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ABSTRACT

Objectives The heterogeneity of specialist
palliative care services requires a classification to
enable a clear description and comparison. In
Germany, specialist palliative care is provided by
palliative care units, palliative care advisory teams
in hospitals and palliative home care teams. The
differentiation between the three care settings
can serve as a first level of classification. However,
due to profound variations in regulatory structures
and financing systems, services within each setting
are heterogeneous and characteristics remain
unclear, which impedes quality management.
Further characteristics of specialist palliative

care models need to be considered to allow for
differentiation. Thus, services should be described
on a polyhierarchical basis, such as a typology,
representing relevant characteristics. We aimed at
the development of a comprehensive classification
to facilitate the description and differentiation of
specialist palliative care models.

Methods Qualitative study including the
development of a literature based, preliminary list
of structural and processual characteristics, expert
interviews and focus groups. Eleven interviews from
May to June 2020 and two focus groups, with
seven and nine participants each, in January 2021.
Results Several structure and process
characteristics were identified as suitable features
for the specification of specialist palliative care in
Germany. A classification in form of a typology
including relevant characteristics has been
developed.

Conclusions The advanced typology refines the
existing level of differentiation within specialist
palliative care services in Germany and paves the
way for an improved understanding of services.
This deeper insight into structure and process
characteristics of specialist palliative care is
necessary internationally.

BACKGROUND

Specialist palliative care (SPC) is an
increasingly important part of health-
care'™” and includes a variety of commu-
nity as well as inpatient services. In

Key messages

What was already known?

» Specialist palliative care services are
heterogeneous, and differences are
unclear.

» The differentiation between palliative care
units, palliative care advisory teams in
hospitals and palliative home care teams
can serve as a first level of classification in
Germany. For a thorough understanding of
services this differentiation is insufficient,
which impedes quality management.

What are the new findings?

» We provide a refined, comprehensive
classification for the differentiation
of specialist palliative care models in
Germany. The developed typology provides
a basic structure for future adaptation to
other countries’ palliative care models.

» By defining the terms taxonomy and
typology, we raise awareness of different
approaches to classification and reveal
potentials.

What is their significance?

» The deeper insight into specialist palliative
care models will contribute to an improved
comprehension of services enabling
national and cross-national benchmarking.

» A clear understanding of palliative care
services will pave the way for further
international research.

Germany, SPC is provided by palliative
care units, palliative care advisory teams
in hospitals and palliative home care
teams. This differentiation can serve as
a first level of classification. However,
due to profound variations in regulatory
structures and financing systems, services
within each setting are heterogeneous,
and characteristics remain unclear and are
not reported consistently. Previous inter-
national studies have identified the obsta-
cles resulting from the resource scarcity
in healthcare potentiated with the knowl-
edge gap of differences between models
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Qualitative & mixed methods

of palliative care.”” To adequately address these issues,
differences need to be described to classify palliative
care models.

Theoretical approaches to classification vary
widely, and many lack in-depth definitions.'®™"® Clas-
sification forms frequently used in healthcare are
typologies and taxonomies, often mistakenly used as
synonyms.'? Taxonomies configure items based on
empirically measurable dimensions or physical enti-
ties and are common practice in natural sciences such
as biology.'* A typology, in contrast, is a conceptually
developed classification scheme, which is applied to
the description of more abstract subjects and rather
used in, for example, social sciences.'’ '* * Typolo-
gies are qualitatively constructed multidimensional
classifications building on characteristics particularly
relevant for a clear, value-free and comprehensive
differentiation.'* Therefore, a typological setup is
adequate to qualitatively classify SPC or any health-
care models/services.'®

Controlling certain characteristics is indispensable
to make outcomes comparable and inform cross-
national projects and research. A clear characterisa-
tion of services also promotes a deeper understanding
of financing and resource utilisation. Ultimately, a
comprehensive description of services can facilitate
comparisons and research about which components of
SPC increase (cost)-effectiveness.'”

Core criteria that may be used to define and distin-
guish different SPC models have been identified for the
UK."” However, even though the results may serve as
a basis for similar research, they cannot automatically
be transferred to other countries’ healthcare systems.
Furthermore, listing characteristics without displaying
possible types of the single items seems insufficient for
an extensive description of differences and variations
between services, whereas a multilayer classification
can provide such a comprehensive structure.'? '* 5 We,
therefore, aim to develop a typology to facilitate the
description and differentiation of SPC.

METHODS
Study design
This qualitative study was embedded in the national
research project COMPANION that aims to develop a
casemix classification for adult palliative care patients
in Germany. We employed a sequential approach
including three stages: (1) development of a literature-
based preliminary list of structure and process char-
acteristics, (2) expert interviews for the identification
of relevant structure and process characteristics for
differentiation and (3) focus groups to discuss and
verify the resulting typology building on identified
characteristics.

The Consolidated Criteria For Reporting Quali-
tative Research guidelines'® were followed to ensure
high scientific standard.

Participants, setting and data collection
Stage 1: development of preliminary list

A preliminary list of structure and process character-
istics was developed based on the research group’s
earlier work'” as well as a selection of characteristics
provided by the German ‘Guide for Hospice and Palli-
ative Care’.?’ The latter is a web-based data platform
set up and run by the German Association for Palli-
ative Medicine for voluntary registration of services
(see  https://www.wegweiser-hospiz-palliativmedizin.
de). The list was additionally underpinned with inter-
national literature.” '’

Stage 2: expert interviews

Semistructured expert interviews were conducted by
JW between May and July 2020. Participants were
purposively selected. Criteria for inclusion were: (1)
engagement in professional associations and/or other
political commitment related to palliative care, (2) at
least 4 years of respective work experience and (3) over-
arching expertise regarding structures and processes in
at least one SPC setting. Variation regarding age, gender
and professional background was considered. Recruit-
ment was based on suggestions by the research team
and the German Association for Palliative Medicine.

Experts were approached via email by a member of
the research team (CB).

A topic guide for the interviews was developed foll-
woing a four-step process>' and pilot tested (see online
supplemental appendix 1). In the interviews, partic-
ipants were first invited to openly discuss suitable
characteristics for a differentiation of SPC services in
Germany. Subsequently, they were asked to elaborate
on the suitability of the characteristics derived in stage
1, and to modify or complete the list as needed.

Stage 3: focus groups

Following the analysis of expert interviews, focus
groups with representatives from the different care
sectors (inpatient and community care) were conducted
in January 2021 as end-to-end encrypted web confer-
ences. Participant selection, recruitment and approach
were realised as in stage 2. The focus groups followed a
semistructured topic guide for the purpose of discussing
and appraising the preliminary findings from stage 2 and
reaching consensus on the typology (see online supple-
mental appendix 2). Both focus groups were moderated
by two members of the research team (JW and FH).

Confidentiality

Written informed consent was obtained from all
participants. All interviews and focus groups were
audiorecorded, transcribed verbatim and completely
anonymised to ensure confidentiality.

Analysis

Stage 1

The listed structure and process characteristics were
evaluated and revised by the research team with regard
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to the research question and the transferability of char-
acteristics to palliative care in Germany.

Stages 2 and 3
Interview transcripts and field notes from the expert
interviews were analysed (by JW and FH) using
content-analytical techniques.”” ?* Codes were gener-
ated through a discursive process of analysis, including
inductive and deductive coding. Deductive codes
derived from the preliminary list of characteristics
and predefined the coding frame, while inductive
codes emerged from the material and enhanced the
results of analysis. Findings were regularly discussed
within the multiprofessional research team to enhance
the confirmability and dependability** of the results.
A provisional typology emerged as a central interim
result, which informed the subsequent focus groups.
The software MAX QDA facilitated data management.>
Need for adaptation of the preliminary typology
was identified and agreed on in the focus groups.
Transcripts of the focus groups were analysed themat-
ically*® (by JW) to revise the typology and to identify
potential discrepancies and dissent. Findings were
discussed with the research team and verified in terms
of suitability for the intended use. A detailed presen-
tation of the final results was sent to the participants
for comments or clarification of any misconceptions.

RESULTS

Stage 1

Initially, 55 characteristics were extracted from the iden-
tified sources to build a preliminary typology.'” ' 20 %
Nine characteristics were excluded because they were
unsuitable for the research question or not applicable
to the German healthcare system (see online supple-
mental appendix 3). The remaining 46 characteristics
were included in the interviews in stage 2.

Stage 2

Semistructured interviews were conducted with eleven
experts with an average experience in palliative care
of 14 years and lasted approximately 45 min. Table 1
gives further sample characteristics.

Overall, the experts assessed the suggested differ-
entiation of structure and process characteristics as
reasonable to illustrate the heterogeneity of SPC
services and pointed out relatedness. The interviews
revealed that 28/46 suggested characteristics were
not relevant for a differentiation of any of the three
settings and were therefore removed from the list
(see table 2). Reasons stated were (1) limited infor-
mative value for differentiation in form of a typology
(7 characteristics), (2) being generally unsuitable for a
differentiation of palliative care services in Germany
(15 characteristics) and (3) being hard to operation-
alise typologically (6 characteristics). Moreover, it was
argued to merge or split certain characteristics. The

Qualitative & mixed methods

Table 1 Sample characteristics of expert interviews

Characteristics Participants n=11

Professional background

Physician 7
Nursing 2
Other profession 2
Sex
Female 4
Male 7
Age, range in years 31-62
31-47 4
48-55 3
>55 4
Palliative care experience in years
4-10 4
11-20 3
>20
Care setting of expertise
Palliative care unit 5
Palliative care advisory team 6
Palliative home care team 7
Interview setting
Face-to-face at workplace 3
Video call
Interview length, range in minutes 28-86
<40
>40

remaining 18 characteristics were deemed suitable for
at least one of the SPC settings and were thus adjusted
and/or sustained.

Table 2 includes information about which char-
acteristics from the preliminary list were removed
completely and why, removed for certain settings due
to irrelevance, sustained or adjusted in the process of
analysis based on the experts’ suggestions.

Based on the results, a preliminary typology emerged
representing all characteristics that had proved to
be suitable for the differentiation of services. Some
of those characteristics applied for all SPC settings,
for example, ‘number of professional groups’, while
others were relevant only for one or two settings, for
example, ‘certification’ only for palliative care units.
Furthermore, even for characteristics relevant across
all settings, the possible types had to be adjusted
setting-specifically. For instance, ‘patients per year’
may range from <150to >300 for palliative care units;
whereas numbers above 500 patients are possible for
palliative home care teams and over 1000 for some
advisory teams.”” Consequently, certain characteristics
were matched to the respective setting, resulting in one
specific version of typology for each of the three SPC
settings.

Furthermore, it became evident that services might
even vary without differences in structures and
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Table 2 Process of development of list of characteristics during stage 2

Setting of care

Palliative care advisory Specialist palliative

Preliminary list of characteristics Palliative care unit team home care
Structure Technical equipment Removed completely (3*)
characteristics  Facilities Removed Sustained Removed
No of full-time employees Sustained Sustained Sustained
No of volunteers Removed completely (2*)
No of disciplines delivering the care Sustained Sustained Sustained
Education/training of external professionals Removed completely (1)
Employees with special skills or qualifications Removed completely (3)
Presence of employees with migrant background Removed completely (1)
Autonomy of unit Combined and adjusted Combined and adjusted ~ Combined and
Subordinate structure adjusted
Certification of service Sustained Removed Removed
Clinical lead of service Removed completely (3)
Size of service Sustained Adjusted Adjusted
Waiting list Removed completely (2)
Membership in network Removed completely (1)
Participation in palliative care and hospice registry ~ Adjusted Adjusted Adjusted
No of cooperations Removed completely (2)
Structure of cooperation Removed completely (2)
Type of cooperation Removed completely (2)
Funding Removed Removed Adjusted
Financing system Sustained Sustained Sustained
Additional funding Removed completely (1)
Impact of funding on referral Removed completely (2)
Primary diagnoses of patients Removed completely (3)
No of patients per year Sustained Sustained Sustained
No of patients with migrant background Removed completely (1)
Process Referral times Removed Removed Sustained
characteristics  Access to care

Referral route

Mode of care

Avrea of services

Type of interventions

Out-of-hours availability of professional groups
Decision making

Culture-sensitive care

Care type

Communication ways

Communication languages

24/7 availability

Out-of-hours mode

Usage of satisfaction surveys
Documentation and quality management
Outcome measurement

Availability of standard discharge criteria
Bereavement care

Complex grief assessment

Removed completely (2)
Removed completely (2)
Removed completely (2)
Merged and sustained

2)
2)
2)
3)

Removed completely
Removed completely
Removed completely
Removed completely
Removed
Removed completely (3)
Removed completely (2)
)
M

Removed completely (2
Removed completely (1
Split and sustained
Removed completely (2)
Removed completely (1)
Merged and adjusted

Merged and sustained

Adjusted

Split and sustained

Removed
Removed

Merged and sustained

Adjusted

Split and sustained

Removed
Removed

*Explanatory note: Reasons stated were (1) limited informative value for differentiation when queried in form of a typology (7 characteristics), (2) being
generally unsuitable for a differentiation of palliative care services in Germany (15 characteristics) and (3) being hard to operationalise typologically (6

characteristics).
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Table 3 Characteristics of focus groups

Characteristics GroupA  Group B
Focus group length in minutes 99 110
Participants, total 7 9
Sex

Female 2 2

Male 5 7
Professional background

Physician 7 6

Other 0 3
Previous participation in expert interview

Yes 4 3

No 3 6

processes, which was explained with variations in self-
perception of different services.

There seem to be differences, even in cases where
structures and processes are the same. That teams
march to a different drum, work differently, possibly
also produce different quality of results. And that is
what I mean by CULTURE. It has a lot to do with
self-image, it has to do with the socialization of
the players, and it also has to do with interaction
with other partners, for example. (Physician in
interview on palliative home care setting, 1_005,
#00:02:05.9-003:04.8#)

As being hard to operationalise, the characteristic self-
perception/culture seemed unsuitable for a typology
and was disregarded in the further analysis.

Stage 3: focus groups

Two focus groups were conducted, lasting 90 and
110 min each. Group A with seven experts focused on
the inpatient setting, while the home care setting was
discussed by ten experts in group B. Table 3 provides
sample characteristics of the focus groups.

Overall, the preliminarily developed typology with
its particular characteristics for each SPC setting was
considered suitable for the study objective. Required
changes applied to aspects of terminology and the
characteristics’ possible forms. Three themes were
discussed in detail, indicating required adjustments:
‘professional groups’ and ‘range of care provision’ for
all settings and, for palliative care units, the addition of
the characteristic ‘palliative care certification’. More-
over, two missing characteristics were identified for all
settings: ‘Employees with palliative care qualification’
and ‘clinical supervision’. Besides that, an overarching
theme (‘neutrality of the typology’) was identified.

Minor adjustments regarding terminology

Revision and modification of terminology and charac-
teristics’ possible forms were suggested, for example,
for the term ‘financing system’ and few other, which
were adopted accordingly.

Qualitative & mixed methods

Restructuring of ‘professional groups’
The need for content-related restructuring of charac-
teristics was discussed for the structure characteristic
‘professional groups’. Since physicians and nurses
represent a mandatory minimum in multidisciplinary
SPC teams, the experts did not see any need to specif-
ically display these professions in the options section.
The exact professional groups to be included were
suggested in line with the German Diagnoses-Related
Groups financing regulations and added in a supple-
mentary footnote later.

“I would name the professions that are also
named in the Operation and Procedure Code
financing system. It simply says social work,
psychology, physiotherapy, occupational therapy,
art therapy, pastoral care and relaxation procedures.
(Physician_A-03, #00:49:26-8#)

Possible types of ‘range of care provision’

The possible forms of ‘range of care provision’
appeared inappropriate in the preliminarily developed
typology, thus requiring slight modifications.

I think the division, as it is*, is very technically
triggered. You should revise the aspects within
this WHOLE symptom management, psychosocial
support, and so on (...) what is displayed here are
all quite exceptional things. (...) It’s not something,
I would say, typical and suitable to distinguish
services. (Physician_A-04, #00:26:21-8#)

*Explanatory note: The previously displayed version
was a distinction between ‘symptom control and
psychosocial support only’ and ‘additional invasive
procedures, e.g. invasive ventilation, chemotherapy’.

Analysis and subsequent discussion of the findings
within the research team revealed that the purpose of
interventions (eg, prolonging life or symptom manage-
ment only) needs consideration besides the focus on
disease-specific interventions, which led to an adap-
tion of the characteristic’s forms.

Adjustment of ‘palliative care certification’ as a characteristic
Following discussions in the focus groups, the origi-
nally proposed characteristic ‘certification’ required
adjustment as it included certifications not specifically
related to palliative care as, for example, comprehen-
sive cancer centre. To allow for differentiation of palli-
ative care services, only specific palliative care related
certifications should be included, which was changed
in the typology accordingly.

So, first of all, BASIC certification, I think there are
hardly any units left that are not somehow certified
in some way. That’s almost standard by now, so to
say. (...) But what IS a separator indeed, and the
issue of quality plays a big role there, a specifically
palliative care certification, simply dichotomously
enquired. (Physician_A-03, #01:00:43-2#)
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Additional characteristics for differentiation of palliative care services
Two further characteristics were identified in the focus
groups and subsequently added to the typology:

Added characteristic ‘Employees with palliative care
qualification (%)’

The number of team members holding a profes-
sional palliative care qualification was deemed rele-
vant for the quality of care and thus a differentiation
of services.

The team members’ qualification is decisive for
the quality of care, not only referring to the
clinical lead but all doctors, nurses and therapists:
(Physician_A-06, #00:09:55-2#)

There is an advanced palliative care training for
all relevant professional groups, so I suggest using
this as a criterion for qualification. (...) And then
indicate percentage ranges like below 50 %, 50%
to 75 %and over 75 % or so. (Physician_A-04,
#00:10:45-6# - #00:13:55-1#)

Therefore, the characteristic ‘employees with pallia-
tive care qualification’ was added.

Added characteristic ‘Clinical supervision’

As another missing, yet relevant aspect to differentiate
services, participants discussed the provision of clinical
supervision for the team as indicator for high quality
of care.

That is relevant, whether they have access to clinical
supervision or not. And whether it is provided by
an internal or external supervisor. (Physician_A-04,
#01:16:44-6#)

Based on the discussion, the characteristic ‘clinical
supervision’ was added to the typology following the
focus groups.

Overarching aspect: neutrality of the typology

During the discourse of both focus groups, it was chal-
lenging to employ the typology without any implicit
valuation. Neutrality is however an inherent, essential
feature of typologies.

We somewhat tend to put what we think is GOOD
in there. (Physician_A-03, #01:19:26-6#)

The questions we’re discussing here are partly
connected with considerable dogmatism and to some
extent politically tense. (...) There are underlying
vibes in the discourse because we are concerned
about the loss of our stakes. (Physician_B-05,
#00:34:03-8#)

Whenever needed, participants were reminded of
the purpose of the typology to ensure the value-free
discussion of required adjustments.

Ultimately, the process of analysis and adapta-
tion resulted in a final typology for SPC services in
Germany (figures 1-3).

DISCUSSION
In this study, we have developed a refined clas-
sification of SPC, which for the first time allows

Characteristics Possible types

Integrated palliative care beds  Integrated palliative pare unit
(In another ward) (in another department)

Independent

Organizational Form palliative care unit

Operation and Procedure

Financing System Classification System (OPS) 8-982 OPS 8-98e  Special unit Combination ~ Other
Size < 5beds 5-10 beds >10 beds
Patients per Year <150 150 - 300 >300
Additional Professional
Groups* None 2 more >?2 more
Number of Employees R 7
(Full-Time) <10 11-15 16-20 >20
Employees with Palliative o _En o e Py
Care Qualification** <25% 25-50% 50-75% >75%
Palliative Care
Certification No ves
Documentation Only freetext  Standardized, paper-based  Standardized, electronic
Quality Assurance None National Palliative Care and Hospice Registry Other
Clinical Supervision None External Internal
Symptom management  Additional disease-specific therapy ~ Additional disease-specific
REmgREh d psyct I f f h for th f
ST and psychosocial for the purpose of symptom therapy for the purpose o
Care support Only control, e.g. Chemotherapy prolonging life
Support of Referral to external Additional specific internal offers, e.g. bereavement
Family Carers support only support, culture-sensitive care, education

Figure 1 Typology for palliative care units. *Professional
groups in addition to physicians and nursing staff: Social work,
Psychology, Physiotherapy, Occupational therapy, Art therapy,
Music therapy, Pastoral care **Reference: employees (total), not
full-time equivalent

for a comprehensive description and categorisa-
tion of services on a conceptual, polyhierarchical
basis. Increasing economisation and rising quality
requirements in the health sector require services
to be presentable in-depth and unambiguously.
Along with previously developed characteristics
from palliative care contexts in other countries,
this improved understanding of characteristics

Characteristics

Possible types

Integrated in palliative Independent hospital
home care team support team

Operation and Procedure Y .
m Classification System (OPS) 8-082 OPS&98h Combination Other

Integrated in hospital

Internal Specific Divisions Internal Hospital-Wide Additionally External

<250 250 - 500 500 - 1000 >1000
None 2 more >2 more
e <5 5-10 >10
iih Pelitiv <25% 25-50% 50-75% >75%
Decentralized workplace One own office Several own offices
Tear_n . Computerized only Regular face-to-face meetings  Other / Not applicable
Communication
Documentation Electronic Paper-based
Quality Management None National Palliative Care and Hospice Registry Other
Clinical Supervision None External Internal
Ra;g:v?;fig::re One-time consultation Continuous care

Figure 2 Typology for palliative care advisory teams.
*Professional groups in addition to physicians and nursing
staff: Social work, Psychology, Physiotherapy, Occupational
therapy, Art therapy, Music therapy, Pastoral care **Reference:
employees (total), not full-time equivalent
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Characteristics Possible types

Trust Non-profit Private Public
Structural Attachment None | Other | Hospice Association Inpatient Hospice Hospital
132d SGBV

140a SGB V 73bSGBV Other

Population Density in

Savine A <150 pop./km2 || 150-400 pop./km2 | 400-1000 pop./km2 | > 1000 pop./km2

Patients per Year <250 250 - 500 > 500

Additional Professional
Groups* None 2 more >2 more
Number of Employees
(Ful-Time) <5 5-10 >10

Employees with Palliative _

Care Qualification** <25% 25-50% 50-75% >75%

Organization of Decentral/ Central with < 80% of staff Central with > 80% of staff

being employed by the funding being employed by the funding

Service Provision remote body of the specialist team

body of the specialist team

il

Documentation Only free text ~ Standardized, paper-based = Standardized, electronic

Quality Management None National Palliative Care and Hospice Registry Other
Clinical Supervision None External Internal

Time of Referral Also out-of-hours

i

During working hours only

Symptom management and
psychosocial support only

Additional interventions, e.g.
invasive ventilation, paracentesis

Range of Care Provision

Figure 3 Typology for palliative home care teams.
*Professional groups in addition to physicians and nursing
staff: Social work, Psychology, Physiotherapy, Occupational
therapy, Art therapy, Music therapy, Pastoral care **Reference:
employees (total), not full-time equivalent

also facilitates international contextualisation.
Enhancing the systematic comparison of processes
through benchmarks will prospectively allow for
measurement of quality and efficiency and facili-
tate quality development. This is a fundamental
first step towards the benchmarking of SPC in one
country against other countries’ norms.' %8

The few earlier studies that aimed to develop
conceptual classifications to describe SPC' 17
neither considered the essential features of certain
classifications, nor stated a clear rationale for
their choice, for example, why a taxonomy was
suitable for the research question.'”> With our
paper, we seek to bridge this gap. The developed
typology serves as a tool for the description and
discrimination of services and thereby promotes
the understanding of similarities and differences.
Including earlier findings from other countries,'® '’
we recognised some similarities in characteristics
like number of patients or number of employees.
At the same time, we revealed the need for health-
care-system-specific evaluations of structure and
process characteristics when describing palliative
care models. We newly identified two characteris-
tics to differentiate SPC services, namely ‘clinical
supervision’ and ‘employees with palliative care
qualification’, which are likely relevant not only
within the German health system, but also inter-
nationally. This calls for prospective international
research focusing on the very nature and configu-
ration of SPC in other countries.

Against the background of the basic, polyhierar-
chical nature of typologies,'® it must be emphasised

Qualitative & mixed methods

that the displayed order of characteristics does
not refer to their importance. Rather, all included
characteristics can possibly vary between different
services, hence allow for a descriptive character-
isation when considered together. In our study,
the challenge of neutrality was especially reflected
in the description of home care services due to
extremely varying standards and conditions across
the federal states.

Our overarching theme ‘neutrality’ demonstrates
what Napier et al*’ describe as the absence of
‘wholly neutral, objective bodies of knowledge’ (p.
1626) in health-related research, questioning the
apparent epistemological dichotomy of ‘scientific
objectivity’ versus ‘lifeworld subjectivity’.*’

Our study underpins that previously described
characteristics,”® ' like self-perception or atti-
tude of teams, may vary across different SPC
services. These aspects are hardly operationalis-
able in a typological classification and thus were
waived in this study. However, it will be worth-
while to explore the theme in future studies, as the
concept of culture includes diverse values, beliefs
and customs in healthcare teams, institutions and
organisations.”” *!

Strengths and limitations

A notable strength of this study is the applied sequen-
tial approach that ensured a successive development
of evidence based and comprehensive results rooted
in experts’ knowledge and real-world conditions of
palliative care models. Moreover, we applied a qual-
itative methodology which, by its theoretical freedom
and flexibility, allowed for a rich, detailed account of
data.*

Similar to previous studies,'” a main limitation
is that this study is specific for the German health-
care system. However, the results may contribute
to prospective developments of classifications, and
particularly represent a starting point for typologies
as an innovative form of illustration of palliative care
landscapes in other countries. Based on our results,
the presented characteristics were the most significant
regarding our study goal to develop a typology for the
German context as a take-off point for further (inter-
national) classifications of palliative care. Certainly, it
will be interesting and important to revise the typology
in international contexts in the future. Further, the
restriction to physician participants in focus group A
introduces a potential bias as other professions may
have had different perceptions. By discussing the
results within the multiprofessional research team, we
sought to reduce the risk of a unilateral perspective.

CONCLUSION

The advanced typology refines the existing level of
differentiation within SPC services in Germany and
paves the way for an improved understanding and
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benchmarking of services internationally. In terms of 5 Centeno C, Clark D, Lynch T, et al. Facts and indicators
quality development, this deeper insight into structure on palliative care development in 52 countries of the who
. . European region: results of an EAPC Task force. Palliat Med
and process Characterlstlcs Of SPC is necessary across 2007:21:463-71
all healt.hcare systems. Cc.)nceptu.al classifications like 6 McDermott E, Selman L, Wright M, ef al. Hospice and
typologies represent an innovative approach to the palliative care development in India: a multimethod review
understanding and comparison of models of palliative of services and experiences. | Pain Symptom Manage
care and can hence contribute to quality development 2008;35:583-93.
in palliative care 7 Brown CRL, Webber C, Seow H-Y, et al. Impact of physician-
: based palliative care delivery models on health care utilization
t : lation-based ret ti hort study.
Acknowledgements The authors express their gratitude to all ;ullc.om;[s daz%(;%l.l;sﬁrl;; s;o FEMOSpECtive conort stucy
dy participants for their input and support. COMPANION alliat Ve T o . .
;ttlllldy IE}rou : Claudia Bausewein Anne—Lauré: Boulesteix 8 Ernecoff NC, Check D, Bannon M, et al. Comparing specialty
D 'yl p: . . > o ’ and primary palliative care interventions: analysis of a
aniela Gesell, Farina Hodiamont, Maximiliane Jansky, . ; Palliat Med 2020:23-389-96
Steven Kranz, Mirjam Landmesser, Eva Lehmann, Reiner systematic review. ] Palliat Me >E0e 07T I
Leidl, Heiner Melching, Friedemann Nauck, Christina Niessl, 9 Breretop L, Clark J, Ingleton C" ?t al. W‘ha't do we know
Caroline Schatz, Nelli Schneider, Alisa Stober, Theresa about different models of providing palliative care?
Ullmann, Julia Wikert. findings from a systematic review of reviews. Palliat Med
. . . 2017;31:781-97.
Contributors CB and FH developed the main conceptual idea N . . . .
. . . . . 10 Borges Da Silva R. Taxonomie et typologie : est-ce vraiment
for the project, contributed to analysis and interpretation of 4 > Santé Publioue 2013:25-633—7
results and supervised the study. JW conducted data collection 1 Bes S}\lncl))ny;r}les .Ra;' ¢ ul lgui—l l,M. / C .
and drafted the manuscript with input from all authors. FH orges Da silva R, Pineault R, Hamel M, ez al. Constructing
and JW conducted analysis and interpretation of results. taxonomies to identify d14st1nct1ve forms of primary healthcare
DG, CB, MJ, FN, SK and FH provided critical comments on organizations. ISRN Family Med 2013;2013:1-11. »
drafts of the manuscript and approved the manuscript in its 12 Aguilar-Gaxiola S, Ahmfed S, Franco Z,.et al. Towards a unified
final version. JW is responsible for the overall content as the taxonomy of health indicators: academic health centers and
guarantor. communities working together to improve population health.
. . . Acad Med 2014;89:564-72.
Funding Th k ted by the G Federal >
Joint Cgomniistt\zg 1inIllsc:/l;I:iPZ)?lrFeundy(Inﬁovziilz)lrallslforc;d(;r(;les 13 Ewert B, Hodiamont F, van Wijngaarden J, et al. Building a
Gemeinsamen Bundesausschusses) grant number 01VSE18018. taxonomy of integrated palliat‘ive care initiatives: results from a
Lo focus group. BMJ Support Palliat Care 2016;6:14-20.
Competing interests None declared. 14 Bailey KD. Typologies and Taxonomies: an introduction
Patient consent for publication Not applicable. to classification techniques. Thousand Oaks, CA: SAGE
Ethics approval Ethical approval was received from the local Pubhcat}ons’ 199,4] ) )
research ethics committee of Ludwig-Maximilians-University 15 Marradi A. Classification, typology, taxonomy. Quality and
Munich (reference number 19-864). Quantity 1990;24:129-57.
p d . N ssioned: I 16 Foxcroft DR. La forma siempre sigue a la funcién. EstA ES La
pre(c):‘;ir:/?ec\?\z:g peer review Not commissioned; externally Ley. Una taxonomia de la prevencion basada en una tipologia
’ funcional 2014;26:5.
Data availability statement Data are available on reasonable 17 Firth AM, O'Brien SM, Guo P, et al. Establishing key criteria
request. to define and compare models of specialist palliative care: a
Open access This is an open access article distributed in mixed-methods study using qualitative interviews and Delphi
accordance with the Creative Commons Attribution 4.0 survey. Palliat Med 2019;33:1114-24.
Unported (CC BY 4.0) license, which permits others to copy, 18 Tong A, Sainsbury P, Craig J. Consolidated criteria for
redistribute, remix, trans_fo.rm and bu_ild upon this_ work for any reporting qualitative research (COREQ): a 32-item checklist
purpose, prov!dec'i the orlgl'nallwo'rk is properly cited, a link for interviews and focus groups. Int | Qual Health Care
to the licence is given, and indication of whether changes were 2007:19:349—57
made. See: https://creativecommons.org/licenses/by/4.0/. 19 Hodiamont F, Jiinger S, Leidl R, et al. Understanding
ORCID iDs complexity - the palliative care situation as a complex adaptive
Julia Wikert http://orcid.org/0000-0002-7622-9923 system. BMC Health Serv Res 2019;19:157.
Daniela Gesell http://orcid.org/0000-0003-1930-8745 20 Deutsche Gesellschaft fiir Palliativmedizin. Wegweiser Hospiz-
Claudia Bausewein http://orcid.org/0000-0002-0958-3041 und Palliativversorgung Deutschland, 2021. Available: https://
Farina Hodiamont http://orcid.org/0000-0001-7351-7092 www.wegweiser-hospiz-palliativmedizin.de/de/impressum
[Accessed 24 Apr 2021].
21 Kallio H, Pietild A-M, Johnson M, et al. Systematic
REFERENCES methodological review: developing a framework for a

1 Thorns A. Identifying those in need of specialist palliative care. qualitative semi-structured interview guide. | Adv Nurs
BMJ 2019;365:14115. 2016;72:2954-65.

2 Luckett T, Phillips J, Agar M, et al. Elements of effective 22 Mayring P. Qualitative Content Analysis: Theoretical
palliative care models: a rapid review. BMC Health Serv Res Background and Procedures. In: Bikner-Ahsbahs A, Knipping
2014;14:136. C, Presmeg N, eds. Approaches to qualitative research in

3 Cox S, Murtagh FEM, Tookman A, et al. A review of specialist mathematics education: examples of methodology and
palliative care provision and access across London - mapping methods. Dordrecht: Springer Netherlands, 2015: 365-80.
the capital. London | Prim Care 2017;9:33-7. 23 Kuckartz U. Qualitative text analysis: a guide to methods,

4 Bingley A, Clark D. A comparative review of palliative care practice and using software. SAGE Publications, 2014.
development in six countries represented by the middle 24 Korstjens I, Moser A. Series: practical guidance to qualitative
East cancer Consortium (mecC). | Pain Symptom Manage research. Part 4: Trustworthiness and publishing. Eur | Gen
2009;37:287-96. Pract 2018;24:120-4.

8 Wikert J, et al. BMJ Supportive & Palliative Care 2022;0:1-9. doi:10.1136/bmjspcare-2021-003435

yBuAdod Ag pa1aaloid MBUI0IqIOSIEISIBAIUN
pun -syeels ayasIsyd sIapaIN 1e Z2zZ0z ‘2T AINC uo /wod fwig areads)/:dny wouy papeojumoq "zz0z Areniged 8 Uo Gey£00-TZ0Z-24eadslwg/9eTT 0T St paysiignd 1si1 :a1e 1eljed uoddns Iag


https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-7622-9923
http://orcid.org/0000-0003-1930-8745
http://orcid.org/0000-0002-0958-3041
http://orcid.org/0000-0001-7351-7092
http://dx.doi.org/10.1136/bmj.l4115
http://dx.doi.org/10.1186/1472-6963-14-136
http://dx.doi.org/10.1080/17571472.2016.1256045
http://dx.doi.org/10.1016/j.jpainsymman.2008.02.014
http://dx.doi.org/10.1177/0269216307081942
http://dx.doi.org/10.1016/j.jpainsymman.2007.07.012
http://dx.doi.org/10.1177/02692163211009440
http://dx.doi.org/10.1089/jpm.2019.0349
http://dx.doi.org/10.1177/0269216317701890
http://dx.doi.org/10.3917/spub.135.0633
http://dx.doi.org/10.5402/2013/798347
http://dx.doi.org/10.1097/ACM.0000000000000198
http://dx.doi.org/10.1136/bmjspcare-2014-000841
http://dx.doi.org/10.1007/BF00209548
http://dx.doi.org/10.1007/BF00209548
http://dx.doi.org/10.1177/0269216319858237
http://dx.doi.org/10.1093/intqhc/mzm042
http://dx.doi.org/10.1186/s12913-019-3961-0
https://www.wegweiser-hospiz-palliativmedizin.de/de/impressum
https://www.wegweiser-hospiz-palliativmedizin.de/de/impressum
http://dx.doi.org/10.1111/jan.13031
http://dx.doi.org/10.1080/13814788.2017.1375092
http://dx.doi.org/10.1080/13814788.2017.1375092
http://spcare.bmj.com/

25

26

27

28

Kuckartz U, Ridiker S. Analyzing qualitative data with
MAXQDA: text, audio, and video. Springer International
Publishing, 2019.

Braun V, Clarke V. Using thematic analysis in psychology. Qual
Res Psychol 2006;3:77-101.

Bainbridge D, Seow H, Sussman J. Common components of
efficacious in-home end-of-life care programs: a review of
systematic reviews. | Am Geriatr Soc 2016;64:632-9.

Inbadas H, Carrasco JM, Gillies M, et al. The level of
provision of specialist palliative care services in Scotland: an

29

30

31

Qualitative & mixed methods

international benchmarking study. BMJ Support Palliat Care
2018;8:87-92.

Napier AD, Ancarno C, Butler B, et al. Culture and health.
Lancet 2014;384:1607-39.

Bauer A, Krauss SH, Freytag A, et al. [Quality of care in
specialized palliative homecare from the provider perspective:
A qualitative study]. Z Evid Fortbild Qual Gesundhwes
2021;162:1-9.

Hall P. Interprofessional teamwork: professional cultures as
barriers. | Interprof Care 2005;19 Suppl 1:188-96.

Wikert J, et al. BMJ Supportive & Palliative Care 2022;0:1-9. doi:10.1136/bmjspcare-2021-003435

yBuAdod Ag pa1aaloid MBUI0IqIOSIEISIBAIUN
pun -syeels ayasIsyd sIapaIN 1e Z2zZ0z ‘2T AINC uo /wod fwig areads)/:dny wouy papeojumoq "zz0z Areniged 8 Uo Gey£00-TZ0Z-24eadslwg/9eTT 0T St paysiignd 1si1 :a1e 1eljed uoddns Iag


http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1111/jgs.14025
http://dx.doi.org/10.1136/bmjspcare-2016-001301
http://dx.doi.org/10.1016/S0140-6736(14)61603-2
http://dx.doi.org/10.1016/j.zefq.2021.02.005
http://dx.doi.org/10.1080/13561820500081745
http://spcare.bmj.com/

	Specialist palliative care classification: typology development
	Abstract
	Background﻿﻿
	Methods
	Study design
	Participants, setting and data collection
	Stage 1: development of preliminary list
	Stage 2: expert interviews
	Stage 3: focus groups

	Confidentiality
	Analysis
	Stage 1
	Stages 2 and 3


	Results
	Stage 1
	Stage 2
	Stage 3: focus groups
	Minor adjustments regarding terminology
	Restructuring of ‘professional groups’
	Possible types of ‘range of care provision’
	Adjustment of ‘palliative care certification’ as a characteristic
	Additional characteristics for differentiation of palliative care services
	Overarching aspect: neutrality of the typology


	Discussion
	Strengths and limitations

	Conclusion
	References


