating dying as a normal process.
However, studies have shown the benefits of integrating
palliative care into intensive care [10–13], for example,
in relieving distress for patients and their families during
end-of-life care. Nevertheless, a review by Kahveci [14]
on attitudes and beliefs pertaining to integrating a pallia-
tive approach in the ICU shows that there are many
challenges, such as sociocultural factors, legal regulations
and a lack of awareness of a palliative approach. The in-
tegration of a palliative approach has been described as
challenged by a lack of resources for symptom manage-
ment and cultural and societal values and beliefs about
death and dying [15]; moreover, structural barriers (for
example, limited specialties and resources) appear espe-
cially difficult to change [16].
To date, no mixed-methods review has been con-

ducted that integrates both quantitative and qualitative
evidence to frame a broader picture of factors that influ-
ence the adoption of a palliative care approach in the
ICU. Hence, there is a need to synthesize the findings of
quantitative and qualitative research studies on the fac-
tors (facilitators and barriers) influencing a palliative ap-
proach in the ICU from the perspective of allied health
professionals. In particular, there is a need to increase
knowledge of contextual factors (attitudes, perceptions
and structural/organizational) influencing this integra-
tion of care perspectives, which could be considered to
be exclusively related to each other.

Aim
To identify factors influencing a palliative approach in
intensive care units, as perceived by health professionals.

Methods
A mixed-methods systematic review was undertaken
with the aim of identifying, assessing, analysing and syn-
thesising the current research findings [17]. The first

step in the process was to perform a review protocol
(registered in the international prospective register of
systematic reviews (PROSPERO) (CRD42018099786).
Second, systematic literature searches were conducted,
and relevant literature was selected. Third, we performed
quality assessments of the included articles [18]. Finally,
we analysed and synthesised the articles’ findings, taking
the assessed quality into consideration.

Eligibility criteria and review selection
A search guide was developed based on the research
concepts and questions within the inclusion and exclu-
sion criteria. The authors used a PEO framework (popu-
lation, exposure, outcome) [17] and focused on the
following:

Population – allied health care professionals in the
ICU;
Exposure – integration or implementation of a
palliative approach;
Outcome – factors (facilitators and barriers)
influencing a palliative approach; and.
Context – ICU.

Two expert medical librarians supported our search
process.
The inclusion criteria were as follows:

(1) Studies focusing on factors influencing the
integration of a palliative approach for adult
patients admitted to the ICU;

(2) Studies highlighting health care professionals’
experiences or perceptions of the integration or
implementation of palliative care in ICUs;

(3) Studies written in the English language; and.
(4) Peer-reviewed studies published between January

2007 and January 2018.

Our exclusion criteria were as follows:

(1) Non-empirical studies (e.g., editorials, brief reports);
(2) Studies in paediatric and neonatal intensive care;
(3) Studies reporting the frequency of palliative care in

the ICU and the effect of palliative care on the
mortality rate or length of stay in the ICU; and

(4) Studies regarding palliative care policy.

Literature search strategy
In this review, we have chosen to use broad concepts
and surrogate words and associated definitions. We used
the search terms targeting the integration of a palliative
approach, such as implementation, palliative care, and
intensive care units, as well as synonyms for these terms
(see Additional file 1). The university librarian at the
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University of Gothenburg performed an electronic data-
base search of the following databases: AMED, PubMed,
EMBASE, PsycInfo, Sociological Abstracts, Web of Sci-
ence, Scopus and Cinahl. In total, 1843 citations were
identified (AMED n = 21, PubMed n = 507, EMBASE n =
376, PsycInfo n = 46, Sociological Abstracts n = 3, Web of
Science n = 160, Scopus n = 495, and Cinahl n = 235).

Selection of articles
In total, 1843 articles were identified in the initial search,
of which 462 were duplicates and were thus deleted be-
fore we imported the remaining 1407 articles into an
web based systematic reviews software for blind screen-
ing (Rayyan QCRI, developed by Qatar Computing Re-
search Institute) (see Fig. 1). Two authors (HH, AW)
performed blind screening of the articles in Rayyan fol-
lowing the inclusion and exclusion criteria (above). In
the first round, the article titles and abstracts were
screened (in the online tool Rayyan). In the second
round, eligibility was assessed based on the blind reading
of 158 full-text articles by two authors (HH, AW). The
authors summarized and documented the reasons for in-
clusion and exclusion. In the third round, which was un-
blinded, two authors (HH, AW) compared and discussed

the relevant articles, and if there was disagreement, consen-
sus for final inclusion was achieved by consulting all mem-
bers of the research team. As a result, 24 articles were
ultimately included in this systematic review (see Fig. 1).

Quality assessment
Depending on the type of study, the quality assessment
was carried out as follows: nine qualitative studies and
one quantitative study with an RCT design were evalu-
ated using the Critical Appraisal Skills Program (CASP).
The remaining quantitative studies (n = 8) were evalu-
ated using the Best Evidence topics (Best BETs) critical
appraisal checklists for survey study design. The Mixed-
Methods Appraisal Tool (MMAT) was used to evaluate
the studies using a mixed-methods approach (n = 6).
The researchers evaluated each of the studies and devel-
oped scores for all types of tools. For the quality assess-
ment summary (see Additional file 2).

Analysis and synthesis
A thematic synthesis approach was selected for the
study. Thematic analysis has been used in mixed-
methods systematic reviews that address questions such
as identifying barriers or facilitators from evidence and

Fig. 1 PRISMA flowchart
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identifying patterns within the findings [17]. While the-
matic synthesis is generally used for the synthesis of
qualitative studies, it may also be useful when there is
heterogeneity in outcome variables and measurement in
quantitative studies. Before the beginning of the analysis
stages, the first author (HH) read each included article
several times, data were extracted, and quality assess-
ments were performed for quantitative and qualitative
analyses separately. A three-stage thematic analysis
process was undertaken [18]. In the first stage, the first
author (HH) focused on factors influencing a palliative
approach in the ICU based on results from quantitative
data. In the second stage, we focused on factors influen-
cing a palliative approach in the ICU based on results
from qualitative data. In the third stage, two authors
(HH, AW) integrated the analyses using thematic syn-
thesis with a focus on factors influencing a palliative
approach in the ICU based on results from both quanti-
tative and qualitative data. They also repeatedly checked
the analysis against the articles and started to thematize
the findings into influencing factors. Inconsistencies in
preliminary analysis were discussed, and the other au-
thors were consulted (SO, JÖ). In this stage, we sought
to distinguish the influencing factors into overarching
analytical categories (type of factors) and more descrip-
tive categories (specific factors). The similarities and dif-
ferences between the findings were highlighted and
grouped to finalise the development of descriptive cat-
egories (factors) and analytical categories (type of fac-
tors). All authors were involved in reviewing and
checking the accuracy of the final findings.

Results
Study characteristics and quality assessment summary:
Fig. 1 shows a standard flow chart reporting the results
of the bibliographic search and screening (it follows the
guidance of the Preferred Reporting Items of Systematic
Reviews and Meta-Analyses (PRISMA). In total, 24 stud-
ies were eligible for the review: nine qualitative, nine
quantitative and six mixed-methods studies. In total, the
articles reported studies with 2545 participating allied
health professionals. Studies were conducted in ten
countries worldwide, with most studies conducted in the
United States of America (n = 11), the United Kingdom
(n = 5), the Netherlands (2), Germany (2), Australia (1),
Canada (1), Japan (1) and Brazil (1). A summary of all in-
cluded articles and their quality assessments are shown in
(see Tables 1, 2, and 3). In total, eight articles were
assessed as having either moderate-to-high or high quality,
eight articles were assessed as having moderate quality,
four articles were assessed as having low-to-moderate
quality, and four articles were assessed as having low qual-
ity (reference [33, 34, 38, 40]) (see additional file 2).

Influencing factors (facilities and barriers)
Four types of influencing factors were identified: (1)
organizational structures, (2) working environment, (3)
patient and family involvement, and (4) palliative care
decision-making. We present the summary of these
types of influencing factors below and specific factors
with related facilitators and barriers in Table 4 Below,
each of the four influencing factors are presented with
specific facilitating and hindering factors.

Organizational structures
Several studies highlighted the lack of protocols and pol-
icies for integrating a palliative approach in the ICU [22,
23, 34, 37]. Nevertheless, several studies have also re-
vealed that physicians and nurses tend to be resistant to
and unaware of the guidelines for a palliative approach
in the ICU [26, 37, 38]. The number of staff, the
standardization of the staffing ratio [27], and the time
spent by staff with patients were examples of factors in-
fluencing the integration of a palliative approach in the
ICU [19, 34]. There was a lack of organizational support,
not in the least for junior nurses, who reported a lack of
mentoring and support.
Several studies indicated that poor education and

knowledge about a palliative approach created barriers
and were due to inadequate education and knowledge
among nurses working in the ICU [21, 38]. One study
reported that nurses gained their palliative care
experience through trial and error [19]. Other barriers
identified were insufficient information [32], a lack of
awareness of the complexity of and the communication
required for a palliative approach in the ICU, inadequate
training in palliative care decision making [29, 32], and a
lack of specialized palliative care teams, which was an
obstacle to integrating a palliative approach for patients
in the ICU [37, 40].
A palliative approach was positively enhanced by fol-

lowing standardized tools for dialogue [38], bereavement
programmes, and adherence to the appropriate policies
and procedures [26]. This approach was also enhanced
by the introduction of team meetings [36], collaboration
with other specialties [20, 39], the involvement of
families into the multidisciplinary discussion [22, 34].
Palliative care training programmes for critical care pro-
fessionals, or peer-to-peer support programmes, im-
proved the integration of a palliative approach in the
ICU [36], as well as specialized palliative care teams’ par-
ticipation and mentoring within the ICU teams [25].

Working environment
The physical and psychosocial care environment was
more of a barrier than a facilitator for a palliative ap-
proach in the ICU, and only two studies reported that
support through a nurse-adapted bedside environment
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was effective in the ICU [36]. In many studies, the physical
environment or infrastructure of the ward did not facili-
tate the support and participation of families while inte-
grating a palliative approach for their patients [25, 35].
Identified barriers included a noisy environment with lack
of privacy and confusion regarding who to approach for
information [20, 37, 38]. Increased moral distress and the
need for emotional support to reduce such stress during
the integration of a palliative approach in the ICU was de-
scribed in two studies [19, 27], indicating a lack of support
from managers, other staff and external support services
[27, 32].

Patient and family involvement
Three studies emphasized that conflict and disagreements
between family members and physicians concerning the
goals of care were a barrier to the integration of a pallia-
tive approach [22, 32, 35], and other studies highlighted
communication challenges with family members [20, 34]
related to language and culture [35], religious beliefs [35],
and inadequate information about prognosis [31, 41].
Nevertheless, family involvement in patient care regarding
the sharing of information, respect for others’ wishes, and
cooperation among patients, families and healthcare pro-
viders before they decided to change the goals of care to-
wards a palliative orientation was found to be a facilitating
factor [28, 36, 38].

Palliative care decision-making
Studies report that continued intensive care intervention
for patients was a barrier to making decisions about the
integration of a palliative approach in the goals of care
[31, 41], as well as a lack of understanding about how to
assess patients’ prognostication towards palliative care
for dying patients and their family [24, 25]. For example,
one study found that physicians were unable to identify
patients who required a palliative approach to care in
the early stage of intensive care [28]. Three studies em-
phasized that nurses did not contribute to the decision
to integrate a palliative approach for their patients in the
ICU [28, 29, 42]. Other identified barriers to decision
making were physicians’ attitudes and beliefs about pallia-
tive care [37, 42], disagreement between physicians [19]
and the ICU team regarding the goals of care [27, 36], a
lack of standardized care [25], and insufficient communi-
cation among team members [19, 22, 35], all of which
hampered integration in terms of transitions from life-
sustaining interventions to palliative goals (see Table 4).
Clarity, agreement and documentation of the palliative

goals of care decisions were identified as facilitators [24],
together with ethical consultation [30, 33] and the use of
a numeric prognostic scale to support improved prog-
nostication efforts [20].

Discussion
In this study, we sought to identify barriers to and facili-
tators of the integration of a palliative approach in inten-
sive care units. To our knowledge, this study is the first
systematic review that combines results based on qualita-
tive and quantitative data to illuminate factors influencing
a palliative approach in the critical care environment. Our
results suggest that the transition from life-sustaining in-
terventions to palliative goals of care in an intensive care
context is hindered by both organizational and structural
factors (e.g., resources, time constraints, workloads, and
work environments) as well as individual factors (e.g.,
healthcare provider, patient, and family attitudes, commu-
nication, interaction and knowledge backgrounds). Our
quality assessment suggests that the majority of articles
(n = 16) were assessed to be of either moderate or
moderate-to-high quality. The results from the four arti-
cles assessed to have low quality were supported by similar
results from other studies included.
Today, a palliative approach to care is characterized by

early identification of palliative care needs, adaptation of
palliative care knowledge and integration into practice
[43]. Given the complex nature of the intensive care
context, such knowledge translation may become more
challenging. There is no doubt that there is a need for
the successful knowledge translation of a palliative ap-
proach into the ICU; however, the studies reviewed did
not explicitly evaluate this. Through acknowledgment of
the complexities involved, we need explicit knowledge
translation research demonstrating valid implementation
strategies. One way of moving towards knowledge trans-
lation is using the PARiHS (Promoting Action on Re-
search Implementation in Health Services) model, which
provides important insights for supporting knowledge
translation into practice by focusing the implementation
process on evidence, context and facilitation. According
to the PARiHS model, the context/setting, as well as
practice facilitators for change, are as important as the
evidence supporting the knowledge. We use this model
to discuss the findings from this study.
Organizational structures appeared in this study to be

one of the barriers to the achievement of a palliative ap-
proach in the ICU. According to the PARiHS model, the
context/setting, as well as practice facilitators for change,
are as important as the evidence supporting the know-
ledge. The PARiHS framework demonstrates the need to
address leadership and organizational aspects by under-
standing human relationships [44]. The present study
shows that the lack of clinical guidelines and policies for
integrating palliative care hinders implementation.
Nevertheless, there is also evidence that professionals
tend to disregard or be unaware of guidelines for a pal-
liative approach in the ICU, pointing towards the im-
portance of understanding professional perceptions and
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attitudes towards a palliative approach. This finding is in
line with a review by Kahveci [14] that showed the im-
pact of sociocultural factors and the lack of awareness of
a palliative approach. Professionals’ perceptions and atti-
tudes, leadership and organizational aspects, as well as
patients’ and relatives’ preferences and participation,
need to be explored for successful integration. Thus, in-
tegration is both an organizational challenge as well as
an individual challenge, as the organizational culture is
created, sustained or changed by the people who work
within the organization [45].
An important aspect of knowledge translation

highlighted in the PARiHS framework is the context of
care and its environment. Our results found more re-
search emphasizing the challenges that the ICU physical
work environment imposes on a palliative approach to
care [30, 33, 42]. Interestingly, we found no articles pin-
pointing facilitating factors for the psychosocial care en-
vironment in the ICU. Therefore, future research should
further investigate the care environment in various situa-
tions, such as how to support staff and reduce the stress
of the care environment in general in this setting.
The present study highlights the importance of both pa-

tient and family involvement. The importance of family
involvement is in line with the findings of previous litera-
ture [8, 9]. Ineffective communication, a lack of family
education, and a lack of healthcare provider awareness
were shown to be key issues underlying conflict between
family and physicians. Patient and family involvement are
linked to knowledge and education [22, 31], so it is vital to
address family education programmes in the ICU. Studies
show a palliative approach integrated into reduced patient
and family distress [10–13]. This suggests a need for im-
proved palliative care education and training to assess pa-
tients’ and families’ needs, wishes, and participation in
care and goal setting in terms of a palliative orientation.
In the present study, decision-making to integrate a pal-

liative approach in intensive care is influenced by health-
care professionals’ knowledge and attitudes about the
transition from curative-focused to palliative-focused goals
of care, which highlights the importance of focusing on
healthcare professionals’ goal-setting attitudes and abilities
in the integration of a palliative approach [46]. Unsurpris-
ingly, having a clear goal of care on admission to the ICU
seems to support professionals in the palliative decision-
making process [24]. However, this cannot be considered
in isolation, as many complex related factors can affect it,
for example, the wishes of the patient and family and diffi-
culties in defining a patient’s prognosis on admission [35].
Studies regarding nurses’ involvement in team decision-
making or consulting the specialized palliative care team
were scarce for palliative care in the ICUs [28, 29, 42].
Further studies may explore the impact of nurses’ involve-
ment in the decision-making process.

Limitations of the study
In this systematic literature review, we described factors
influencing the integration of a palliative approach
within the ICU. The majority of the included studies
were assessed to be of moderate or moderate-to-high
quality, with only one of these assessed to be of high
quality, and four studies were assessed to be of low qual-
ity. The reader should thus acknowledge the heterogen-
eity of the study designs, as well as the spectrum of
quality within the included studies. Although the hetero-
geneity of studies within a mixed-methods review could
be acknowledged as a limitation, it is also a strength, as
it provides a broad overview of the topic. As in many
systematic studies, researchers’ language skills are a limi-
tation because we only included literature in English.

Conclusion
Factors hindering the integration of a palliative approach
in an intensive care context are constituting a complex
interplay among the organizational structure, the care
environment and the clinician’s perception and attitudes.
While patient and family involvement were identified as
an important facilitator of palliative care, it was also
identified as a barrier for the clinicians due to challenges
in shared goal setting and communication. We suggest
that future integration efforts targeting a palliative ap-
proach should focus on organizational and educational
efforts that strengthen human relationships and partner-
ships, not in the least regarding patient and family in-
volvement. Moreover, there is a need for research
evaluating useful strategies for the knowledge translation
of a palliative approach in the ICU.
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