Research

Open Access

BM)J Open

To cite: Cummings A, Lund S,
Campling N, et al. Implementing
communication and decision-
making interventions directed

at goals of care: a theory-led
scoping review. BMJ Open
2017;7:¢017056. doi:10.1136/
bmjopen-2017-017056

» Prepublication history and
additional material for this paper
are available online. To view
please visit the journal (http://
dx.doi.org/10.1136/bmjopen-
2017-017056).

Received 4 April 2017
Revised 10 August 2017
Accepted 11 August 2017

CrossMark

"Faculty of Health Sciences,
University of Southampton,
Southampton, UK

2NIHR CLAHRC Wessex,
University of Southampton,
Southampton, UK

SUniversity Hospital
Southampton, NHS Foundation
Trust, Southampton, UK

Correspondence to
Dr Amanda Cummings;
ac2ai3@soton.ac.uk

Implementing communication and
decision-making interventions directed
at goals of care: a theory-led

scoping review

Amanda Cummings,'? Susi Lund,"? Natasha Campling,' Carl R May,"*?

Alison Richardson, 3 Michelle Myall'2

ABSTRACT

Objectives To identify the factors that promote and
inhibit the implementation of interventions that improve
communication and decision-making directed at goals of
care in the event of acute clinical deterioration.

Design and methods A scoping review was undertaken
based on the methodological framework of Arksey and
0’Malley for conducting this type of review. Searches were
carried out in Medline and Cumulative Index to Nursing
and Allied Health Literature (CINAHL) to identify peer-
reviewed papers and in Google to identify grey literature.
Searches were limited to those published in the English
language from 2000 onwards. Inclusion and exclusion
criteria were applied, and only papers that had a specific
focus on implementation in practice were selected. Data
extracted were treated as qualitative and subjected to
directed content analysis. A theory-informed coding
framework using Normalisation Process Theory (NPT)
was applied to characterise and explain implementation
processes.

Results Searches identified 2619 citations, 43 of which
met the inclusion criteria. Analysis generated six themes
fundamental to successful implementation of goals of care
interventions: (1) input into development; (2) key clinical
proponents; (3) training and education; (4) intervention
workability and functionality; (5) setting and context; and
(6) perceived value and appraisal.

Conclusions A broad and diverse literature focusing

on implementation of goals of care interventions was
identified. Our review recognised these interventions as
both complex and contentious in nature, making their
incorporation into routine clinical practice dependent on
a number of factors. Implementing such interventions
presents challenges at individual, organisational and
systems levels, which make them difficult to introduce
and embed. We have identified a series of factors that
influence successful implementation and our analysis has
distilled key learning points, conceptualised as a set of
propositions, we consider relevant to implementing other
complex and contentious interventions.

INTRODUCTION

In the event of a patient becoming acutely
unwell, treatment and care decisions are
recommended by clinicians. While these

Strengths and limitations of this study

» This paper outlines a scoping review of a broad and
diverse literature, both published and grey, focusing
on the implementation of goals of care interventions
for patients facing clinical deterioration. However,
because of its focus on implementation, not all
examples of goals of care interventions could be
included.

» Normalisation Process Theory (NPT) was used
to investigate and explain the successful
implementation of interventions, and a theoretical
approach has been applied to all stages of the
review process.

» In a number of included papers, information relating
to implementation barriers was missing, and there
was bias towards the presentation of positive
outcomes. This may reflect a reluctance to focus on
challenges with study authors keen to exhibit and
promote the benefits of interventions.

» The review led to goals of care interventions being
defined as ‘contentious’ with a moral purpose and
value, and identified the elements and learnings
that could be transferable to other examples of such
interventions.

» We have proposed that contentious interventions
consist of components at three levels. Across the
literature reviewed, the focus was on components
at the individual level where negotiated decision-
making between participants occurs. There was
limited focus on the components that take place
within and across organisations and the influence
of system constraints. This has important limitations
for our interpretation of data and analysis.

decisions are based on the clinical judge-
ment of a healthcare professional, they
should also be bound by the preferences
and wishes of the patient and their family.
Processes and tools (referred to here as
goals of care interventions), that provide a
framework for discussing and documenting
appropriate treatment options in the event of
acute clinical deterioration are paramount.
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These interventions aim to improve patient and family
involvement, enabling exploration and understanding of
the current clinical situation and facilitation of commu-
nication and negotiated decision-making about future
treatment options.' * They offer a means for patients’
preferences to be taken into account, improving commu-
nication and clarity across the wider clinical team.

We refer to goals of care in the event of acute deteriora-
tion, where different levels of treatment might be appro-
priate and range from full escalation in a critical care
environment to symptom control measures.” Goals of care
are currently referred to using various terms, including
but not confined to ceilings of care, treatment escalation
plans and treatment limitations. They exist in numerous
formations including a specific, dedicated paper form, a
narrative entry in a paper medical record and inclusion
in an electronic patient record, and may be introduced
as an extension of the ‘do not attempt cardio-pulmonary
resuscitation” (DNACPR) process. These interventions
offer a system for recording recommended treatment
and care, ideally including all components of the decision
pathway and can be applied across different care settings.
They require a process to be created and implemented
that is recognised across organisations, takes account of
sociolegal frameworks, such as the UK Mental Capacity
Act (MCA) (2005),* and is designed to protect individuals
who do not have capacity to make decisions about their
care and treatment.

Goals of care interventions are complex and consist
of multiple interacting components. The number and
difficulty of behaviours required by those delivering or
receiving such an intervention, variability of outcomes,
and degree of flexibility and tailoring that is permitted,
all contribute to making this a complex intervention.”
As well as being complex, goals of care interventions are
established as interactions and recording systems with a
moral purpose and value. This means they may be conten-
tious in practice because they contain elements that seek
to routinise highly complex clinical skills, practice and
different types of wisdom, in a context of uncertainty.
Contentiousness can arise because the intervention relies
on patient, family and clinician interactions, intercli-
nician interactions (potentially across clinical settings
and organisational boundaries), and societal and legal
frameworks, such as the MCA (2005) and the European
Convention on Human Rights (2002).*°

In spite of a growing body of literature describing
the introduction and benefits of goals of care interven-
tions, little is known about the factors that influence
their successful implementation in clinical practice.
Here implementation is defined as ‘any deliberately
initiated attempt to introduce new, or modify existing,
patterns of action in health care or some other formal
organizational setting. Deliberate initiation means that
an intervention is: institutionally sanctioned; formally
defined; consciously planned; and intended to lead to a
changed outcome’.” As we have previously argued, "this
is more than the adoption or diffusion of innovations"

as effective implementation is about interventions
being made workable and embedded in routine clinical
practice.”

Understanding and evaluating the implementation of
complex interventions in practice remain a challenge
for healthcare managers, policy makers and for those
who enact them outside of formal research settings.”
Furthermore, as interventions found to be effective in
the context of health services research studies can fail
to translate into meaningful healthcare outcomes across
varying contexts,” this makes understanding the reasons
for failure or partial success even more essential. Imple-
mentation science, which promotes the integration of
research findings and evidence into healthcare policy and
practice, is increasingly recognised within health services
research to make a key contribution to such knowledge.
Comprehensive process evaluation of the implementa-
tion of healthcare interventions is increasingly important
for future learning,'” as it enables understanding of tran-
sition from closed systems of highly structured research
or service development projects into the real world of
open systems healthcare delivery where they are oper-
ationalised."" '* Learning from the available existing
knowledge in this area can be used to inform healthcare
practice change and contribute to the field of implemen-
tation science.

Having previously applied Normalisation Process
Theory (NPT) to aid learning in the comparable context
of advance care plans,'” we have used NPT to characterise
and explain implementation processes.'* NPT provides a
set of tools to investigate and understand the processes
through which interventions are operationalised in
healthcare settings and incorporated into everyday
practice."*"”

In this paper, we present a scoping review of goals of
care interventions which aims to identify the factors that
promote and inhibit the implementation of interventions which
improve communication and decision-making divected at goals
of care. Using goals of care interventions as an example, a
secondary aim of this review is to characterise the components
and consider the implications for implementation of, contentious
interventions.

DESIGN AND METHODS

A scoping review was the most appropriate methodology,
given the need to extract and map principles from a
diverse and broad body of evidence.'® "

We used Arksey and O’Malley’s five-stage framework for
conducting scoping reviews, which includes identifying
the research question, identifying relevant literature,
selection, charting the data and collating, summarising
and reporting the results.”” This guided the scoping
review and where necessary we developed more specific
procedures to inform the review process. Levac et als”
recommendations for refining the methodological appli-
cation were also incorporated to increase rigour of the
review process.
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Table 1 Inclusion and exclusion eligibility criteria

Inclusion criteria

Exclusion criteria

Literature describing implementation of interventions related to
communication and decision-making around goals of care.

Studies with adult patients in hospital and community settings
Studies involving end-of-life care, clinical deterioration and clinically

Papers not describing an intervention (process or tool)

Papers reporting treatment effectiveness
Papers describing do not attempt cardiopulmonary

uncertain outcomes
Studies published in the English language
Papers published between 2000 and 2015

Qualitative and quantitative studies, including clinical trials and

randomised controlled trials
Published conference abstracts/conference-related papers

Grey literature (limited to policies, reports, research posters, patient/

staff guidance, websites)

resuscitation orders only

Studies in neonatal and paediatric settings
Studies involving brain stem death

Studies using biomedical data and drug trials

Non-English-language studies
Papers published before 1 January 2000

Inclusion and exclusion criteria

Literature was selected using specific inclusion and
exclusion criteria (table 1), and was included if it was
considered to have a specific focus on implementation
in practice. To identify all relevant literature on goals of
care, grey literature was included and actively sought as
part of the search strategy. Only papers published from
the year 2000 onwards were included as those published
earlier were unlikely to reflect current practice. Papers
focusing solely on DNACPR orders were excluded due
to their focus on only one decisional element of goals
of care. Existing evidence also suggests that DNACPR
decisions are not always discussed with patients or fami-
lies.”” The combining of DNACPR decisions within wider
goals of care interventions has been shown to improve
clarity and communication, and the focus of this review
is on implementing a process whereby goals of care are
discussed.”

Search strategy and information sources

The search strategy was designed to identify primary
studies and other literature, both published and unpub-
lished, that met the eligibility criteria. Separate searches
were undertaken for primary and grey literature.

Primary literature searches

The primary literature search was carried out in two
stages. The first stage involved an initial search of the
bibliographical database Medline using a preliminary
keyword search based on the terms of the topic, the text
terms used in titles and abstracts, and index terms used
to describe articles. Full details of the primary literature
search strategy are outlined in online supplementary
appendix 1.

Terms identified in the titles and abstracts of relevant
articles produced from stage 1 were used to develop
further keywords for the second stage of the literature
search (see online supplementary appendix 1). Dual
combined keyword searches were conducted in Medline
and Cumulative Index to Nursing and Allied Health
Literature (CINAHL) bibliographical databases, with a

third keyword added if searches produced >200 results.
In addition, further literature was identified through
existing knowledge and networks.

Grey literature searches

Google searches were conducted using terminology
relating to known goals of care interventions identified
in an earlier scoping exercise which mapped the use of
forms for recording these decisions in the UK. The first
10 results were screened for relevance and further review.
A further Google search focused on policies and guid-
ance related to goals of care was undertaken and the first
50 results screened for relevance.

All screened, de-duplicated citations were imported
into the bibliographical software management package
EndNote. Searches were completed by August 2015.
This was due to the imminence of a national programme
of work which has led to the Recommended Summary
Plan for Emergency Care and Treatment (RESPECT).**
Communication and decision-making around goals of
care is a growing area of interest, and it is hoped that
findings from this review can be used to inform the
implementation of such a major advancement in the

field.

Screening

An extensive screening process was undertaken. At the
first stage of screening, articles were assessed by two inde-
pendent reviewers (AC, CRM) based on the information
provided in the title. Primary literature judged to be
relevant after first screen, and which met the eligibility
criteria, were obtained in full text. Articles for which there
was disagreement between reviewers were also obtained
in full text. Full-text articles were examined for adher-
ence to the inclusion criteria and then screened (by AC,
with input from CRM and MM, in cases of uncertainty
or disagreement). Grey literature were title-screened for
relevance and a further full review examined adherence
to inclusion criteria.
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Quality assessment

This scoping review included a non-heterogeneous
sample of primary and grey literature, which made it
difficult to universally apply quality assessment criteria. As
standard to most scoping reviews, we did not undertake
formal quality assessment and excluded papers only on
grounds of relevance. As a result the analytical focus of
this review centred on a critique of relevance and contri-
bution of the included literature and did not consider
methodological quality.

Data extraction

In line with Arksey and O’Malley’s method,” data
extraction (charting) was multistaged. In the first stage
we collected descriptive characteristics from each paper,
such as study design and setting. In the second stage, find-
ings and discussion sections of included literature were
extracted into a data extraction tool (see online supple-
mentary appendix 2) informed by NPT.'*~”

The data extraction tool was designed to chart specific
details of the literature and to understand factors influ-
encing implementation. The tool was piloted on a
sample (n=5) of primary and grey literature, with subse-
quent amendments resulting in the final version. Data
were extracted by independent reviewers (AC, SL, MB).
Following Levac et al's® recommendations, two reviewers
(AC, MM) independently extracted data for a 30% sample
of primary literature to ensure approaches to extraction
were consistent with each other and with the research
aims.

Data analysis

A two-stage analytical process was undertaken. During the
first stage, data extracted were treated as qualitative data
and analysed using directed content analysis.25 A theo-
ry-informed coding framework was developed using the
four main constructs and subconstructs of NPT."” '° Data
were identified and categorised to the constructs and
subconstructs of NPT, exploring barriers and facilitators
to implementation.

The use of NPT as a theoretical framework followed its
successful application in a number of different healthcare
intervention reviews.'? **** NPT investigates and explains
the successful operationalisation of interventions: how
they become part of everyday practice in healthcare
settings. It embodies the different types of ‘work’ under-
taken by individuals around implementing, embedding
and integrating, and allows us to understand the social
structures and contexts through which new interventions
are operationalised.M_17 In relation to implementation of
goals of care interventions, definitions of the four core
constructs and subconstructs of NPT used in this review
are outlined in online supplementary appendix 3.

During the second stage, thematic analysis of the
literature content was undertaken to identify, charac-
terise and explain the factors that shape implementa-
tion of interventions that initiate communication and
decision-making around goals of care. A final higher

level of analytical interpretation followed, to charac-
terise the components of contentious interventions
and generate transferable learning outcomes for their
implementation.

RESULTS

Searches identified 2619 citations. Following de-dupli-
cation and relevance screening, 43 sources of literature
(relating to 23 interventions), including 24 items of
published literature (eg, peer-reviewed papers, confer-
ence abstracts) and 19 items of grey literature (eg, confer-
ence posters, patient information documents), met the
inclusion criteria and were included for data extraction
(see figure 1). Table 2 provides a summary of the char-
acteristics of included literature, the range of interven-
tions described and the decisions of interest addressed,
including DNACPR, goals of active care, supportive or
palliative care, and those that are limited to communica-
tion guidelines only.

Thematic analysis of literature content suggested there
were six common themes fundamental to the successful
implementation of goals of care interventions: input
into development, key clinical proponents, training and
education, intervention workability and functionality,
setting and context, and perceived value and appraisal.
These are outlined below. The links between the subcon-
structs of NPT and these identified themes are outlined
in table 3. A summary of results by NPT construct is
presented in online supplementary appendix 4 as a
summary and appraisal of the literature.

Input into development

The involvement of clinical staff in the development of
interventions facilitated the identification of current
shortfalls in practice, understanding purpose,
shaping novelty, accessibility and utility of design.
Developmental input also assisted in promoting’ buy-in’,
legitimisation and confidence in the intervention.” ~****-!
While some literature focused on the importance of input
from senior, specialist individuals,52 333641 including those
within implementation settings,” 4 for intervention
design, multidisciplinary collaboration in the develop-
ment process was common across papers’® o' 23 34 30 3945
and helpful for gaining collective knowledge from all
potential users.” ** %% % In one paper, individuals who
had expressed disagreement with one intervention were
actively sought for involvement at each stage of develop-
ment,” highlighting how inclusion in development can
contribute to overcoming barriers of individual resis-
tance. Reconfiguration of forms and procedures was
incorporated in the development and implementation
process in a number of initiatives.” ******* The benefit of
this approach was that it allowed for assessment of factors
such as usability, clarity and safety, incorporating feed-
back into further iterations.”" ****

31-35
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Records identified through edsting knowledge
and networks. Primary lit (n= 133) Grey lit (n=7)

Records identified through database
searches. Primary lit {n = 2407)

Duplicates removed. Primary lit [n = 953) <
Greylit[n=7)

Y

Records identified through Google searches.
Grey lit {n = 54) Primary lit (n=2)

Grey lit (n = 64)

Total (n = 1653}

Records screened. Primary lit (n = 1589)

Records excluded at title screen: Primary lit

hd

[n = 1495} and first screen: Grey lit (n = 28)

Total (n=130)

Full text retrieved for paper review [primary lit).
More detailed review (grey lit).
Primary lit (n = 94) Grey lit {n = 35)

hd

Records excluded. Primary lit {n = 70)
Greylit (n=17)

Greylit(n=19)

Total (n=43)

Studies included in the review. Primary lit (n = 24]

Figure 1 Flow diagram of literature screening.

Key clinical proponents

Key clinical proponents were assigned to orches-
trate and lead implementation within specific sites or
settings.”® ** ** " They were key resources for attending
and cascading training, as well as overseeing changes,
embedding cultural change and providing mentor-
ship.” # %% Their direct contact with intervention
instigators appeared important in orientating and
maintaining momentum of local leadership, including
training and facilitation.” ** *’ Similarly, support from
individual senior managers in ensuring compliance with
training and interventions, promoting sustained use,
as well as acting as catalysts for initial implementation

was valuable,* % 12464749 Tyt Jevel managerial support
was also evident through incorporation into policy and
protocol® * *72 and approval from directors.” * Mana-
gerial backing could be influential for organisational
change, although in reality, engagement with the manage-
ment of healthcare organisations was recognised by some
for its complexity.” **

Training and education

Training and education encouraged ‘buy-
in’,? 318236 394246475152 115 moted understanding of tasks
and responsibilities,?’1 3639 424751 5 hd facilitated a shared

understanding of purpose.** ¥ *' Staff often negatively
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Setting Perceived
Training and Workability/ and value and
appraisal

education

Functionality context

Themes

Key clinical
proponents

Input into
development

- Has information been collected or are there plans to collect information to determine the usefulness of

the intervention through feedback, audit or other means?
— Has the worth of the intervention been evaluated collaboratively in formal or informal groups?

— Have the effects of the intervention been reported back to those involved?
— Is there communal agreement among staff as to the value of the intervention?
- Has appraisal work led to attempts to improve or modify the intervention?

— What is the effect of the intervention on an individual’s workload?
— Do individuals value the effect it has on their individual work?

Systemisation
Communal appraisal
Individual appraisal
Reconfiguration

NPT core construct’® NPT subconstruct and questions'®

Table 3 Continued
Reflexive monitoring

perceived the increased training requirement,” inclu-
sion within established working practices™ ***" °! and
feasibility of incorporation into workload” * were
important considerations. Repeated sessions were used
to train rotational/part-time staff, address staff turn-
over and enable sustained engagement.” *** ** Tailored
education based on evidence and feedback facilitated
the most efficacious training, especially since misunder-
standing of responsibilities could result in ineffective
or reduced use.” *** * % Training in the application
of skills to the intervention was fundamental,42 4749 and
without this, regardless of skill level, the completion,
interpretation and application of interventions in prac-
tice could be inconsistent.* ** 5* Addressing communi-
cation skills was highlighted as important in a number
of papers.” ** % * 5 Individuals responsible for training
could ensure that as far as possible all staff received
necessary training.*? ¥ * The provision of guides, algo-
rithms and interactive materials facilitated skill develop-
ment,” ¥ and patient and carer information materials

helped to sustain practice around newly implemented
. . —-592 HhH—
interventions, ! 34215 47 49-52 55-58

Intervention workability and functionality

A frequently adopted approach included using existing
programme or frameworks (local or otherwise) as the
basis for new intervention development,* * 37 %8 42 5459
Literature suggested healthcare practices can flex to incor-
porate interventions designed as part of, or alongside,
existing processes.” > % 174953 This approach was often
more acceptable to staff, promoting incorporation into
practice, adherence and behavioural change.” ** * %
Conversely, lack of transferability across healthcare settings
was viewed as a barrier to implementation.37 ** The work-
ability of interventions was important, with the integral
use of guidelines and prompts facilitating intervention
utility and accessibility,! * 31 3737 39-42 45 47 49 51 53 54 60-65
use of stickers and brightly coloured forms for insertion
into patient medical records promoted easy recognition
of interventions.”® >* For many, successful incorporation
into working practices appeared to rely on the paper
format of tools, their design and usability," > #7461 2

Setting and context

Implementation often occurred within limited clin-
ical settings, and the direct relevance of the specialism
(to the intervention) was highlighted as important for
promoting its value,” *” % 42 00 6204 gy hsequent diffusion
from implementation setting to hospital-wide acceptance
was demonstrated in relation to a number of interven-
tions." ' **** Despite this, multiple barriers and enablers
to change were identified, including transferability across
primary and secondary care settings,"’** staff turnover and
management stability,” availability of staff for updates,
countersignatories to meet completion time frames,*” %%
time for communication processes,” robustness of imple-
mentation sites,”” ** and the difficulty in transforming
clinician attitudes.” ****

Cummings A, et al. BMJ Open 2017;7:017056. doi:10.1136/bmjopen-2017-017056
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The clinical complexity and unpredictability
surrounding the patients for whom the interventions
were targeted often affected successful or opportune
application.” ® Utility was improved where deterioration
was predictable,”**® yet recognition of deterioration was
on occasion inherently difficult.”’ Clinical uncertainty
meant that at times interventions were not fully utilised
for the patients they were designed to support.*” *

Perceived value and appraisal

Staff perceptions and the degree of alignment with the
intended purpose of interventions were infrequently
reported.”’ * ** Staff valuing the intervention from the
outset had important implications for effective applica-
tion,31 335153 and perceived utility, existing supportive
local policy and inclusive collaborative development were
all highlighted as facilitators.” ™ #4455 At an organ-
isational level, responsiveness to national guidance and
policy was likely to promote value.” ** * Understanding
objectives early on in the implementation pathway was
key, as misunderstandings were not uncommon®**% and
could lead to reduced or incomplete application of inter-
ventions.™ *?

Following implementation, appraisal of intervention
value was frequent,?' 52-3439 4254 62-6466 \preyy demonstrating
communal agreement centred around positive impact on
working practices.” 373940424854 626366 1) creased work-
load was expressed as a concern by staff, mainly relating
to the completion of tools and the need for patient or
family discussions.' ? *"*2%2% On appraisal, interventions
were perceived to be a worthwhile investment due to
patient benefit and the improved clarity and time saved,
as a result of decisions and discussions taking place
earlier in the care trajectory.’ * ® A number of papers
recommended or proposed outcome measures relating
to patient and relative experience,’ **0 % 404254 bt onl
a small number reported utilising such measures.' **°°°!

DISCUSSION
In this review we have identified a broad and diverse
literature focusing on the implementation of goals of
care interventions. Findings from this review confirm
these interventions are both complex and contentious in
nature, and as such it is conceivable that what we have
learnt here applies to other contentious interventions
and processes, for example discharge planning.

Our analysis has led us to characterise the elements
that constitute contentious interventions. Using the
example of goals of care interventions, we propose that
these interventions consist of three components that
intersect at three different levels in a system of negotiated
interactions:

1. negotiated decision-making between clinicians,
patients and family members, which is localised and
characterised by its meaning for the individual

2. the organisational procedure and collective system of
making negotiated decisions

3. the sociolegal constraints of taking account of
preferences (including consent and capacity) that
define the parameters.

Review findings point to negotiated interaction
processes taking place between individuals. This mediates
a set of procedures about how decisions should be made:
a set of expectations about what procedures should be
done, what negotiations are possible, and what these look
like within and across organisations. Sociolegal conceptu-
alisation involves how organisations must deal with these
preferences. All of these continuous components interact
and affect a patient’s care trajectory.

From the six themes that emerged from our analysis,
we have generated transferable learning outcomes for
the implementation of contentious interventions. These
are described below as a series of propositions relevant to
goals of care, which we contend may apply across conten-
tious interventions as a whole. These propositions are the
following:

Individuals resist interventions that replicate the work of
existing practices

The value of incorporating interventions into working
practices has previously been described® and lies in mini-
mising disruption. The adoption of existing intervention
formats and integral guidelines was popular, and may act
to improve successful compliance and integration through
increased staff familiarity and confidence. However there
is a fine line, as individuals resist interventions that repli-
cate the work of existing practices.”* ** Interventions have
to be easily differentiated from other practices to be
valued. There needs to be clarity regarding the practices
that are discontinued, preventing unnecessary duplica-
tion, and clear identification of the benefits of the new
intervention. Evidence from this review suggests that high
visibility methods (eg, a sticker or coloured background)
are valued for quick identification and time-saving in
clinical practice. These are features unique to the paper-
based nature of tools. Technological infrastructure facil-
itating electronic access to one record in all contexts will
enhance the likelihood of widespread embedding across
organisations.

Contentious interventions are difficult to integrate in
environments where there is clinical unpredictability and
uncertainty

Interventions aimed at improving care for patients facing
uncertainty can be difficult to integrate due to the very
nature of complexity that exists for these patients and their
clinicians. Usually the application of skills and techniques
introduces order into such situations, with clinicians
seeking scripts to work to. However, clinical uncertainty
can render these scripts ineffectual, leading to uncertain
outcomes. In light of this, studies in this review suggest
the importance of the intervention being delivered by
a clinician who has an established relationship with the
patient and/or knows their situation well.*”®! While this
represents the ideal, in the reality of clinical practice and
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a highly pressurised health service, this may prove diffi-
cult to achieve.

Legitimacy is established where individuals build a shared
understanding of purpose that enables them to attribute value
to the intervention

The use of senior clinicians and managers in the develop-
ment process is recognised for building a shared vision."”
However, the potential for authoritative dominance of
certain clinicians is recognised,68 and efforts must be
made to enable active contributions from key members
of junior staff. A high degree of clinical ownership is
recognised as important for successful implementation.”
This is more likely to be achieved if all clinicians, irre-
spective of seniority, believe they have a role to play and
are making a valid contribution.”” Key clinical propo-
nents are essential in building legitimacy, successful and
sustained implementation, especially in the context of
organisational instability.7l 7

Training and education provide the framework for individuals
to understand the value of what they do

Training and education have an important role in facil-
itating a shared understanding of purpose, addressing
both moral and technical aspects, which are important
for building value in the intervention. Training and
education serve to facilitate this, fostering clarity of value
in the intervention.

The importance of training and education is not a new
concept. However, there is a lack of agreement regarding
optimal delivery methods, which may relate to a need for
training to fit within the clinical context. Findings from
the review point to the need for multimodal educational
programmes, repetition and timeliness of training, but
this should be considered in the context of staff and
financial resource implications.” ™*

Appraisal work is critically important because it is how
individuals value the intervention

The importance of sharing appraisal outcomes,
conveying purpose and value to others is evident, as value
is often not realised until successful implementation is
achieved. However, reporting of this in the literature was
limited.”* ** In particular, evaluation of patient and family
perspectives was notably absent in the papers included
in this review. We suggest their inclusion is crucial for
imputing value into interventions that seek to include
them.” Surveys suggest that clinicians will foresee advan-
tages and disadvantages in any proposed intervention.” **
Therefore, sharing appraisal work, which addresses the
positives and negatives, may be beneficial in providing a
more balanced view of an intervention’s value.

The transfer of contentious interventions to other settings is
problematic

The initial setting can influence implementation success
and subsequent transfer to other locations. In our review
there is limited evidence of transfer at scale, over multiple
geographical sites.*” There are multiple barriers through

which interventions need to filter, including specialisms,
care locations, and structural and cultural factors. In
addition, groups of clinicians hold different values, skills
and knowledge. This introduces problems of discretion,
interpretation and enactment within different contexts
and may limit scale-up and transferability. While not
widely addressed by the papers in this review, wider imple-
mentation literature suggests the importance of involving
patients and caregivers when transferring and imple-
menting interventions beyond formal clinical settings.”® "’

In summary, improving decision-making around goals
of care and ensuring patient preferences are taken into
account require a better understanding of the imple-
mentation processes and factors that promote or impede
implementation. We have used the exemplar of goals of
care interventions to elucidate propositions in relation
to the successful implementation of contentious inter-
ventions, where success refers to the routine incorpora-
tion and embedding of intervention components into
everyday practice. We believe these propositions to be
transferable and generalisable beyond the remit of goals
of care, to other contentious (and complex) healthcare
interventions.

CONCLUSION

Findings from the review show that while such interven-
tions are variable in design and use, there are a series
of collective factors that influence successful implemen-
tation into routine clinical practice. We recommend
that those seeking to introduce goals of care and other
contentious interventions consider the different facets
of NPT and use knowledge of this to develop implemen-
tation strategies. The contentious nature of these inter-
ventions means that their incorporation into everyday
practice is dependent on a number of factors. Building
a shared understanding of purpose that enables partic-
ipants to attribute value to the intervention is key, and
both training and education and appraisal work, play an
important role in this process. Identifying clinical propo-
nents who are able to, not only drive, but positively influ-
ence implementation is essential. Implementing complex
and contentious interventions presents challenges that
operate at an individual, organisational and systems level.
It is these interaction level processes that make an inter-
vention contentious, as well as making it challenging to
introduce and embed. Success is more likely to occur, be
established and sustained, if due attention is paid to the
processes that facilitate operationalisation in the health-
care settings in which implementation occurs.
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