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Abstract

Objective. Inadequate deliberation processes about ethical problems occurring in palliative
care settings may negatively impact both patients and healthcare professionals. Better knowl-
edge of the palliative care professionals’ practices regarding such processes could help identify
specific education needs to improve the quality of palliative care in the context of complex
ethical situations. Therefore, this descriptive study aimed to (1) examine ethical deliberation
processes in interprofessional teams in five palliative care settings; (2) identify organizational
factors that constrain such processes; and (3) based on this knowledge, identify priority
education needs for future and current palliative care professionals.
Method. The study involved three data collection activities: (1) direct observation of simulated
interprofessional ethical deliberations in various palliative care settings; (2) individual semi-
structured interviews; and (3) deliberative dialogues.
Results. Thirty-six healthcare professionals took part in the simulated ethical deliberations
and in the deliberative dialogue activities, and 13 were met in an individual interview. The
study results revealed suboptimal interprofessional collaboration and ethical deliberation com-
petencies, particularly regarding awareness of the ethical issue under consideration, clarifica-
tion of conflicting values, reasonable decision making, and implementation planning.
Participants also reported facing serious organizational constraints that challenged ethical
deliberation processes.
Significance of results. This study confirmed the need for professional education in interpro-
fessional collaboration and ethical deliberation so that palliative care professionals can ade-
quately face current and future ethical challenges. It also enabled the identification of
educational priorities in this regard. Future research should focus on identifying promising
educational activities, assessing their effectiveness, and measuring their impact on patient
and family experience and the quality of palliative care.

Introduction

Palliative care professionals frequently face ethical dilemmas, “situation[s] in which a difficult
choice has to be made between two courses of action, either of which entails transgressing a
moral principle” (Oxford University, 2019). Such situations can occur in palliative care settings
when healthcare professionals are facing ethical problems including: whether, how, and when
to disclose sensitive information to patients and relatives (Ranganathan et al., 2014;
Hernandez-Marrero et al., 2016; Hemberg and Bergdahl, 2019), problems or demands regard-
ing the place of care (Chiu et al., 2009; Karlsson et al., 2010), decisions about treatment ini-
tiation, non-initiation, or withdrawal (Ong et al., 2012; Daher, 2013; Piot et al., 2015),
disagreements among healthcare professionals, the patient, and their relatives, or any combi-
nation of same (Legault, 1999; Ong et al., 2012), and scarcity of resources (Ong et al., 2012;
Bollig et al., 2015; Close et al., 2019).

Ethical problems generally require a deliberative process that structures the reflection and
the discussion (Irvine et al., 2004; Hermsen and ten Have, 2005; Ong et al., 2012) as they
involve feelings, values, and beliefs (Gracia, 2003). In such a process, “everyone concerned
by the decision is considered a valid moral agent, obliged to give reasons for their own points
of view and to listen to the reasons of others” (Gracia, 2003). A team discussion enables the
healthcare professionals to arrive at the most ethically reasonable, acceptable, or prudent
course of action under the circumstances (Legault, 1999; Gracia, 2003). When ethical issues
arise in palliative care settings, suboptimal communication or deliberation among the
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healthcare professionals involved and the patients and their fam-
ilies may lead to care, treatment or place of death incompatible
with patient preferences or wishes (The National Academies of
Sciences Engineering Medicine-Health and Medicine Division,
2014), to a situation not in keeping with the patient’s personal
conception of a “good death” (Granda-Cameron and Houldin,
2012), and to pain and suffering that could have been avoided
(Heyland et al., 2003). A lack of involvement in end-of-life deci-
sions and of ethical deliberation may also lead healthcare profes-
sionals to experience moral distress (Piers et al., 2012; Mehlis
et al., 2018; Steiner et al., 2018), frustration (Eriksson et al.,
2014), a sense of futility (Piers et al., 2012; Eriksson et al.,
2014), and powerlessness over ethical decisions (Mehlis et al.,
2018). Such situations can give rise to burnout and increased
time off work (Piers et al., 2012; Teixeira et al., 2014).

Earlier studies revealed that optimal involvement of healthcare
professionals in the ethical decision-making process regarding
end-of-life care may shield them from experiencing burnout
(Teixeira et al., 2014; Hernandez-Marrero et al., 2016), despite
the stress that can be generated by complex and challenging eth-
ical decisions (Hernandez-Marrero et al., 2016). This finding
highlights the need to optimize interprofessional ethical delibera-
tion processes in palliative care settings.

This descriptive study undertook to examine ethical delibera-
tion processes in interprofessional teams in five palliative care set-
tings, and based on this knowledge, to identify priority education
needs for future and current palliative care professionals. A fur-
ther aim was to identify organizational factors that constrain opti-
mal interprofessional ethical deliberation processes in such
environments so as to tailor education to the realities the health-
care professionals face.

Methods

Research design

This descriptive study took place in five palliative care settings in
Quebec City, Canada, each with their own culture of care and
interprofessional decision-making process: an interdisciplinary
team that provides community-based palliative care; a hospital
palliative care unit where an interdisciplinary team provides
care to a dozen patients; a palliative care consultant team in a ter-
tiary care hospital; a 280-bed nursing home unit team; and a
15-bed palliative care hospice team.

Data collection

Participants were asked to take part in three data collection
phases: (1) simulated interprofessional ethical deliberations
using validated clinical scenarios; (2) individual semi-structured
interviews; and (3) deliberative dialogues. Participants could
take part in more than one activity.

Phase 1: Simulated interprofessional ethical deliberations
To avoid possible bias, six palliative care physicians with extensive
experience and expertise from organizations comparable to, but
not targeted by the study, were asked to describe the top four
of five clinical situations involving an ethical problem they met
in their practice. They suggested a total of 32 typical clinical situ-
ations. Twelve other palliative care professionals, including physi-
cians, nurses, and social workers, were then asked to rank the
situations according to two criteria, namely frequency and degree

of ethical difficulty. Based on their ranking, the most frequent and
challenging ethical problems were retained. These ethical prob-
lems then enabled the research teams to develop two plausible
clinical scenarios involving a fictional palliative care patient
for each setting, for a total of ten scenarios. Each scenario was
tailored to the particularities of the care environment based on
the critical incident approach of Mucchielli (1996). It included
details on the patient’s medical history, a description of the
patient and his relations with his loved ones, and the patient’s
and family members’ perspectives regarding the options discussed
by the healthcare team. One example scenario is available in
Supplementary Appendix 1. Six other palliative care experts,
including two physicians, two nurses, and two social workers,
then validated these scenarios for veracity, representativeness,
and completeness.

Each participating healthcare team was asked to take part in a
simulated team meeting to resolve the two scenarios assigned to
their care setting. Exposing participants to two scenarios in this
way reduces the likelihood that the results observed will relate
more to the nature of the scenario presented rather than reflecting
the team’s usual practice when faced with an ethical problem.
Therefore, participants were instructed to deliberate on the sce-
narios just as they would usually. These teams of professionals
from all relevant disciplines engaged in the ethical deliberation
processes for approximately 1 h.

Phase 2: Individual semi-structured interviews
At the end of the ethical deliberation activities, the lead investiga-
tor invited those interested in sharing their experience regarding
ethical deliberations to participate in a semi-structured individual
interview. Interview guiding questions covered competencies
extracted from the ethical deliberation theoretical framework of
Boisvert et al. (2003) and the interprofessional collaborator assess-
ment rubric (ICAR) of Curran et al. (2010). Three broad themes
were explored: (1) participants’ training in interprofessional col-
laboration and ethics; (2) their experience of the ethical delibera-
tion process in an interprofessional team; and (3) organizational
issues. The research coordinator conducted and audiotaped the
interviews and a professional transcriber transcribed them verba-
tim. Interviews were conducted until analysis revealed a data
saturation.

Phase 3: Deliberative dialogues
Once video data and interview transcripts were analyzed, one
deliberative dialogue based on key features of the conceptual
model of Boyko et al. (2012) took place in each participating set-
ting, led by the lead investigator. The purpose was to gather par-
ticipant feedback on salient results from Phases 1 and 2 and to
determine with participants which educational needs should
be prioritized to optimize interprofessional collaboration and eth-
ical deliberation in palliative care settings. Specifically, partici-
pants were invited to comment on the most important results
for each overall theme: educational needs regarding interprofes-
sional collaboration based on ICAR competencies (2010), educa-
tional needs for each phase of the ethical deliberation process
outlined by Boisvert et al. (2003), and organizational constraints.
The lead investigator followed the flow of the dialogue and
encouraged mutual understanding and shared thinking within
the group. Deliberative dialogues lasted 1–2 h and were
audiotaped.
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Sampling

Researchers recruited a purposive sample of informants. To par-
ticipate in the study (Phases 1, 2, and 3), professionals had to
practice in medicine, nursing, social work, psychology, occupa-
tional therapy, physiotherapy, nutrition, pharmacy, or spiritual
care, in one of the targeted palliative care settings. They also
had to understand and speak French. To gather a wealth of infor-
mation from clinical-based experience and to gain insights for
analysis enrichment purposes, participants in Phase 2 had also
to have at least 3 years of professional palliative care experience.
Phases 2 and 3 participants had to have participated in Phase
1. Following management authorization, the lead investigator
was invited to meet the five palliative care teams during one of
their usual team meetings where he explained the project and
sought their voluntary participation. Interested professionals pro-
vided written consent for each data collection activity. Ethical
approval was obtained from the four institutional Ethics Review
Boards of the study settings.

Data analysis

To analyze the videos of the ethical deliberation activities, two
observational rating grids were designed: one to observe the eth-
ical deliberation process based on the framework of Boisvert et al.
(2003) and another to observe interprofessional collaboration
based on the Observed Interprofessional Collaboration (OIPC)
tool of Careau et al. (2014) (see Supplementary Appendix 2).
The lead investigator, co-investigators, and the research coordina-
tor individually analyzed each recorded video and then discussed
their observations. They viewed and reviewed the recordings until
consensus for each grid criteria. Participants’ behavior was ana-
lyzed within the sociocultural and organizational context in
which it occurred. This analysis led to a first list of strengths
and shortcomings in the ethical deliberation process in interpro-
fessional palliative care teams and the identification of disparities
between observed practices and optimal practices, based on the
framework of Boisvert et al. (2003) and the tool of Careau et al.
(2014).

The research coordinator performed a thematic analysis of the
individual semi-structured interviews aided by NVivo 11 software.
A deductive approach was adopted based on theoretical categories
extracted from the framework of Boisvert et al. (2003), the ICAR
of Curran et al. (2010), and the Giddens (1986) social structura-
tion approach, plus an inductive approach, based on recurring
themes emerging from the data. The research team discussed
and validated the interpretation of data and categorization of
emergent themes at regular intervals during the analysis.
Iterative data analysis led to a list of factors that challenge ethical
deliberation processes in palliative care settings, and a list of
potential educational needs in interprofessional collaboration
and ethical deliberation.

The research coordinator produced in-depth data summaries
of the deliberative dialogues recordings. The research team then
read and reread the deliberative dialogues data summaries to
identify any other relevant content. To map out potential priority
education themes, the data from all three data collection activities
were triangulated by intersecting the strengths and shortcomings
observed in the videos, with the organizational factors that con-
strain the interprofessional collaboration and ethical deliberation
processes identified by the healthcare professionals in the inter-
views and deliberative dialogues.

Results

Participants

Overall, six to eight healthcare professionals from each setting
took part in the ethical deliberation activities (Phase 1) (see
Table 1). The majority were female, with a mean age of 48.8
years. Of these, 28% were nurses, 22% physicians, 14% social
workers, and 36% were from other professional groups.
Participants had an average of 13 years experience in palliative
care, and they devoted around 60% of their time to it. Of the
36 participants in the ethical deliberation activities, 13 also took
part in an individual interview (Phase 2). They included one phy-
sician, three nurses, one occupational therapist, three spiritual
care providers, two managers, and three social workers. One to
three healthcare professionals at each setting were met in individ-
ual interviews. Finally, the same 36 healthcare professionals in
Phase 1 also participated in Phase 3.

What follows is a synthesis of the triangulated data from all
three study phases. First, are detailed the specific challenges of
interprofessional collaboration and ethical deliberation in

Table 1. Characteristics of professionals who participated in the ethical
deliberation activities

Variable

Professionals (n = 36)

Type/Measure N (%)

Team

Palliative home care 6 16.7

Palliative care consultant 8 22.2

Residential and nursing home unit 8 22.2

Palliative care hospice 7 19.4

Palliative care unit 7 19.4

Age

Mean (SD) 48.8 (12.6)

Sex

Male 10 27.8

Female 26 72.2

Profession

Nurse 10 27.8

Physician 8 22.2

Social worker 5 13.9

Spiritual care provider 4 11.1

Personal support worker 2 5.6

Manager 2 5.6

Other 5 13.9

Years of practice in the current discipline

Mean (SD) 19.6 (12.1)

Years of practice in palliative care

Mean (SD) 13.0 (8.7)

% of time dedicated to palliative care

Mean (SD) 60.6 (35.4)
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palliative care settings and priority educational needs. Second,
participants’ perceived organizational constraints are described,
since they provide insight into the clinical context that influenced
practices.

Challenges of interprofessional collaboration and ethical
deliberation in palliative care settings and priority
educational needs

This section presents key results structured according to the four-
step ethical deliberation process framework of Boisvert et al.
(2003): (1) awareness of the ethical issue; (2) clarification of con-
flicting values; (3) reasonable decision making; and (4) imple-
mentation planning. As this study was intended to highlight
priority educational needs, it focused mainly on shortcomings
in ethical deliberation rather than on the competencies partici-
pants had already acquired. The data revealed a high level of par-
ticipant competency and expertise, in addition to a strong desire
to do right by the patients and their relatives. It also revealed
mutual respect among participants, and a commitment to achieve
a common goal through open communication.

Step 1: Awareness of the ethical issue
According to the data, the teams struggled to discern the actual
presence of an ethical issue in a situation and also to recognize
the need to engage in a reflexive and collaborative approach
with other professionals. Some healthcare professionals were con-
fused as to who should be responsible for bringing the team
together and mobilizing them around a potential ethical problem,
as this social worker mentioned: “At other times, we wonder
whose first reaction it should have been to report a situation to
the others. Who’s responsible for calling in the team? […]”
(SW2).

Once engaged in the ethical deliberation process, some profes-
sionals found it difficult to maintain a thoughtful position and
before long would try to sway decisions toward their preferred sol-
ution. Despite their best intentions, an ethical problem was some-
times discussed only superficially, or even concealed by
concentrating on the comparative effectiveness of various care
options or by shifting full responsibility for the decision onto
the family. Most participants had trouble leading a structured eth-
ical deliberation process that would result in interprofessional
decision making. With no team member designated to facilitate
a structured team discussion, important dimensions of the ethical
problem were either omitted or poorly discussed, and participants
considered that the time available was not used efficiently. Also,
some participants indicated that it was hard to integrate the
patient’s perspective, or the family’s, if either one was in denial,
had limited cognitive capacity, or was exhausted or experiencing
intense suffering. Finally, participants reported that because of
confidentiality concerns, they sometimes hesitated to disclose to
their team sensitive information shared by patients or their family
members.

Step 2: Clarification of conflicting values
Participants tended to quickly discuss what actions to take with-
out first sufficiently identifying and clarifying the ethical issues
and underlying values. Only rarely did participants reach a com-
mon understanding of the ethical issues or share a clear statement
of the ethical problem. They reported difficulties in considering a
large number of values and in recognizing opposing points of
view. A certain tension was observed between their desire to

respect patient’s needs and the necessity to deliberate freely with-
out patient pressure. On certain occasions, participants also found
it difficult to distinguish between their own values and those of
patients and their families. A manager reported:

I find that personal values can intrude on ethical reflection. So I don’t
know if something could be put in place right away so that the students
would become aware of this and then identify their values ahead of
time and understand how they can suddenly come into play in a context
of ethical deliberation in a complex case. (MAN1)

Step 3: Reasonable decision making
The study data showed that the decision-making point was the
moment when interprofessional tensions ran highest. A limited
understanding of the roles and complementary expertise of others
curbed several participants’ contribution to the decision-making
process. Some found it difficult to solicit the views of other
team members while asserting their own opinions within their
field. Some had a preconceived opinion about professional
roles, as this spiritual care provider shared:

Having a preconceived image of the other person’s role can make a differ-
ence, which means that when they intervene, there’s already a small filter
that makes it likely the person is taken less seriously, or as in the case of a
doctor, too seriously. (SCP1)

Other participants were prone to self-censorship when a team
member was being overly assertive within their field of clinical or
ethical expertise. When the final decision was made, rarely was
there any systematic verification that everyone agreed with the
decision. Certain participants said that it was hard to deal with
opposing opinions between team members and to adhere to a
decision that was not a consensus. One manager reported that
the clash of each member’s personal values makes it difficult to
reach consensus:

Each person’s personal values, in the end, that’s what holds us back, we’re
not able to …we just can’t agree on a decision. But there are people who’ll
get angry anyway and then say, “Well, that doesn’t make any sense.”. So
this really has a whole lot to do with personal values. What’s more, it’s
like a damper because it’s not up to me to judge the personal value of
one or the other. (MAN2)

Step 4: Implementation planning
Data showed that participants in the ethical deliberation activities
generally omitted this step. Also, they rarely discussed how to
assign responsibilities following a decision at the end of delibera-
tion. When interviewed, some participants reported that their
real-life teams had trouble sharing responsibilities and tasks equi-
tably. They also failed to see other participant’s expertise as com-
plementary, or they overlooked aspects of the patients’ needs.
Participants added that quite often one team member just
assigned the tasks rather than being agreed on collectively and
it led to frustration. A social worker expressed it this way:

But the thing that always blocks communication a bit is being pressured,
or sometimes it’s more of a command. “He needs this. Could you go do
this?”… you know, when it’s more like an order. (SW4)

Study results suggested a number of priority educational needs
for improving interprofessional collaboration and ethical deliber-
ation processes in palliative care settings. The research team
grouped these needs into two interrelated sets of competencies:
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(1) development of interprofessional collaborative practice com-
petencies and (2) development of ethical deliberation competen-
cies. Both have to be fully integrated into any pedagogical
design. These priority educational needs and the related difficul-
ties are summarized in Tables 2 and 3.

Organizational constraints

Participants shared many organizational factors that stymie inter-
professional collaboration and ethical deliberation in their clinical
settings (see Table 4).

They believed that many of the ethical issues they faced in their
daily practice were directly related to insufficient human and
financial resources. The service cuts stemming from severe budg-
etary restrictions provoked a sense of injustice and helplessness.
They could not offer the level of care they considered necessary
for their palliative care patients and this situation generally
brought them moral distress. Participants also reported a gradual
reduction in time dedicated to interprofessional team meetings
and consequently, to ethical deliberation. They compensated by
seeking quick solutions or reframing clinical situations to avoid
discussion of complex ethical issues that necessitate more time.
Occasionally, this had undesirable effects on patients and families.
For example, sometimes families were not fully prepared for their

relative’s admission to palliative care. Participants saw these tac-
tics as desperate measures and would have preferred alternative
strategies. They also revealed that some patients died before the
team even had time to identify, analyze, and properly discuss
the ethical issues related to the patient’s situation. Delayed admis-
sion of patients to palliative care and high patient turnover rates
exacerbated the problem. Although everyone knew team decision
making was recommended, they mentioned it was difficult to
implement. Another difficulty arises when not all team members
are available to attend interdisciplinary team meetings or when
the presence of healthcare workers in certain disciplines is unpre-
dictable. A difficulty also came about when not all team members
shared the same degree of professional liability. Participants
wished their institutions would produce clear guidelines that
reflect a willingness to encourage interprofessional team decision
making and best practices in ethical deliberation.

Discussion

To ascertain what educational needs could improve ethical delib-
eration processes in palliative care settings, current practices in
five palliative care settings were first examined and described.
By identifying disparities between optimal practices and the prac-
tices observed, the research team was able to identify priority

Table 2. Priority training needs in interprofessional collaboration based on the interprofessional collaborator assessment rubric (ICAR) of Curran et al. (2010)

ICAR competencies Difficulties Training themes

Patient/family/
community-centered care

• Difficulty identifying and respecting the point of view
of the patient and their family in special circumstances
(o,i,d)

• Lack of planning as to how to communicate the decision
to those involved (o)

• How to identify and respect the patient and the family
perspective in the presence of:

○ Limited cognitive abilities of patient/family member;
○ Patient/family denial;
○ Patient fatigue/exhaustion;
○ Disagreement between patient and family.

• How to plan the approach to present the decision and discuss
it with the patient and their family

Interprofessional
communication

• Difficulty determining when it is appropriate to share
patient information while respecting confidentiality at the
same time (i)

• Self-censorship in the presence of a team member with
strongly asserted expertise (o)

• Sharing relevant information with the team while respecting
confidentiality

• How to avoid self-censorship to facilitate the continuity of
discussions

Role clarification • Unawareness of the functions of expertise and
complimentary input (o,i,d)

• Acknowledging and harnessing the expertise and values of
different professions

• Having a clear vision of one’s own contribution and of the
limits of one’s own profession

Collaborative leadership • Sub-optimal mobilization of professional expertise within
the team and other resources within the organization (o)

• Inquiring about and considering the experience and
competencies of all team members

• Enhancing, encouraging, and respecting the contribution of
less experienced providers who bring different and relevant
points of view

Teamwork • No group leader to identify a complex issue and bring the
team together (i)

• Absence of a structured approach (o)
• Lack of common language (i)
• No common purpose (i)
• Trouble allocating responsibilities/tasks equitably (i)

• Identifying a person responsible for identifying a complex
situation (potential ethical issue) and for bringing the team
together

• Setting up rules and a structured process to achieve effective
meetings

• Developing a common language
• Sharing a common goal
• Sharing responsibilities/tasks in a fair manner

Conflict resolution • Problems managing differences of opinion within the
team (o)

• Trouble reaching a satisfactory resolution to a conflict (i)
• Difficulties in proceeding due to a lack of consensus (o)

• Managing divergent opinions between team members
• How to proceed in the absence of consensus
• How to develop an open-minded/trusting environment
• How to prevent conflicts

o: observation of ethical deliberations.
i: interviews.
d: deliberative dialogues.
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educational needs that could improve interprofessional ethical
deliberation processes in palliative care settings. In addition,
they identified many organizational constraints that inhibit opti-
mal practices in such environments. These must be taken into
consideration in an unavoidable way in order to tailor the inter-
professional ethical deliberation processes to the realities experi-
enced by the palliative care professionals.

The study participants were especially aware and mindful of
the experiences of patients and their loved ones. However, while
many were familiar with the main principles of ethics, an increase
in their knowledge and competencies in interprofessional collab-
oration and ethical deliberation would benefit all parties when
they face a complex ethical problem. In particular, participants
revealed certain shortcomings in their ethical deliberation process
in complex ethical situations and felt it could be improved. One of
the most important difficulties they encountered was prompt
identification of an ethical issue in a specific situation, and effec-
tive engagement in a structured team deliberation process.
Participants tended to quickly discuss what actions to take, with-
out first sufficiently identifying and clarifying the ethical issues
and underlying values. As reported by Gracia (2003), some pro-
fessionals tend to make decisions as a reflex reaction, that is
often justified by the “good clinical eye” or a good moral instinct;
they do not perceive the need for team deliberation. In the current
study, the healthcare professionals also showed a limited under-
standing of their mutual roles and their complementary expertise.
At the same time, their contribution as regards their own exper-
tise was suboptimal, which may affect the efficiency of the
decision-making process when it comes to an ethically complex
situation. When the final decision was made, only rarely was
there any systematic verification that all agreed with the decision,

which raises doubts about the level of consensus. As reported in a
study by Hernandez-Marrero et al. (2016), optimal interprofes-
sional collaboration and team deliberation favor a sense of shared
decision and properness, together with a feeling that consensus is
achieved and the best decisions made. In the current study, the
healthcare professionals were also seen to rarely discuss how to
assign responsibilities among themselves following the decision.
However, the artificial nature of the ethical deliberation activities
may have led participants to omit this step.

Interestingly, the study participants had a clear understanding
of their educational needs. Their respective inputs and rich expe-
riences made a significant contribution to the identification of
priority educational needs in interprofessional collaboration and
ethical deliberation. Although some issues differed from one set-
ting to another, educational needs were similar in all five palliative
care settings.

The study data led to further observations. First, many organi-
zational constraints were a major hindrance to improvement in
the ethical culture within the clinical practice. Some participants
also noted a recent deterioration in the quality of both interpro-
fessional collaboration and ethical deliberation in their practice.
Healthcare professionals were being asked to demonstrate perfor-
mance with increased productivity, while still devoting enough
time to complex ethical situations. Deep cuts to service triggered
a sense of injustice and helplessness as healthcare professionals
could not offer the level of care that they considered necessary
to their palliative care patients, and this situation appears to
cause them moral distress. These findings are similar to those
of Piers et al. (2012) in which nurses’ perception of cost-saving
as unjust was an important contributing factor to their moral
distress.

Table 3. Priority training needs in ethical deliberation based on the framework of Boisvert et al. (2003)

Phase of Boisvert et al. ethical
deliberation framework Difficulties Training themes

Awareness of the situation • Difficulty detecting the presence of an ethical issue in a
particular situation (o,i,d)

• Avoidance of discussing a particular situation from an
ethical point of view (o)

• Difficulty keeping the ethical issue at the centre of the
deliberative process (o)

• Lack of thoroughness in the discussions regarding
aspects of a particular situation (o)

• No summary of aspects of the situation (o)

• Recognizing the presence of an ethical dilemma when
discussing clinical cases

• Recognizing avoidance strategies used to circumvent ethical
discussions

• Identifying and stating ethical dilemmas immediately at the
outset of a discussion

• Adopting an ethical position (questioning)
• Objectively identifying all issues raised by a situation and
summarizing them

Clarification of conflicting
values

• Quickly searching for a solution without identifying the
ethical dilemma and values involved (o,d)

• Projecting personal values onto the reality of the patient
and their family (o,i)

• Difficulty arriving at a common understanding and
framing of the ethical dilemma (o)

• Clarifying an ethical dilemma and its underlying values
• Distinguishing personal, professional, and organizational
values

• Being aware of one’s own values and the difference between
one’s own values, and values of other team members, and of
patients and their families

Reasonable decision making • No determination of the preferred value in the
decision-making process (o)

• Decision making with no clear identification of the
rationale for the position taken (o)

• Failure to seek agreement on a preferred direction/
decision while, at the same time, recognizing and
respecting divergent views (o)

• Identifying the value to focus on the decision making
• Developing the ability to adequately summarize reasons
justifying the adopted position by explaining the rationale
behind the decision

• Recognizing the different forms of consensus that can be
reached

Implementation planning • Lack of a plan or strategy for sharing and discussing the
decision with stakeholders (o)

• Developing the ability to plan how to convey the decision to
patients and their family and how to mobilize relevant care
providers

o: observation of ethical deliberations.
i: interviews.
d: deliberative dialogues.
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Table 4. Organizational constraints

Type of issue Description of the constraints Illustrative quotations from the individual interviews

Organization of the
care and services

• Delayed referral to palliative care team/late
transfer to palliative care unit (i)

• Difficulties in accessing the clinical ethics
committee: cumbersome bureaucratic
procedures/too long delays for palliative care
cases (i)

• Budget cuts constraining the availability of
care and services (i,d)

• […] it’s become harder and harder, too, to do that, because we have a really
high turnover. To give you an example, 2 weeks ago, let’s say, I had 5 new
people to see on Monday, and when I came back the following Monday, they
had all died. So, it’s really harrowing, and on top of that, it goes fast… So, it’s
as if we lose somewhat that feeling of at least talking things over between us.
And we will do it, eventually, in a very informal way, on a corner of the table…
(SW3)

• Maybe we referred ethical issues to the ethics committee, but it can take up to
a year, two years before we get an evaluation, an answer, advice.…] In
palliative care, it’s rather fast. When people have a few weeks, a few months of
life remaining, well, that’s why we need a fairly quick response.…] We can’t
say, well, let’s push it back a month, or two. In short, the problem is there, it’s
right there, we have to find an answer fairly quickly. (SCP3)

• But the fact remains that in the budget plan, […] especially this year, we’re
subject to severe restrictions, we’ve had cuts for years, but this year, even
more so. It’s not easy, we have to fight, because here we have our two
full-time nurses, but to make it through to the end of the year, we have to
present and build a case that justifies the presence of the second full-time
nurse. So that too is onerous, because you have to have the statistics, compile
the statistics, and then, on top of that,… present really solid proof that you
truly do need it that day. (MD2)

Human resources • High staff turnover rate/instability within
the team (i)

• Inadequate staffing (i)
• Recurring deficiencies in certain skillsets (i)

• Then again, when the teams change too often, it means we’re going to be
working in silos; we won’t be working as a team. If I’m not familiar with what
the occupational therapist does, well, I don’t concern myself about it, the
physiotherapist, the social worker, the nurse assistant… So, I have to be able
to understand the work of the other team members, and also, to trust the
others. […] when you have someone on the team who is not likely to change,
well… at the same time, she brings us important things, she can be there to
support the person who is suffering. (SCP3)

• The problem is, […] we’re not there all the time. Me, I work one weekend a
month. So 2 days a week, the week before and the week after, I’m going to be
off, it also means the team won’t have a nurse, there won’t be… Then it’s, like
the others too, they have time off, statutory holidays, and finally there’s, the
person who leaves the hospital, there’s nobody, there’s no OT and so on. And
that’s more inconvenient, it’s more complicated. But it straightens itself out;
it’s not 9-1-1, […], is it? […], it’s just that, […]the patients have to wait, isn’t it?
(NURSE 9)

• Sometimes we have people on the nursing staff who are often less… less
experienced. They’re part of the floating staff and all that. So, only yesterday,
the assistant was telling us that… I don’t know if the nursing assistant or why,
she was saying that she had checked all the vital signs. You don’t check vital
signs in palliative care… (SW3)

• […] I think that yes, we have the foundation, but certainly there are also
replacements in the team. […] Sometimes, that alters what we’ve learned a
little bit, it… it’s like re-consolidating it all the time […] (SW4)

Scheduling/Physical
space

• Limited knowledge of the particular situation
of the patient and their families due to late
palliative care admissions or referrals (i, d)

• Limited availability of participants for
multi-disciplinary team meetings (i,d)

• Loss of time in meetings related to suboptimal
performance in communication and
deliberative processes (d)

• Meeting time too short to discuss complex
situations thoroughly (i,d)

• Difficulty accessing a private/quiet/appropriate
sized space to exchange views, hold
confidential discussions (i)

• We meet once a week […] but it’s not always easy to say, well, there’s a
difficult situation, we’re going to shift it, we’ll put it towards the end so that
we can discuss it at greater length. Because we come to know each one of the
people we take care of in our rota. Say we have 50 people, […], if we allocate
one minute per person to recount what happened in the last week, well, that’s
already 50 min out of 2 h. So, if say we give ourselves 3, 4 people at the end […]
because there are challenging situations, especially if there is an ethical issue,
well, we have to give ourselves time. And often, well, that’s it, it’s as if we’re
rushed for time. So… this, it’s not that simple. And well […] all
the professionals […], we’re all strapped for time. The workload increases all
the time. So it’s not always easy to get down to a discussion. […] We get there,
but it’s not always easy to discuss a problem situation thoroughly. (SCP3)

• What’s more when we want to talk, sometimes, in the hospital, when we want
to talk more privately, we tear our hair out at times, because we don’t even
have office space, on every floor, there’s a bit of a shortage of space. There
are floors where it’s worse than others, but… sometimes we talk to the
families in the hallways because we don’t have a place, we don’t want to be in
the room, as earlier, at the patient’s bedside. (MD2)

Organizational
leadership

• Perceived lack of a formal procedure or
mechanisms to foster multidisciplinary team
discussions (i)

• Difficulty in freeing up participants to attend
multidisciplinary team meetings (i)

• There where […] it demands our careful observation, […] sometimes we are
caught up in the situations […], then to signal the matter for the team, then,
after that, everyone should be able raise issues, but do they all feel they too
are equally allowed to? When it comes to this, I have the impression that it
can vary, like the judgement to authorize everyone to raise an issue and then

(Continued )
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Participants also explained that truly interprofessional decision
making in complex ethical situations is somewhat problematic so
long as liability is not the same for all professionals on the team.
This situation can also contribute to moral distress and is clearly a
disincentive for interprofessional collaboration. A German study
found that physicians in particular, felt burdened due to challeng-
ing end-of-life decision-making while sole liability lay with them
(Mehlis et al., 2018). A report released by an expert panel of the
Canadian Academy of Health Sciences comprehensively addressed
legal and regulatory factors around scopes of practice where govern-
ing bodies ensure the safety of the patient and the responsibility of
the healthcare professional (Nelson et al., 2014). In the report, these
factors were commonly considered to be inhibiting areas for
advancing the flexibility of professional roles. However, as the
authors reported: “…some existing case law reveals that courts are
beginning to interpret standards of care, scopes of practice, and lia-
bility in ways that demonstrate an understanding of the goals of col-
laborative care and expanded scopes of practice” (p. 57). In so
doing, the authors suggest that “based on case law review, there
may be disproportionate concern around the extent to which liabil-
ity impedes collaborative practice” (p. 60). They also recommend
expanding the adoption of more flexible legislative frameworks to
facilitate improvement in this area.

This study has some limitations. Although it focused on five
different palliative care settings and brought together healthcare
professionals from a variety of disciplines, the study findings
may not be widely generalizable. First, all participants were
recruited in an urban francophone community in one regional
healthcare jurisdiction in the province of Quebec, Canada.
Second, the healthcare system was undergoing a period of pro-
found structural change which may have influenced the health-
care professionals’ practices. Third, the study was performed
when medical aid in dying was legalized and this may have cre-
ated new ethical challenges for palliative care professionals.
Finally, although observing clinical scenarios is a widely acknowl-
edged valid data collection strategy in qualitative research, behav-
iors observed could be subject to bias because of the fictive nature
of the scenarios.

Conclusion

This study highlights the main deficiencies in interprofessional
collaboration and ethical deliberation in palliative care settings
and led to the identification of priority educational needs that
should be met to improve palliative care in a context of complex
ethical problems. The difficulties for the participants mostly

Table 4. (Continued.)

Type of issue Description of the constraints Illustrative quotations from the individual interviews

• Perceived lack of recognition of the training
needs of healthcare professionals (i)

• Perceived lack of information about training
opportunities or expertise available locally (i)

• Limited training opportunities, particularly in
the field of applied ethics (i)

• Participants unaware of the organization’s
expectations/values (i)

• Perception that care of the body is overvalued
to the detriment of the psychosocial support of
patients and their relatives (i)

bring the other members together to assess the situation, because, at a
certain point, you see that you can’t be detached, but you don’t always realize
it, that you lack objectivity as a team, and then you […] come up against a
wall, too. (SW2)

• There is not enough staff either. It’s a fact of life; eh […] time is of the
essence. So if I free an orderly for an hour in the afternoon [for an MDT
meeting], well, the job doesn’t get done. Then it’s affecting direct care. It
means that that’s a big constraint. (MAN2)

• […] when all’s said and done, it always hurts, this non-recognition there, a
little, always, of the administrations, there, of teamwork, there. They tell us
yes, you have to do it, but we don’t necessarily have the time to do it […] to
organize ourselves and seek out the knowledge and training around the
subject. That’s not a given. So I think that it undermines, yes, the willingness,
eventually, of the teams to organize themselves and then look for educational
opportunities. (OT1)

• Me, I’ve been through changes at all levels, in the sense that in 23 years, it’s
been 23 years, so in 23 years, there have been many changes. But at the CLSC,
luckily we had the team, because, I don’t know, the organization is so big. And
it’s not obvious, it’s just been set up, the CIUSSS. So, what is the organization,
what are the core values of the organization?…] Now there’s a whole new
approach to the client, a new approach to in-home support, to what we can
offer, to equity.…] But that’s what it is, I’d say that I would have a hard time
saying what the values of the organization are, and then what things are
currently helping and supporting it. I think we continue to do our work as best
we can, always being, always bearing in mind that we are there for the needs,
for the good of the patient, of the person receiving care. Of course [there are]
organizational values and structures that will change, but I don’t know what
impact that will have on the client in practice. (SCP3)

• […] there is still a disconnect between the energy that goes into caring for the
body vs. the energy that goes into supporting families and the residents at the
end of life. […] Then sometimes, we’d arrive, “Oh such and such a family, this
happened on the weekend, it’d be good if you could see the family.” I have no
way of seeing them, the family, unless they come when I’m here on Tuesdays,
it’s hard. […] I’ve often thought that, in any case, every residence should
have a full-time social worker and a full-time spiritual care provider, no matter
how many patients there are. It’s like a baseline, a minimum, as a sort of
offset to… But these are the… […] things that I find that […] perhaps
frustrates a life… a life of ethical questioning or… questioning the meaning
of care. (SCP4)

i: individual interviews.
d: deliberative dialogues.
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concerned awareness of the ethical issues under consideration,
clarification of conflicting values, reasonable decision making,
and implementation planning. They also reported facing serious
organizational constraints that challenged interprofessional col-
laboration and ethical deliberation processes. These results con-
firmed the relevance of developing educational opportunities in
these areas. Future research should identify and develop relevant
educational activities, assess their effectiveness and measure their
impact on patient and family experience and the quality of palli-
ative care, and address potential differences between disciplines.
The knowledge and competencies required for optimizing inter-
professional collaboration and ethical deliberation in palliative
care identified in this study may also be relevant for other clinical
contexts involving complex ethical issues and interprofessional
collaboration.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S1478951521000729.
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