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Abstract
Background: Despite global support, there remain gaps in the integration of early palliative care into cancer care. The methods of 
implementation whereby evidence of benefits of palliative care is translated into practice deserve attention.
Aim: To identify implementation frameworks utilised in integrated palliative care in hospital-based oncology services and to describe 
the associated enablers and barriers to service integration.
Design: Systematic review with a narrative synthesis including qualitative, mixed methods, pre-post and quasi experimental designs 
following the guidance by the Centre for Reviews and Dissemination (PROSPERO registration CRD42021252092).
Data sources: Six databases searched in 2021: EMBASE, EMCARE, APA PsycINFO, CINAHL, Cochrane Library and Ovid MEDLINE 
searched in 2023. Included were qualitative or quantitative studies, in English language, involving adults >18 years, and implementing 
hospital-based palliative care into cancer care. Critical appraisal tools were used to assess the quality and rigour.
Results: Seven of the 16 studies explicitly cited the use of frameworks including those based on RE-AIM, Medical Research Council 
evaluation of complex interventions and WHO constructs of health service evaluation. Enablers included an existing supportive 
culture, clear introduction to the programme across services, adequate funding, human resources and identification of advocates. 
Barriers included a lack of communication with the patients, caregivers, physicians and palliative care team about programme goals, 
stigma around the term ‘palliative’, a lack of robust training, or awareness of guidelines and undefined staff roles.
Conclusions: Implementation science frameworks provide a method to underpin programme development and evaluation as 
palliative care is integrated within the oncology setting.
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Introduction
Palliative care is increasingly recognised1 as a core compo-
nent of oncology care.2,3 Significant evidence from ran-
domised clinical trials has validated the proven benefits of 
early palliative care for people with advanced cancer 
including better symptom management,4 increased satis-
faction with care, and reduced psychological suffering.5–7 
This has led to a strong global consensus supporting the 
integration of early palliative care in routine cancer 
practice.2,8

Implementation science is the study of methods and 
approaches that facilitate the uptake of research into clin-
ical practice.9 It includes the identification and response 
to barriers that block the uptake of proven interventions 
into care, thereby closing the information gap.10,11 There 
is limited literature to guide the implementation of timely 
palliative care in cancer care services.10,12 and timely 
referral to hospital based palliative care services remains 
challenging.13 Many clinicians, who oversee the introduc-
tion of programs in clinical settings, are unfamiliar with 
the current implementation science evidence meaning 
that ‘real-world changes’ do not result.12

There is a need for clinical researchers to consider the 
acceptability, fidelity, and viability of the intervention that 
is to be implemented, particularly during the initial phases 
of its development, when its appraisal and utility may be 
assessed with iterative checks over time.14 There is also an 
opportunity for clinical researchers to take a ‘systems’ 
approach as available in implementation science to the 

translation of research findings around early palliative 
care. This systematic review and narrative synthesis 
aimed to identify the existing utilisation of implementa-
tion science frameworks, to describe the barriers and 
enablers encountered, and strategies adopted to imple-
ment integrated palliative care into hospital-based oncol-
ogy services.

Design
A systematic review was conducted with a narrative syn-
thesis approach. Due to the diversity of included study 
designs (qualitative, mixed methods, pre-post and quasi 
experimental designs, this systematic review utilised a 
narrative synthesis approach to presenting the data as 
guided by Popay et al.15 and followed the guidelines by 
the Centre for Reviews and Dissemination.16 This sys-
tematic review was registered on the International 
Prospective Register of Systematic reviews PROSPERO 
CRD42021252092. Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) guide-
lines were followed for reporting.

Review aim/questions
The aim of this systematic review was to identify the exist-
ing utilisation of implementation science frameworks, and 
to describe the barriers and enablers encountered and 
strategies adopted to implement integrated palliative care 
into hospital-based oncology services.

What is already known about the topic?

•• The hospital based palliative care services have been ascertained as enabling access to early or timely palliative care. Yet 
integration of palliative care into existing cancer services remains limited with patients continuing to be referred to pal-
liative care at a late stage, if at all.

•• Implementation science offers an approach to underpin the development of integrated palliative care services.

What this paper adds?

•• Just seven studies utilised implementation frameworks to guide service delivery which included RE-AIM, SELFIE model, 
Medical Research Council framework, and the quality improvement approach of Define, Measure, Analyze and Improve.

•• The main facilitators for palliative care integration included the value of co-design with ‘end users’ of the intervention 
and the processes of implementation; staff education and training including around processes, communication, and 
introducing referrals; dedicated communication across the multidisciplinary teams in the hospital. Barriers included lack 
of time and rapid staff turnover, maintaining fidelity and consistency of the intervention across individual patients and 
different sites, and a lack of relevant health policy regulations and resources to support palliative care services.

Implications for practice, theory, or policy

•• A deeper understanding of the enablers and barriers to the success or failure of the previous palliative care implementa-
tion efforts and the opportunities provided by a systematic approach as offered by implementation frameworks will 
benefit the effective establishment and sustainability of future integrated palliative care programs.

•• The findings from this systematic review may help stakeholders including policy makers and service providers in allocat-
ing precious resources towards planning and systematically implementing integrated palliative care programs in  
hospital-based cancer services.
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Inclusion/exclusion criteria
Inclusion: Studies conducted in English language, on 
humans 18 years and older, reporting on the process of 
implementing hospital-based palliative care and oncology 
integration, including qualitative, quantitative, or mixed 
methods studies (including studies involving interviews, 
focus groups, surveys and cross-sectional questionnaires) 
as well as formal randomised controlled trials or imple-
mentation studies published in the year 2010 onwards.17 
The target clinical group included adult patients with 
advanced cancer including those with distant metastases, 
or locally advanced cancer that is life limiting.2

Exclusion: Publications classified as book reviews or 
sections, case reports, comments, conference abstracts, 
posters or oral presentations, conference reviews, disser-
tations, editorials, lectures, letters or review papers were 
excluded.

Information sources/data sources
Publications were identified through systematic searches 
of six bibliographic databases, conducted on 12 March 
2021: Ovid MEDLINE(R) ALL 1946 to March 10, 2021; 
Embase 1974 to 2021 March 10 (Ovid); Ovid Emcare 1995 
to 2021 Week 08; APA PsycInfo 1806 to March Week 1 
2021 (Ovid); CINAHL (EBSCOhost) and Cochrane Library 
(Wiley). The reference lists of included papers were also 
searched. An updated additional search was conducted in 
Medline Ovid from 2021 to 2023 (current) for any perti-
nent papers published recently. In addition, a hand search 
was conducted in Google Scholar.

Search strategy
Search strategies were developed by a medical librarian in 
consultation with a topic expert. Potential search terms 
were identified through text mining in PubMed 
PubReminer18 using the query: (‘palliative care’[Mesh: 
NoExp] OR palliative[tiab]) AND (neoplasms[Majr] OR 
cancer*[tiab]) AND hospital*[tiab] AND ((implement*[tiab] 

OR integrat*[tiab]) OR ‘implementation science’[Mesh: 
NoExp]). Forty publications identified from those results 
were further analysed using Yale Text Analyser.19 Search 
terms retrieved through text mining were extensively 
tested for usefulness and relevance in Ovid Medline to 
develop the final search strategy.

Final search strategies combined the general concepts 
of Palliative Care AND Cancer AND hospital AND 
Implementation using a combination of subject headings 
and text words. Searches were limited to English language 
publications, but no date limits were applied. An initial 
search was developed for Ovid Medline (Supplemental 
File 1) and then adapted for other databases adjusting 
subject headings and syntax as appropriate (Supplemental 
Appendix 1). Search syntax used in the Ovid databases 
was adapted for CINAHL (EBSCOhost) and Cochrane 
(Wiley) using the Polyglot Search Translator.20

Study selection process
Search results were exported to EndNote bibliographic 
management software21 and duplicates were removed by 
one author. In accordance with inclusion and exclusion 
criteria (Table 1), records were screened on publication 
type by the same author, and book reviews; books and 
book sections; case reports; comments; conference 
abstracts; conference reviews; dissertations; lectures and 
letters were excluded.

All remaining records were loaded into Covidence22 
systematic review software for screening on title and 
abstract by a second author and included records were 
independently screened a second time on title and 
abstract by another author within Covidence. These two 
authors made the decision to include only those studies 
published after 2010 based on the development of the 
field of integrated palliative care following the publication 
of Temel et al.,17 a landmark study which heralded inte-
grated palliative care using the model of service delivery. 
This study was helpful in shaping the discourse in litera-
ture and the service development that followed.

Table 1. Inclusion/exclusion criteria.

Inclusion criteria Exclusion criteria

•• Qualitative, quantitative studies or mixed methods studies 
for palliative care as well as formal randomised controlled or 
implementation studies published in year 2010 onwardsa including 
interviews, focus groups, survey, and cross-sectional questionnaires.

•• English language
•• Humans 18 years and older
•• Studies reporting on the process of implementing hospital-based 

palliative care interventions that were either patient and/or systems 
level-focused.

•• Languages other than English
•• Books, book reviews or sections, case reports, 

comments, conference abstracts, posters or oral 
presentations, conference reviews, dissertations, 
editorials, lectures, letters, review papers

aA decision was made to include only those studies published after 2010 based on the development of the field of integrated palliative care follow-
ing the publication of a landmark palliative care trial (Temel et al.17).
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The remaining records were exported to EndNote and 
assessed for eligibility on full text by another two inde-
pendent reviewers. Disagreements and uncertainties 
around screening outcomes were resolved by an iterative 
inter-reviewer discussion between the two authors until a 
consensus was reached.

The following data were independently collected by 
two authors from included articles in tabulated formats: 
author(s), date of publication, participant group, study 
design. Data were also collected for key findings around 
descriptions of the implementation process including ref-
erences to implementation frameworks and models and 
any barriers and enablers to the implementation. The 
critical quality appraisal for risk-of-bias was conducted by 
two authors.

Strategy for data synthesis
A narrative synthesis approach was used to summarise 
the data. The defining characteristic of narrative synthesis 
as described by Popay et al.15 is that it adopts a textual 
approach to the process of synthesis to ‘tell the story’ of 
the findings from the included studies.15 The purpose of 
the narrative synthesis was to organise findings from the 
included studies in order to provide an assessment of the 
strength of the evidence for drawing conclusions about 
the facilitators and/or barriers to implementation identi-
fied in the synthesis. The steps towards data synthesis 
involved two researchers reading the included papers 
multiple times to facilitate thematic analysis, ascertaining 
the main, repeating and/or pertinent findings or themes 
(based on the review question) and/or concepts emerging 
from the various studies.15 Thematic analysis provided the 
researchers with a means of organising and summarising 
the main ideas and conclusions across the diverse research 
studies. Patterns were identified in the sections including 
methods, results and discussion by reviewing the full-text 
papers and potential themes were extracted in a table 
and discussed among the two researchers in order to 
ensure the context of themes, which were later refined 
under categories. Any inter researcher disagreement 
about the themes was resolved through consensus and a 
third senior researcher’s advice. Regular meetings were 
arranged among all researchers throughout the process 
to progress discussion and finalisation of findings. The 
study results were then transformed and summarised into 
a common rubric. This rubric in Table 4 included; identi-
fied implementation models and framework, and results/
themes of implementation approaches but not the out-
comes of the intervention itself.

Results
Following removal of duplicates and excluding publication 
types, 4642 records were screened on title and abstract. 
An additional update to the search was conducted via 

Medline Ovid 2021 to 2023 (current) and a further 181 
records were screened on title and abstract, leading to a 
total of 60 records that were subject to full text review. Of 
these, 16 studies met the inclusion criteria (see Figure 1 for 
PRISMA flow chart).

Quality assessment/risk-of-bias appraisal 
tools used to review studies
Study appraisal, also called validity assessment or quality 
assessment and critical appraisal pertains to a process of 
assessing the methodological quality of individual studies, 
by utilising the risk of bias validated tools.15 This is perti-
nent as it may affect both the results of the individual 
studies and ultimately the conclusions reached from the 
body of studies.

The following validated tools were used to assess qual-
ity, rigour and risk of bias; Critical Appraisal Skills Program 
(CASP) tool23 was used for critically appraising the qualita-
tive studies, cohort studies and experimental/interven-
tion studies, Mixed Method Assessment Tool (MMAT)24 
for mixed methods studies and Joanna Briggs Institute 
(JBI)25 tool for pre-and-post (quasi-experimental) studies. 
Another risk of bias tool26 was used for the quantitative 
cross-sectional studies to assess 10 characteristics of the 
study. Quality assessment was based on the implementa-
tion data provided, rather than the overall study data. 
Qualitative studies were given a ranking of 1 to 10, cohort 
studies were given a ranking of 1 to 12 and experimental 
studies were given a ranking of 0 to 11 based on how 
many of the CASP questions could be answered posi-
tively.23,27 The Mixed Method Assessment Tool was used 
with a ranking of 1 to 5 based on how many of the five 
Mixed Method Assessment Tool questions could be 
answered positively24 (see Table 2).

Study characteristics
The 16 included studies (Table 3) largely originated in 
high-income countries including the United States 
(US),30,31,36,35,39,42 Canada,33,34,37,41 United Kingdom (UK)38 
and Europe including Hungary,7 Germany32 and 
Netherlands29 and Italy28 One study was conducted 
across multiple European countries40 (Table 3).

Studies designs included qualitative studies (n = 6 out 
of 16), descriptive/cross-sectional (n = 3), mixed-methods 
(n = 3), pre-and-post implementation designs (n = 2) and 
clinical/quasi-experimental studies (n = 2) studies.

Study participants included individuals (health profes-
sionals, patients) and the participating urban and rural 
oncology services centres (Table 3).

Types of implementation frameworks
Seven studies satisfied all our criteria and utilised a vali-
dated implementation framework7,28,33,36–38,42 (Table 4). Of 
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these, two studies included the implementation of a pal-
liative care intervention (ENABLE RE-AIM Self-Assessment 
Tool for reach, effectiveness, adoption, implementation 

and maintenance)36,43 across four United States rural can-
cer services in hospitals.36 One study employed a quality 
improvement framework based on domains of Define, 
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Identification of studies via databases and registers

Records identified from:

Databases (n = 16967):

Medline ALL (3484), Embase 
(7829), Emcare (1843), APA 
PsycINFO (698), CINAHL (2543), 
Cochrane Library (570)

Registers (n = 0)

Records removed before screening:

Duplicate records removed (n =7084)

Records removed based on excluded 
publication type (n = 5241):

book reviews (5); books and book 
sections (25); case reports (114); 
comments (8); conference 
abstracts (5001); conference 
reviews (20); dissertations (34); 
lectures (3); letters (31).

Records screened on title and abstract 
(n = 4642)

Records excluded (n = 4272)

Records re-screened on title and 
abstract (n = 189 + 181) = 370 Records excluded (n = 310)

Reports assessed for eligibility on full 
text (n = 60) Reports excluded (n=44) because:

Reason 1: No implementation 
frameworks or only clinical parameters, 
non-hospital-based palliative care
interventions, community-based, at 
nursing homes or outreach (n = 28)
Reason 2: Reviews only (n = 3)
Reason 3: Theoretical suggestions for 
administration and leadership rather 
than addressing the implementation 
strategies (n =6)

Studies included in systematic review
(n = 16)
Reports of included studies
(n = 0)

Figure 1. PRISMA 2020 flow diagram.
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Table 2. Quality assessment/risk of bias appraisal tools used to review studies.

Author name, journal Critical appraisal tool Study type Rating Quality

1 Tanzi et al.28

BMC Palliative Care
MMAT Mix methods study 3/5 Medium

2 Van der Padt-Pruijsten et al.29

Journal of Pain and Symptom Management
JBI checklist Pre-and-post design

intervention study
9/9 High

3 Lally et al.30

JCO Oncology Practice
MMAT Mix methods study 2/5 Low

4 Resick et al.31

Journal of Palliative Medicine
JBI checklist Quasi-experimental 

intervention study
5/9 Medium

5 Zemplényi et al.7

BMC Palliative Care
CASP Qualitative study 7/10 Medium

6 Lödel et al.32

BMC Palliative Care
Hoy et al.26

Risk of Bias Tool
Quantitative cross 
sectional

6/10 Medium

7 Zimmermann et al.33

BMJ Supportive & Palliative Care
CASP Qualitative 8/10 High

8 Evans et al.34

Psycho-Oncology
MMAT Mix methods study 3/5 Medium

9 DiMartino et al.35

Healthcare
Hoy et al.26

Risk of Bias Tool
Quantitative cross 
sectional

5/10 Medium

10 Zubkoff et al.36

Palliative and Supportive Care
Hoy et al.26

Risk of Bias tool
Cross sectional 
quantitative

9/10 High

11 Karim et al.37

Journal of Oncology Practice
CASP Qualitative 7/10 Medium

12 Bristowe et al.38

Palliative Medicine
CASP Qualitative 6/10 Medium

13 Einstein et al.39

Journal of Oncology Practice
JBI checklist Quasi-experimental 6/9 Medium

14 Ileffe et al.40

BMC Palliative Care
JBI checklist Pre-and-post design 

intervention study
5/9 Medium

15 Hannon et al.41

The Oncologist
CASP Qualitative 7/10 Medium

16 Bakitas et al.42

Palliative and Supportive Care
CASP Qualitative 8/10 High

Measure, Analyze, and Improve to implement an inter-
vention aiming to increase documentation of goals of care 
and secondarily, palliative care referral.37 Three studies 
utilised the Medical Research Council (MRC) guidance for 
process evaluation, focusing on context, application of the 
intervention, mechanism of impact38 and evaluation 
phases when establishing hospital based palliative care 
services28,33 (Table 4). A study in Hungary used the SELFIE 
implementation model (Sustainable integrated chronic 
care models for multi-morbidity: delivering, financing, 
and performance) to guide their review of a palliative care 
consultation service programme7 (Table 4). This frame-
work organises elements of integrated care into the six 
World Health Organisation components of health systems 
(leadership and governance, service delivery, information 
and research, technologies and medical products, financ-
ing and workforce).7

A further nine studies included components of imple-
mentation science to report upon outcomes of interven-
tions for integration of palliative care in oncology settings 
but did not cite a specific implementation framework. 

These studies were establishing different integrated palli-
ative care models, for example, a digital ‘palliative care 
pathway’ developed by the multidisciplinary team,29 and 
a nurse-led primary palliative care implementation pro-
gramme for patients with advanced hematologic malig-
nancies31 (Table 4). Strategies used and reported by these 
nine studies which aligned with implementation domains 
included: strategies to identify and reach the target popu-
lation29,39; relationship building and engagement30; co-
design of the intervention34; training and education32; 
attention to workplace culture and practices34,39 and 
assessment of acceptability and feasibility.30,31,40

Synthesis of enablers and barriers reported 
in palliative care implementation studies in 
cancer services
The details of the implementation frameworks for the 
included studies along with the study descriptions, and 
the nature of the evaluations undertaken are provided in 
Table 4. The key findings of enablers and barriers from our 
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included studies with more detailed explanation have 
been grouped based on: a) staff; b) patients; c) system 
and d) implementation guidelines.

Staff enablers and barriers

• Dedicated staff

The availability of dedicated palliative care specialist 
staff was key to the success of programs,36 including the 
ability to respond to urgent consults and the availability of 
clinicians to discuss challenging cases.30 A designated ‘clini-
cal provider of the day’ programme allowed for a notewor-
thy increase in the capacity to see urgent palliative care 
consults with an average of 19 patients seen per month.30

• Clearly defined roles

There was a generalised perception amongst oncolo-
gists that the roles of palliative care clinicians were as ‘co-
managers’ and ‘consultants’42 with the need for clarity 
emphasised around the roles and responsibilities of clini-
cians.34 Cancer-directed treatments were perceived to be 
the main domain of the oncologist, while pain and symp-
tom control, and care for the patient and their carer were 
identified as the primary role of palliative care.41 A nurse 
led supportive care clinic with clearly defined roles was 
set up for patients with haematological cancer which was 
widely supported by service oncologists, 75% of whom 
agreed it improved the quality of patient care.31

• Health care providers’ confidence

Integrating early palliative care into routine care for 
patients with advanced cancer led to an improvement in 
oncologists’ confidence to deliver palliative care34 and to 
initiate the Advanced Care Planning conversation with 
patients.28,42 Nevertheless, some physicians expressed 
doubts about starting discussions with patients as a result 
of uncertainty regarding prognosis and unknown conse-
quences for the physician−patient relationship.29 This 
prognostic uncertainty was particularly cited as a barrier 
in the setting of haematological cancers.31

Patient enablers and barriers

• Patient perceptions

Patients and caregivers were largely satisfied (84%) 
with the palliative care intervention31 and described it as 
providing: swift and personalised symptom management; 
holistic support for patients and caregivers41; guidance in 
decision-making and preparation for the future28,37 and 
assisting the caregivers with understanding their family 

member’s illness and cancer ‘journey’.31,42 However, 
potential barriers included the uncertain course of hema-
tologic malignancies and low levels of patient interest in 
palliative care research (89%) with few patients complet-
ing surveys reporting feedback about palliative care.31 The 
stigma surrounding the name ‘palliative’ was reported as a 
barrier to early palliative care referral that needed to be 
explicitly addressed within the intervention programme.33

System enablers and barriers

• Incorporation into existing workflow

The integrated palliative care model was most effective 
when it was implanted into existing workflows and sup-
ported by electronic systems.34 Conversely, challenges to 
implementation included a lack of clinician readiness at the 
clinical site was observed as an implementation challenge36 
and practices that involved non-palliative care clinicians 
being tasked with additional clinical responsibilities such as 
completing symptom assessment tools.40 Others noted 
barriers included lack of acceptability and feasibility, with 
work tools that were considered too specialist focused40 or 
not practical, difficult to locate, time consuming and poorly 
integrated into routine workflows and routines.32

• Administrative barriers (time, funds and human 
resources)

Administrative difficulties included securing optimum 
space, staff, and sufficient time to launch the implementa-
tion programme.36 Authors of early palliative care inter-
vention studies described potential cultural or professional 
conflicts for implementing a complex intervention in clini-
cal settings under the care of multiple specialities.38

The integrated palliative care model was most success-
ful if the senior managers and heads of tumour streams 
provided support,28 and time, funds, education and 
human resources were dedicated to the implementation 
programme.31,34,38 An important provision is that a bal-
ance must be struck between broadening palliative care 
referral criteria for increasing patient access to palliative 
care,28 and taxing limited available palliative care 
resources including workforce shortages and space con-
straints.39 A lack of a standardised Institutional Review 
Board approach including their hesitancy to approve pal-
liative care research and quality audit activities was 
encountered by the researchers when undertaking evalu-
ation of outcomes.36

• Rapid staff turnover

The rapid turnover of staff in the hospital/clinical set-
tings was reported as having a detrimental impact upon 
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implementing a new service intervention, resulting in 
delays and funding difficulties with ongoing requirements 
for staff training,31,40 disrupted data collection, clinical 
relationships and lines of communication.31,40

• Organisation culture (Training/Health Education)

Within the organisation, the role of a multidisciplinary 
team28 was recognised to be pertinent in the delivery of 
palliative care interventions.38,41 Considering those stud-
ies involving education interventions aimed at increasing 
clinician ability to recognise palliative care complexity,28,42 
the role of a multidisciplinary team was regarded posi-
tively and facilitated earlier access to the palliative care 
team.

Others noted positive organisational change available 
in early palliative care through the AMBER study which 
provided a tool to facilitate change to the way care was 
delivered and also facilitated change to the culture of care 
delivery.38 Potential facilitators for palliative care imple-
mentation included internal activities such as intercollegi-
ate palliative care training or multidisciplinary team 
discussions to promote awareness of tools to assist pallia-
tive care provision.28,32

• Recognition of champions

The value of clinical advocates and champions was 
highlighted as supporting a successful palliative care pro-
gramme implementation.34 To meet the patient and clini-
cian needs, a strong collaboration between palliative care 
and oncology teams was necessary.30

• Communicating

The oncologists viewed the role of integrated palliative 
care as facilitating a comprehensive approach to treating 
the patient with an advanced cancer, and palliative care 
consultants were seen as sharing the load.28,42 The impor-
tance of ‘timing’ and ‘time’ was emphasised for the pallia-
tive care conversations and oncologists involved palliative 
care clinicians early on in order to establish good commu-
nication enabling end-of-life treatment planning for a 
patient with advanced cancer.42 However, many haema-
tologists felt the unpredictable nature of hematologic 
malignancies made it difficult to identify the appropriate 
time to introduce palliative care consultations.31 Hence, 
there were a few missed opportunities where palliative 
care could not be introduced.42

Physicians conveyed doubts about starting discussions 
with patients around palliative care as a result of prognos-
tic uncertainty and concerns about destroying patients’ 
hopes and negatively affecting the physician−patient rela-
tionship.29 Training in having such discussions was 

identified as an important aspect of doctor-patient 
communication.28,34

Implementation guidelines
The maintaining of fidelity and consistency of the inter-
vention across individual patients and different sites 
required ongoing training and education of staff.28–30,34,38,39 
A number of authors cited the lack of relevant health pol-
icy regulations and financial schemes to support palliative 
care services. They highlighted the need for distinction on 
an institutional level between feasibility and ongoing sus-
tainability, which required a more systematic appro
ach.7,28,33,36,41 Furthermore, the divergent levels of devel-
opment across services required flexibility in the methods 
for service engagement and the setting of benchmarks to 
assess success.32,35,40

In order to demonstrate the application of implementa-
tion frameworks to this field, the enablers and barriers for 
palliative care implementation identified through the nar-
rative synthesis are presented in Table 5, and grouped into 
categories using the example of the RE-AIM Frame- 
work (Reach, Effectiveness, Adoption, Implementation and 
Maintenance).44

Discussion
This systematic review supports the need to translate the 
strong evidence-base supporting integrated palliative 
care into oncology practice by examining the rigour with 
which implementation science principles have been 
employed.

i) Main findings/results of the study

This review indicates that many researchers have 
hinted at components of implementation frameworks 
without explicitly using them when establishing inte-
grated palliative care in their hospital settings. This finding 
is consistent with observations made in the implementa-
tion science literature about the paucity of explicitly nam-
ing frameworks.45,46 Those studies that clearly utilise 
implementation frameworks to formally address the 
issues related to system, staff, patients and intervention 
have largely been published in recent years, suggesting 
this is an emerging area in the field.12

The few studies in this review which have utilised 
implementation frameworks to guide service delivery 
have variously used RE-AIM (Reach, Effectiveness, 
Adoption, Implementation and Maintenance) frame-
work,36,42 SELFIE model (Sustainable integrated chronic 
care models for multi-morbidity: delivering, financing and 
performance),7 MRC (Medical Research Council) frame-
work to guide complex interventions,28,33,38, and the qual-
ity improvement approach of Define, Measure, Analyze 
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and Improve.37 The increase of studies in the recent past 
which have utilised implementation frameworks may sug-
gest that it is an emerging area in the field of palliative 
care integration.

ii) What this study adds:

This review utilises multiple, validated tools for included 
studies to assess the quality, rigour and risk of bias as part 
of quality appraisal, with medium scoring allocated to most 
studies.23–26 The quality appraisal ranking was high for four 
studies, medium for 11 studies, and low for one study.

While the evidence-base underpinning early integra-
tion of palliative care is now mature, it appears that the 
evidence guiding implementation into practice is less 
developed. The effective utility of the implementation 
frameworks for systematically implementing palliative 
care in hospital clinical settings has been shown in this 
systematic review with narrative synthesis as well as by 
previous studies conducted in other settings (such as 
community settings and aged care facilities) and with 
other populations such as non-oncology (chronic disease) 
cohorts and chronic asthma sufferers.47,48

We posit the use of an implementation framework 
such as RE-AIM should be considered going forward to 
systematically present the barriers and enablers in pallia-
tive care implementation programs across hospitals in the 
oncology units. Having a systematic approach to the 
implementation of a new service or a new aspect of a ser-
vice will make explicit not only of those areas which have 
facilitated the success of the project, but also enable a 
clearer understanding of reasons underpinning failure to 
make a change. This in turn may help stakeholders includ-
ing policy makers and service providers in allocating pre-
cious resources towards planning and systematically 
implementing integrated palliative care programs in the 
hospital-based cancer services.

The systematic approach offered by implementation 
science frameworks is also key to ensuring the sustainabil-
ity of those successfully established programs. Importantly, 
having a common language to report these experiences of 
service implementation such as those constructs of 
RE-AIM framework will allow the learning to be available 
to other services considering establishing integrated pal-
liative care programs.

iii) Strengths and weaknesses/limitations of the 
study:

There are few limitations to this review. While care 
was taken in screening studies, it is possible that some 
studies were missed, as implementation methodologies 
were not consistently reported. Only the studies written 
in English language were selected, and these were con-
ducted in high-income countries, so the implementation 

strategies presented may not be applicable in the low-to-
middle-income countries. Some qualitative studies did 
not provide adequate details about the interview meth-
odologies, or justification for observing rigour and reflex-
ivity and so were omitted, as was the considerable grey 
literature and unpublished work in this area. However, 
the strengths of this review include a robust and system-
atic screening process, and using multiple, validated risk-
of-bias tools for quality appraisal of various study designs, 
to have a holistic view of the palliative care implementa-
tion strategies.

The type of Implementation framework that a 
researcher may want to select could be affected due to 
the diverse interventions (nurse led, education training, 
collaborative) and settings for the studies. However, using 
a formal implementation framework prompts compre-
hensive consideration of the different areas of influence, 
of activity and evaluation, ensuring a systematic approach 
to the programme development is available.

Conclusion
There is very limited utilisation of implementation frame-
works to integrate early palliative care into hospital oncol-
ogy services. Yet the multidimensional, system-wide 
approaches within implementation science frameworks 
offer a structure to guide and evaluate programme devel-
opment. Key elements of implementation to consider 
when establishing palliative care service integration in 
cancer centres include a focus on co-design of the inter-
vention and processes of implementation, staff education 
and training including around processes, communication 
and introducing referrals, dedicated resources, recogni-
tion of champions and more effective communication 
across the multidisciplinary teams in the hospital. The 
opportunities offered by implementation science to guide 
the effective integration of palliative care into cancer care 
suggest that the formal use of implementation frame-
works should be adopted in future service development 
initiatives.
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