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QUALITATIVE AND MIXED METHODS STUDIES

Perceptions on Specialist Palliative Care 
Involvement During and After Cardiopulmonary 
Resuscitation: A Qualitative Study
IMPORTANCE: Cardiopulmonary resuscitation (CPR) is an exceptional physical 
situation and may lead to significant psychological, spiritual, and social distress 
in patients and their next of kin. Furthermore, clinicians might experience distress 
related to a CPR event. Specialist palliative care (sPC) integration could address 
these aspects but is not part of routine care.

OBJECTIVES: This study aimed to explore perspectives on sPC integration dur-
ing and after CPR. A needs assessment for sPC, possible triggers indicating 
need, and implementation strategies were addressed.

DESIGN, SETTING, AND PARTICIPANTS: A multiprofessional qualitative 
semistructured focus group study was conducted in a German urban academic 
teaching hospital. Participants were clinicians (nursing staff, residents, and con-
sultants) working in the emergency department and ICUs (internal medicine and 
surgical).

ANALYSIS: The focus groups were recorded and subsequently transcribed. 
Data material was analyzed using the content-structuring content analysis accord-
ing to Kuckartz.

RESULTS: Seven focus groups with 18 participants in total were conducted on-
line from July to November 2022. Six main categories (two to five subcategories) 
were identified: understanding (of palliative care and death), general CPR condi-
tions (e.g., team, debriefing, and strains), prognosis (e.g., preexisting situation, 
use of extracorporeal support), next of kin (e.g., communication, presence during 
CPR), treatment plan (patient will and decision-making), and implementation of 
sPC (e.g., timing, trigger factors).

CONCLUSIONS: Perceptions about the need for sPC to support during and 
after CPR depend on roles, areas of practice, and individual understanding of 
sPC. Although some participants perceive CPR itself as a trigger for sPC, others 
define, for example, pre-CPR-existing multimorbidity or complex family dynamics 
as possible triggers. Suggestions for implementation are multifaceted, especially 
communication by sPC is emphasized. Specific challenges of extracorporeal 
CPR need to be explored further. Overall, the focus groups show that the topic is 
considered relevant, and studies on outcomes are warranted.

KEYWORDS: emergency care; intensive care; interdisciplinary care; needs 
assessment; trigger

Cardiopulmonary resuscitation (CPR) is a major challenge for patients, 
their next of kin, and clinicians. Although survival has increased over 
the last decades, the functional outcome is often poor regarding phys-

ical, psychosocial, and spiritual wellbeing (1–4). Specialist palliative care (sPC) 
focuses on improving the quality of life for patients with life-threatening illnesses 
and their next of kin (5). Although sPC during and after CPR might be beneficial, 
there is no standardized sPC implementation in these situations. Underutilization 
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of sPC is also common in other groups of critically ill 
patients and trigger factors have been suggested to iden-
tify patients in need of sPC (6–9). In preliminary work, 
different sPC trigger factors in the ICU according to ex-
isting literature were assessed for acceptance in German 
ICU personnel (10, 11). In these cohorts, “cardiac arrest” 
was not considered as a sPC trigger factor by physicians 
and nurses (10, 11). A systematic review examining 
triggered palliative care consultations in hospitalized 
and emergency department (ED) patients, found that 
none of the studies including “cardiac arrest” as a trig-
ger was conducted in the ED setting (12). In a study on 
early triggered PC in medical ICU patients, the screen-
ing tool used for patient identification contained nine 
predetermined criteria and included the item “cardiac 
arrest with neurologic compromise” (9). Consequently, 
uncertainty exists if CPR should be a trigger factor for 
sPC and which specific needs should be addressed dur-
ing and after CPR.

This qualitative study aims to explore the percep-
tions of ED and ICU clinicians regarding the general 
need for sPC involvement during and after CPR in the 
hospital setting. It aims to understand the clinicians’ 
perspectives on possible indicators that could trigger 
sPC in the CPR context and to identify implementa-
tion strategies. The identification of trigger factors 
and clinical suggestions could facilitate a standardized 

need- and resource-appropriate introduction of sPC 
during and after CPR.

MATERIALS AND METHODS

Design and Ethical Approval

This is a qualitative multiprofessional focus group study. 
The study was approved by the local ethics committee 
of the Medical Faculty of Heinrich Heine University 
Duesseldorf, Germany (study number 2022-1903, ap-
proval date: June 30, 2022). All procedures were in 
accordance with the Helsinki Declaration of 2012. To 
ensure quality of reporting, we followed the 32-item 
Consolidated Criteria for Reporting Qualitative 
Research checklist (13).

Setting and Participants

The study was conducted at a tertiary care hospital in 
urban Germany with approximately 50,000 inpatient 
cases annually. The hospital has a long-established 
sPC center, comprising a sPC unit (300 patients/yr), 
the sPC consultation team (1200 patients/yr), and an 
outpatient sPC team (400 patients/yr). Each year, the 
hospital provides care for around 240 out-of-hospital 
and around 160 in-hospital cardiac arrests. For this 
study, we recruited physicians and nurses working 
in the ED and ICU (surgical and internal medicine). 
Adult participants were eligible if they were previously 
involved in the treatment of patients undergoing CPR. 
To explore perspectives from different professions and 
experience levels, we included nurses, residents, and 
(senior) consultants, and conducted focus groups sep-
arately among the groups. Participants were recruited 
via email or direct contact with study team members 
or department leaders. Inclusion was performed after 
written informed consent was obtained from all par-
ticipants. We aimed to conduct focus groups with four 
to eight participants (13); however, due to the partici-
pants’ scheduling requirements, we performed focus 
groups with two to four participants.

Data Collection

The interview guide comprised open-ended questions 
addressing participants’ experiences and perspectives 
on sPC integration in CPR (Table 1; and Appendix 
A: Interview Guide http://links.lww.com/CCX/B330). 
The questions were developed collaboratively within 

 
KEY POINTS

Question: How is specialist palliative care (sPC) 
need and involvement in cardiopulmonary resusci-
tation (CPR) perceived by emergency department 
and intensive care clinicians?

Findings: This qualitative study highlights the 
role of communication, especially with next of kin 
after CPR, and the lacking time for this. The CPR 
circumstances, specific prognostic factors, and 
individual experiences mainly influence the per-
spectives on sPC need, timing, and trigger factors 
for involvement.

Meaning: As perceptions vary among clinicians 
and depend on individual understanding of palli-
ative care and death, further studies should eval-
uate the impact on outcomes at patient, next of 
kin, and clinician levels.

http://links.lww.com/CCX/B330
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an interdisciplinary and interprofessional working 
group (disciplines: anesthesia, palliative care, urology, 
intensive care, emergency care; professions: physicians, 
and nurses) and checked for clear and unique under-
standing in group discussions. The focus groups were 
conducted by two researchers (T.T., M.S.). T.T. served 
as the moderator and is a research fellow at the Center 
for Palliative Medicine with a background in clinical 
anesthesiology. Her interest in the study and profes-
sional background were transparently communicated 
to the participants before the start. M.S. as the comod-
erator has extensive experience in qualitative research 
and works as a postdoctoral research fellow at the 
Center for Palliative Medicine. In addition to check-
ing for T.T.’s neutral role as a moderator, which was 
constantly present, she documented memos and asked  
follow-up questions. Memos could contain content that 
particularly caught M.S.’s attention or aspects of strong 
agreement or disagreement between participants. 
After each focus group, T.T. and M.S. compiled memos 
highlighting the main topics discussed. The focus 
groups took place online using Cisco Webex (Version 
42.11.0.24187, 2022; San José, CA). The number of 
focus groups was not previously set as we aimed to in-
clude all interested participants and perceptions.

Data Analysis

The audio recordings of the focus groups which were 
conducted in German language were transcribed ver-
batim by T.T. according to simple principles (14). 
Statements used for the results were later translated 

into English. The transcripts were used as data and 
formed the basis for the analysis. Memos that were 
prepared during and after the focus groups by T.T. and 
M.S. were incorporated into the analysis. Data were 
analyzed using the content-structuring content anal-
ysis according to Kuckartz (15). With this method, 
data are structured, analyzed, and interpreted based 
on main and subcategories in seven steps (Fig. 1). The 
initiating text work included the intensive reading of 
the transcripts, marking important aspects, and sum-
marizing each focus group. From the interview guide 
and the text work, deductively and inductively the-
matic main categories were developed. Data were then 
coded with these main categories, and all text passages 
with the same coded main categories were collected. 
The inductive determination of subcategories followed 
to finally code the whole data material with the evolved 
category system. The analysis was conducted inde-
pendently by T.T. and M.S. with regular discussion and 
reflection rounds.

RESULTS

From July to November 2022, seven focus groups were 
conducted involving 18 participants. Each focus group 
consisted of two to four participants and lasted be-
tween 34 and 84 minutes. Additional information on 
the professions, areas of practice, and demographic 
data are summarized in Table 2. The composition of 
the groups is detailed in Table 3.

Analysis of the data yielded six main categories, each 
comprising two to five subcategories (Fig. 2). The main 
categories are titled to reflect the overarching themes, 
whereas the subcategories highlight specific aspects 
within each theme. These main categories address the 
clinicians’ general understanding of palliative care and 
death, the overall CPR conditions (e.g., team, debrief-
ing, and strains), and the patient’s prognosis by facing 
the preexisting situation or the use of extracorporeal 
support. Furthermore, the role of and communica-
tion with next of kin, treatment planning, and specific 
aspects of the implementation of sPC (e.g., timing, 
trigger factors) are the main categories.

Understanding

The perspectives on the need for sPC in CPR were influ-
enced to a great extent by personal experiences and in-
dividual understanding of "sPC" and "death" in general. 

TABLE 1.
Topics of the Semistructured Interview 
Guide

Semistructured Interview Guide

1)  Introduction: study background, personal presentation, 
procedure

2)  Obtaining permission to record the interview, begin 
recording

3) Exploration of CPR-related experiences and challenges
4)  Perception of the need for specialist palliative care in 

CPR patients
5) Collection and discussion of possible trigger criteria
6) Description of possible implementation options
7) Stop recording
8) Closing of the interview

CPR = cardiopulmonary resuscitation.
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It was mentioned that sPC staff uses “soft skills” in a way 
that “they are clearly superior to us” (consultant ICU 
1). It was also stated: “A bit macabre ... When you tell 
patients they almost died today, that’s why I’ll propose 
a palliative care consultation tomorrow” (resident ICU 
1). One must be cautious as patients may think “palli-
ation means that doctors give up” (consultant ICU 2). 
Explaining and offering sPC integration to the next of 
kin also requires awareness regarding fears and mis-
understandings. One participant said: “I think a psy-
chosomatic consultation would be more helpful than 
sending palliative specialists to the people, who might 
then be even more insecure about their health situa-
tion” (resident ICU 2). For ED and ICU staff, there was 
a “threshold” for contacting the sPC team. They have ex-
perienced being the “black sheep” if they did it. Nursing 
staff also demanded to initiate sPC consultations as this 
is currently a physician’s duty. When asked to define 
sPC, some participants drew the conclusion that “high 
mortality means palliative care,” while others described 
sPC physicians as doctors for “life quality” with the 
primary goal of preventing “suffering.” Some consid-
ered sPC only for dying patients, others also for life- 
threatening conditions. Symptom control was regarded 
as an essential part of sPC; however, it was not men-
tioned as a possible task during or after CPR. “As in-
tensive care physicians, we actually manage symptom 
control quite well by doing it ourselves” (consultant ICU 
3). Perceptions of urgent need for sPC integration into 
critical illness were based on the following: “we com-
pletely ignore finiteness of man, and everything that is 
somehow related to this is ignored. And I don’t think 
that’s realistic or in the patient’s interest” (nurse ICU 1). 

The nursing personnel 
further criticized that “the 
doctors always only talk 
about 'serious situations'," 
quite often the words “to 
die” or “to pass away” or 
“death” are not used.

General Conditions

The participants dis-
cussed their experiences 
of general CPR settings 
with the algorithm used 
during CPR, a debriefing 

conducted afterward, and general strains that influ-
ence their perception of the need for sPC involvement. 
The "CPR algorithm was described as “the best algo-
rithm available in medicine” (consultant ICU 2) which 
is commonly known. Due to this “strict scheme,” no 
need for palliative support during CPR was seen by 
most of the participants. Another aspect was crowded 
room settings with many people involved. "Debriefing" 
immediately after CPR gained “a higher priority” re-
cently. Debriefing mainly took place after a “dramatic 
CPR situation” (e.g., young patient). It was noted that 
the threshold for initiating such debriefings “is lower 
among leaders if they have palliative care experience” 
(nurse ED 1). Participants further suggested internal 
training in palliative care for all ED or ICU "teams." 
The participation of the sPC team for every debrief-
ing was discussed controversially. As the CPR situa-
tion is “work between life and death,” different strains 
affect the team. Compassion for a patient may arise, 
especially when patients are young or already known. 
During CPR, the “patient is just material” and “emo-
tional aspects are being excluded” to “stay focused” 
(nurse ED 1). The next of kin might react reproachfully 
after an unsuccessful CPR and transfer their “helpless-
ness on the treatment team” (consultant ICU 2).

Prognosis

The patient’s prognosis regarding the individual preex-
isting status, the CPR setting with the possible use of 
invasive life support therapies and possible outcomes 
afterward influence the participants’ perceptions of 
sPC need and respective trigger criteria. In general, 

Figure 1. Seven steps of the qualitative content analysis according to Kuckartz (15).
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the participants described that “patients after CPR be-
long to the sickest in the hospital” (resident ED 1). The 
"outcomes" vary and depend on the "CPR setting." In 
the ICU, trained staff, defibrillators, and medication 
are quickly available to treat reversible causes of CPR. 
Since no-flow time, duration of CPR, and the need for 
repetitive CPR are major indicators for an individual’s 
outcome, one participant expressed that it cannot be 
said during early CPR whether the sPC team is needed 
(resident ICU 3). For this, the "preexisting situation" 

of the patient before CPR is more relevant. Factors 
indicating the need for sPC mentioned by study par-
ticipants are as follows: oncologic disease, terminal di-
sease, high symptom burden, multiple diseases, high 
age, limiting chronic diseases, heart failure, or pulmo-
nary disease with oxygen therapy. The special circum-
stances of extracorporeal life support (ECLS) were a 
frequent topic in the interviews. "ECLS" in CPR is con-
sidered a “poor prognostic factor” as it is an ongoing 
CPR and the patient “is kept alive by hook or by crook” 

TABLE 2.
Characteristics of Participants

Participants (n = 18) n (%)

Profession

  (Senior) consultant 7 (38.9)

  Resident 6 (33.3)

  Nursing personnel 5 (27.8)

Area of practice

  Emergency department 6 (33.3)

  Surgical ICU 9 (50)

  Medical ICU 3 (16.7)

Sex

  Female 10 (55.6)

  Male 8 (44.4)

Age (yr)

  25–34 7 (38.9)

  < 35–44 8 (44.4)

  45–54 2 (11.1)

  55–65 1 (5.6)

Working experience (yr) In total ICU Emergency department

  < 5 6 (33.3) 11 (61.1) 13 (72.2)

  5–14 7 (38.9) 5 (27.8) 3 (16.7)

  15–24 3 (16.7) 0 (0) 2 (11.1)

  25–35 2 (11.1) 2 (11.1) 0 (0)

Cardiopulmonary resuscitation experience, estimated number

  < 10 2 (11.1)

  10–50 4 (22.2)

  50–100 7 (38.9)

  > 100 5 (27.8)

(Specialist) palliative care experience in general

  Yes 7 (38.9)

  No 11 (61.1)

CPR = cardiopulmonary resuscitation, ED = emergency department.
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(nurse ICU 2). In the decisional phase of ECLS use 
in CPR, the team is “focused on invasive procedures” 
and the situation was not regarded as a palliative situ-
ation. In contrast, during “the course of the intensive 
care treatment,”, sPC might be interesting. “But at some 
point, time is up and then you have to decide, machine 
off or not? Because the bridge leads nowhere. That is 
one example, and in this context, palliative care defi-
nitely makes sense” (consultant ICU 3).

Next of Kin

Although the patients are typically unconscious in the 
CPR process, their next of kin assume a central role. 
Participants discussed communication, time resources, 
and support strategies that could be provided through 
sPC involvement. The importance of "communication 
with the next of kin" was highlighted: “I think that it is 
very important, for example, to make contact with rela-
tives as soon as possible” (consultant ICU 4). However, 
“sometimes the next of kin are not informed until the 
next day” as "time" is limited. Furthermore, “time is 
perceived differently for us or is perceived differently 
by us than by the relatives” (consultant ICU 1). Some 
participants concluded that sPC teams could be inte-
grated when the ED or ICU teams do not have enough 
"time" to support the next of kin. However, one par-
ticipant also emphasized, that sPC is no “fill-in, when 
we have no resources” (nurse ICU 3) and “next of kin 
work” is the primary care teams’ responsibility. It was 
noticed that if the CPR was unsuccessful, the next of 
kin were spoken to more extensively “and if the resusci-
tation was successful, no matter how long it lasted […], 

it is usually not discussed in such detail with the rela-
tives” (consultant ICU 1). Additional support through 
sPC teams in next-of-kin discussions was regarded 
variously. Although some participants preferred sPC 
teams to “simply be there,” some participants favored 
“professional support” only for specific situations (e.g., 
complex family dynamics). A possible confusion of the 
next of kin caused by too many contact persons was 
discussed and the responsibility for leading communi-
cation by the primarily caring team was emphasized. 
Another participant added that “in the cases, in which 
I spoke to the relatives myself afterwards, I coped bet-
ter” (resident ICU 4). Need for sPC was rather seen 
to "support" when next of kin “wait outside the door.” 
Furthermore, participants discussed a possible (sPC-
guided) "presence of next of kin during CPR", a sce-
nario they had not previously encountered.

Treatment Plan

As an aspect of sPC integration, treatment planning 
with a focus on the patients’ will and decision-making, 
in particular, were discussed. The "patient’s will" might 
not always be clear or available during CPR as the 
focus lies on emergency care. According to an ICU 
consultant, advance directives play a “subordinate 
role” as they often are not precise enough or available. 
Although some participants saw a beneficial role of 
sPC in the assessment of the patient’s presumed pref-
erences in an acute scenario, some emphasized that the 
sPC team has no “special tool.” For "decision-making" 
after successful CPR, a checklist was suggested with 
which the current patient’s status, the goals of care, and 
planned communication with the next of kin can be 
captured.

Implementation

For the practical implementation of sPC in the CPR 
process, participants discussed their opinions on tim-
ing, trigger factors, and end-of-life care. The "timing" 
of sPC implementation during and after CPR was con-
troversially discussed. In acute situations, “the focus is 
on the CPR success” and there is “no benefit, but im-
mediately after a successful CPR, I recognize a high 
value of palliative medicine” (resident ED 1). As exact 
timing is often impossible in the ICU due to unforeseen 
events, timeframe suggestions for a sPC visit were “im-
mediately,” “the day after” or after 2–3 days when the 

TABLE 3.
Interview Groups

Group Participants

1 Two consultants ICU, one senior consultant ED

2 Two nurses ED

3 Two residents ICU, two residents ED

4 Three nurses ICU

5 Two residents ICU

6 One senior consultant ED, one senior con-
sultant ICU

7 One senior consultant ICU, one consultant ICU

ED = emergency department.
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neurologic outcome can be assessed better. Whether 
CPR is a "trigger factor" for sPC was also debated con-
troversially. Opinions ranged from every CPR, every 
successful CPR with a return of spontaneous circula-
tion, to the opinion that CPR is only intensive care and 
does not indicate the need for sPC. One participant 
recommended using the “surprise question,” which 
involves the question, “Would I be surprised if this pa-
tient died in the next twelve months?” (resident ED 1). 
Other participants regarded missing curative options, 
poor prognosis while being awake, or a transferal to 
the sPC unit when the patient is not immediately dying 
as indications for sPC. "End-of-life care" was a topic 
mainly discussed by the ED personnel. They described 
that when the ED team decides not to further proceed 

with life-sustaining treatment, a situation arises where 
professional end-of-life care is required. Here, a sPC 
team member who was not part of the previous emer-
gency situation can provide support for patients and 
their next of kin.

DISCUSSION

With this qualitative focus group study, we aimed to 
explore the perception of multiprofessional clinicians 
on the integration of sPC into care during and after 
CPR. Given the high mortality rates and often im-
paired quality of life post-CPR, sPC could offer ben-
efits for patients, their next of kin, and clinicians. Our 
findings provide insight into the study participants’ 

Figure 2. Qualitative focus group study setting (encircled), surrounded by the results (main categories, bold, with their respective 
subcategories) addressing the patient, their next of kin, the intensive/emergency care teams, and the specialist palliative care (sPC) 
team in cardiopulmonary resuscitation (CPR) situations. The authors used Generative Pretrained Transformer 4, OpenAI’s large-scale, 
multimodal model to create the illustrative images. ECLS = extracorporeal life support.
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perspectives on the following research questions: 1) Is 
there a general need for sPC during or after CPR? 2) 
What might be trigger factors that indicate a need? 3) 
How could sPC be implemented in CPR care?

Need for sPC in and After CPR

During CPR, participants described the patient as 
“material” with the primary focus on saving lives. Most 
participants did not perceive the presence of sPC team 
members during CPR as beneficial and rather viewed 
it as potentially disruptive, given the already crowded 
environment. Our results align with a qualitative anal-
ysis investigating the organization of resuscitation 
teams for in-hospital cardiac arrest in top-performing 
hospitals in the United States (16). All hospitals had 
teams composed of members from diverse disciplines, 
yet sPC within the team has not been discussed (16). 
In our study, all participants raised the topic of com-
munication with next of kin together with the question 
of sPC needs. Although some suggested offering sPC 
to all next of kin after CPR, some wanted integration 
only when family dynamics are complex. The reason 
for the need for sPC was mainly the lack of time in ED 
and ICU teams, but sPC should not be the “fill-ins.” 
The fact that next of kin communication was described 
as more intensive when CPR was not successful, 
reflects the results of a study on family satisfaction in 
the ICU in which the families of patients dying in the 
ICU were more satisfied (17). Besides support for next 
of kin, support for the ED and ICU teams themselves 
was mentioned, especially by nurses. This observa-
tion is supported by the results of a study by Emple 
et al (18). In this prospective study, moral distress was 
higher in nurses compared with physicians when car-
ing for patients with mechanical circulatory support 
and coping strategies differed among the professions 
(19, 20). Although nurses chose “increasing use of pal-
liative care” as the most useful strategy to reduce moral 
distress, physicians most commonly selected “regular 
debriefing sessions” (18).

We also observed an influence on the general under-
standing of sPC. Participants who emphasized positive 
experiences with sPC involvement rather viewed stan-
dardized implementation as beneficial. Furthermore, 
this study shows the persistent perception that there 
is only a need for sPC when clinicians “give up” on 
patients, which in turn may reflect fears and stigma 
about sPC. This barrier to appropriate sPC integration 

in our study addressing specifically CPR situations is 
one aspect leading to underutilization of sPC in crit-
ical and intensive care in general. Early integration 
of sPC has not only shown positive effects in cancer 
care, but also in the ICU setting regarding quality of 
life, symptom control, goals of care planning, ICU re-
sources, and costs (9, 21–24). Further studies should 
investigate the outcomes and effects of sPC integra-
tion in CPR care on patient, next of kin, and clinician 
levels. A first approach has been made in the pediatric 
population for out-of-hospital cardiac arrests and the 
authors conclude that studies to understand the bene-
fits and barriers of sPC integration into standard post-
CPR care are urgently warranted (25).

Trigger Factors for sPC

The question of specific trigger factors indicating sPC 
needs revealed divergent views. On the one hand, 
“CPR” itself was mentioned as a trigger, on the other 
hand, trigger factors in the context of CPR were sug-
gested. Some participants mentioned factors with re-
spect to the situation before CPR, some also stated 
post-CPR factors. In an exploratory survey among 
ICU physicians and nurses in Germany, approximately 
85% of ICU physicians did not accept “cardiac arrest” 
as a trigger factor (10). Nurses also did not accept the 
factor “condition after CPR” as a trigger (11). At our in-
stitution, sPC integration is initiated upon request rep-
resenting the “consultative model” (26). Only during 
the COVID-19 pandemic, automated sPC integration 
occur in all COVID-19 extracorporeal membrane ox-
ygenation patients (27). In this study, some saw ECLS 
as just another intensive care measure, whereas others 
urgently demanded standardized sPC involvement of 
all ECLS patients due to the high mortality of this pro-
cedure. Even though the use of sPC in patients with 
extracorporeal systems increased in the past years, 
studies on sPC in CPR-ECLS are scarce (19).

Possible Implementation

In discussions about the clinical integration of sPC 
in post-CPR care, the factors of time and availability 
were seen as important, but perceptions and opinions 
varied. Some participants saw a potential role for sPC 
due to a lack of time for ED and ICU staff to care for 
and support patients and their next of kin. From their 
point of view, the sPC team could contribute to team 
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discussions about the patient’s wishes, preferences, and 
therapy goals. To better face the overall situation and 
the ethical aspects, the sPC team could also be pre-
sent during discussions with the next of kin. Other 
participants saw the integration of sPC as critical in 
a situation where capacity is tight and the integra-
tion consumes time and resources. They preferred one 
ICU consultant to be the primary and ongoing con-
tact person for the next of kin and were afraid that an-
other team may cause confusion. Further suggestions 
involved a checklist with questions and aspects from 
an sPC point of view that ICU teams should consider 
when caring for patients after CPR. Although several 
documents and recommendations exist in Germany 
(e.g., a documentation form for therapy goal limi-
tation) and the United States (“Choosing Wisely in 
Critical Care”), this study is in line with previous re-
search demonstrating the need for improvement in 
everyday clinical practice through evidence and work 
on structural processes (20, 28).

Limitations

This qualitative research project has several strengths 
and limitations. The study gives detailed and personal 
insights into this underrepresented research topic. 
However, the interview guide was not pilot-tested 
and focus groups were held in German language, but 
the results are presented in English. Translation was 
performed by T.T. and checked for the same way of 
meaning and understanding by the study team and a 
native English speaker. We aimed to interview focus 
groups with 4–12 participants but due to workload 
and shifts of interested participants, we worked with 
smaller group sizes. To our impression, this allowed 
open and in-depth discussions among the different 
groups of professions and experience levels. A satura-
tion within the focus groups was not intended as this 
study is a first approach to the topic. Among the group 
of participants who were all interested in this topic, 
the focus groups repeatedly encountered the same 
themes which indicates an adequate sample size for 
our study. During the independent data analysis, T.T. 
and M.S. constantly held discussions to reduce poten-
tial bias due to their personal background and experi-
ences influencing data interpretation. The study was 
conducted at an urban academic care hospital with a 
long-established sPC service as previously described. 

Perceptions on the topic can highly vary among other 
healthcare settings.

CONCLUSIONS

This study shows ED and ICU multiprofessional per-
ceptions about the need for sPC during or after CPR, 
possible trigger factors, and implementation options. 
The findings are insights into clinicians’ thinking on 
previous and current practices and opinions paving 
the way for discussions on sPC integration into CPR. 
Although all participants highlighted the importance 
of the topic, opinions on sPC needs varied depend-
ing on roles, areas of practice, and the individual un-
derstanding of and experiences with sPC and death. 
Although some participants urged for CPR as a stan-
dardized trigger for sPC, others defined, for example, 
pre-CPR-existing multimorbidity or complex family 
dynamics as trigger factors. Suggestions for imple-
mentation were multifaceted, especially the commu-
nication skills of the sPC team were emphasized. The 
specific challenges of extracorporeal CPR as a bridge 
between life and death and the specific role of sPC in 
ECLS need to be explored further.
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