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Abstract 

Background End‑of‑life (EoL) care volunteers in hospitals are a novel approach to support patients and their close 
ones. The iLIVE Volunteer Study supported hospital volunteer coordinators from five European countries to design 
and implement an EoL care volunteer service on general wards in their hospitals. This study aimed to identify 
and explore barriers and facilitators to the implementation of EoL care volunteer services in the five hospitals.

Methods Volunteer coordinators (VCs) from the Netherlands (NL), Norway (NO), Slovenia (SI), Spain (ES) and United 
Kingdom (UK) participated in a focus group interview and subsequent in‑depth one‑to‑one interviews. A theory‑
inspired framework based on the five domains of the Consolidated Framework for Implementation Research (CFIR) 
was used for data collection and analysis. Results from the focus group were depicted in radar charts per hospital.

Results Barriers across all hospitals were the COVID‑19 pandemic delaying the implementation process, and the lack 
of recognition of the added value of EoL care volunteers by hospital staff. Site‑specific barriers were struggles 
with promoting the service in a highly structured setting with many stakeholders (NL), negative views among nurses 
on hospital volunteering (NL, NO), a lack of support from healthcare professionals and the management (SI, ES), 
and uncertainty about their role in implementation among VCs (ES). Site‑specific facilitators were training of volun‑
teers (NO, SI, NL), involving volunteers in promoting the service (NO), and education and awareness for healthcare 
professionals about the role and boundaries of volunteers (UK).

Conclusion Establishing a comprehensive EoL care volunteer service for patients in non‑specialist palliative care 
wards involves multiple considerations including training, creating awareness and ensuring management support. 
Implementation requires involvement of stakeholders in a way that enables medical EoL care and volunteering to co‑
exist. Further research is needed to explore how trust and equal partnerships between volunteers and professional 
staff can be built and sustained.
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Introduction
Over the past years, end-of-life (EoL) care volunteering 
has become an important contribution to high quality 
care for patients in their last phase of life [1]. EoL care 
volunteers have been shown to offer practical, emotional, 
social, and existential support in a way that improves the 
well-being of patients and their families [2, 3]. In almost 
every country in Europe, EoL care volunteers are actively 
engaged in hospices which would struggle to exist with-
out their contributions in providing high quality care 
for dying patients [4]. Countries vary in the numbers 
and roles of volunteers, the tasks they perform and the 
developments in their organisations [5]. However, all do 
embrace “being there” as the core concept of this unique 
source of providing community care [6, 7]. In some coun-
tries, volunteers have had a long involvement in EoL care 
volunteering, while in other countries these services have 
only recently started.

A relatively uncommon setting of EoL care volunteer-
ing—even in countries with a long history of volunteer-
ing – is the hospital setting, and specifically wards not 
specialised in palliative care. It has been suggested that 
EoL care volunteers enable patients to maintain their 
“social capital” during their stay in the hospital and allow 
the process of dying not to be narrowed within a medi-
cal or solely professional context [8]. Studies have sug-
gested that EoL care volunteer services have the potential 
to improve the experience of dying patients in the hospi-
tal and prevent loneliness, particularly for those without 
social networks [6, 9, 10]. Moreover, a recent systematic 
review showed that hospital palliative care volunteers 
were appreciated for providing psychosocial support, 
considered as complementary to, rather than replacing 
the work of health care professionals [11].

Hospital settings have different characteristics com-
pared to other settings where volunteers may support 
patients in their last phase of life such as home, com-
munity or stand-alone hospices or palliative care vol-
unteering services. This may imply a different nature of 
volunteering or factors leading to successful integra-
tion in hospital care [11]. Implementing a comprehen-
sive EoL care volunteer service for patients in hospital 
wards, where the context and care culture are not per se 
focused on palliative care, entails the integration of vari-
ous aspects including training, staffing and directing. So 
far, studies have predominantly focused on examining 
the experiences of volunteers, providing insight on the 
volunteer training requirements, and the difficulties and 
benefits of fulfilling the role of a volunteer in the hospital 
setting [12–14]. No studies are available about the expe-
rience of implementing an EoL care volunteer service in 
the hospital setting, from the perspective of those coordi-
nating the implementation.

As part of the European Union Horizon 2020 funded 
iLIVE project [15], the iLIVE Volunteer study developed 
a European Core Curriculum (ECC) for EoL care volun-
teers in the hospital setting [16]. The curriculum includes 
specific attention to ensuring end-of-life-care volunteers 
are embedded within the organisation, including under-
standing the specific needs of wards within the hospital 
where the volunteers will be supporting dying patients 
[16]. The curriculum was used to train volunteers and 
establish an EoL care volunteer service for hospitalized 
patients in five hospitals (one hospital in each of the fol-
lowing countries: The Netherlands, Norway, Slovenia, 
Spain and United Kingdom). To better understand how 
an EoL care volunteer service can be implemented in the 
hospital setting, this study aims to identify barriers and 
facilitators as experienced during the implementation of 
EoL care volunteering in hospitals in the five countries.

Methods
Study design and setting
The five hospitals were part of the iLIVE Volunteer Study 
(Trial registration number NCT04678310) in which 
research staff had online international meetings on a 
regular basis. A timetable of the project with timeslots of 
data collection and data analysis is included in the sup-
plementary file. In each of the five participating hospitals, 
a site-specific EoL care volunteer service was devel-
oped and implemented. The number of wards in which 
the volunteer services were offered ranged from 1 to 8. 
The volunteers were active during different time slots on 
working days and during weekends. (Table 1).

Participants and procedures
Volunteer coordinators (VC) were assigned to lead the 
development and implementation of the EoL care volun-
teer service in each hospital (Table 2). In the Netherlands, 
Norway and Spain, two VCs were appointed to coordi-
nate the service in their hospitals; in the UK and Slove-
nia one VC was appointed. All VCs followed a three-day 
“Train-the-Trainer” course in the UK prior to developing 
and implementing their volunteer services. The aim of 
this course was to introduce the ECC and provide infor-
mation and skills for the development and implementa-
tion of the EoL care services, including a focus on the 
development of a volunteer training.

VCs were invited to participate to a focus group inter-
view and an in-depth one-to-one interview about their 
experiences with implementation of the volunteer ser-
vices. All VCs were female. VCs were contacted by e-mail 
and informed about the aims and procedure of both the 
focus group interview and one-to-one in-depth interview. 
Since the focus group interview took place as part of a 
project meeting, the researchers had also informed the 



Page 3 of 14Yildiz et al. BMC Palliative Care           (2024) 23:88  

VCs about practical and content-related details regard-
ing the focus group interview. Most VCs had personally 
met the researchers before as part of the international 
project. All VCs explicitly provided verbal and written 
informed consent prior to participating in both the focus 
group interview and one-to-one in-depth interviews. The 
Consolidated criteria for reporting qualitative research 
(COREQ) checklist has been used to report necessary 
elements of the methods, analysis and results sections.

Data collection
The process of development of the EoL care volunteer 
services started early 2020. To collect data, the case 

study methodology according to Yin was applied, using 
multiple methods and data sources [17]. This case study 
approach provides the ability to deal with the comparison 
of different phenomena in complex and context depend-
ent situations [18]. By using multiple data sources, the 
goal was to increase the validity of the research findings. 
This method also seemed useful given the international 
character of the study and therefore to partly compensate 
for the inability to be on-site. The first type of data col-
lected was descriptive information about the volunteer 
services, using preformed documents that were shared 
with the researchers to inform them about the status 
of the service development in each country at regular 

Table 1 Characteristics of the EoL care volunteer services in the five participating hospitals

Site A
The Netherlands

Site B
Norway

Site C
Slovenia

Site D
Spain

Site E
United Kingdom

Characteristics of service
 Active service time (in months)
Service start date

24
April 2021

16
February 2022

16
August 2021

17
March 2022

16
November 2021

 Total number of wards involved 8 7 2 1 1

 Number of volunteers active 
in the service at start

12 13 5 7 17

 Availability (in days) 7 5 (also on request during weekends 
and nights)

7 4 5

 Timeslots available 10:00–22:00 08:30 – 19:00 (also nights on request) 15:00 – 18:00 12.00–17.00 9:00–17:00

 E‑volunteering offered No No No Yes No

 Frequency of provided supervision Monthly Bi‑monthly Monthly Bi‑monthly Monthly

 Number of volunteer coordinators 2 2 1 2 1

Characteristics of hospital
 Geographical characteristics Large sized city 

with surround‑
ings

City with surroundings Rural region Large sized city 
with surround‑
ings

Large sized city 
with surround‑
ings

 General volunteer service active 
in hospital

Yes Yes No No Yes

Number of patients supported 47 13 10 103 203

Table 2 Characteristics of the VCs

Age Role within organization Educational background Participation to 
focus group

Participation 
to in-depth 
interview

VC A1 59 Volunteer coordinator Kinesiology Yes Yes

VC A2 50 Volunteer coordinator Management Yes No

VC B1 55 Volunteer coordinator, nurse Palliative care nurse Yes Yes

VC B2 63 Coordinator communication department TV production No Yes

VC C1 32 Voluntary services coordinator, researcher Psychology Yes Yes

VC D1 42 Volunteer coordinator Psychology No Yes

VC D2 29 Researcher Psychology Yes No

VC E1 33 Voluntary services manager Leadership and operational 
management

Yes Yes
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intervals. Logbooks were used to report about decisions 
that were taken regarding the structure of the service. 
The second type of data collection were the focus group 
interview [19] and the one-to-one in-depth interviews 
with VCs [20, 21]. An overview of data collection meth-
ods and analysis is provided in Fig. 1.

After careful comparison of implementation theo-
ries, the Consolidated Framework for Implementation 
Research (CFIR) was used as a frame to inspire data 
collection and analysis [22, 23]. The CFIR identifies fac-
tors that influence an intervention’s implementation and 
includes five major domains, each consisting of a number 
of constructs: Intervention, Inner setting, Outer setting, 
Characteristics of individuals, and Implementation pro-
cess. (Table 3).

A semi-structured interview guide was developed 
using the interview guide tool available on the CFIR web-
site [24]. The CFIR interview guide was reviewed to iden-
tify and select questions relevant to the implementation 
of the volunteer services. A pilot interview was then con-
ducted with one VC using the CFIR interview guide with 
selected questions. Following this pilot interview, the 
interview guide was adapted to include self-developed 
questions to facilitate the interviews. The interview guide 
is included as a supplementary file.

Focus group interview
The face-to-face focus group interview was scheduled in 
May 2022 as part of a project meeting in a research and 
education center in Malaga, Spain. One VC from each 
site and two VCs from the Dutch site participated. At 
the beginning of the focus group interview, the modera-
tor explained the aim and procedure of the focus group 
interview and in-depth interviews. She also explained the 
role of the moderator and the researcher who was pre-
sent to take field notes during the focus group interview.

During the focus group interview, VCs were asked to 
list the top three factors that helped or hindered imple-
mentation. Each VC then shared their list of factors and 
the group elaborated on topics that were deemed impor-
tant. Discussion was facilitated by asking questions from 
the CFIR interview guide and whether other VCs had 
similar or different experiences. At the end of the focus 
group, all VCs were asked to fill in a paper sheet that 
included a radar chart covering the five domains of the 
CFIR extended with an additional domain regarding the 
COVID-19 pandemic. The meaning of the domains and 
related constructs as included in the interview guide was 
explained. The VCs were asked to rate to what extent 
each domain of the CFIR influenced the implementation. 
The VCs could choose a score between -5 and 5 to rate 
each domain on the radar chart. A positive score (1 to 5) 
indicated a positive influence of a specific domain on the 

implementation of the EoL care volunteer service, while 
a negative score (-1 to -5) indicated a negative influence 
of a specific domain on the implementation. For example, 
a score of 5 indicated an extremely facilitating influence 
of that domain on the implementation process. The VCs 
from the Dutch site completed one radar chart together. 
The duration of the interview was 1 h. The interview was 
audio recorded and transcribed verbatim.

Both the moderator (AG, PhD) and the researcher (BY, 
MSc) who took field notes were female. AG is a profes-
sor of care ethics by occupation and BY a PhD candidate. 
Both researchers are by education trained to perform 
qualitative research.

In‑depth interviews
To gain deeper insight into the facilitators and barriers 
for the implementation processes, one semi-structured 
in-depth interview per site was conducted with either 
one (the Netherlands, Spain, Slovenia, United Kingdom) 
or two (Norway) VCs. The in-depth interviews took place 
two to four months after the focus group interview was 
conducted. During the in-depth interviews, VCs were 
asked to give a detailed description of site-specific expe-
riences visualized in the rating of each CFIR domain on 
the radar chart. Experiences related to their scores on the 
chart were explored verbally. Questions from the CFIR 
interview guide were asked for in-depth understanding 
on how relevant constructs under the domains influ-
enced the implementation. The mean duration of the 
interviews was 55 min (range: 35—67 min). All in-depth 
interviews took place via Zoom and were conducted by 
a female researcher (AG). The interviews were audio 
recorded and transcribed verbatim.

Data analysis
Data from the preformed documents and logbooks were 
analysed within and between sites to get insight into the 
characteristics of each EoL care volunteer service. Analy-
ses of the focus group and in-depth interview data started 
by studying the radar charts. Then, the transcripts of the 
in-depth interviews and the focus group were read to get 
familiar with the data, focusing on facilitators and bar-
riers for implementation. Data saturation was discussed 
after the focus group interview and the five in-depth 
interviews. The domains of the CFIR were used as the 
theoretically inspired framework to conduct framework 
analysis [25, 26]. Framework analysis was used because of 
its structured approach to summarize, compare and con-
trast data from the different contexts of the sites in rela-
tion to the five dimensions of the CFIR model [25].

Then, data of both the focus group interview and 
in-depth interviews were summarized under each 
domain for each EoL care volunteer service. Within this 
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Fig. 1 Overview of data collection methods and data analysis
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framework, facilitators and barriers were specified, and 
reflection on similarities and differences between sites 
took place. This resulted in a table per site illustrating 
the identified facilitators and barriers under each CFIR 
domain. This table includes facilitators and barriers iden-
tified during both the focus group interview and the five 
in-depth interviews.

Data that were not directly obvious to which domain 
of the theoretical framework they might belong, were 
placed in a separate column. After discussion among the 
authors about whether and which domain of the theo-
retical framework, if any, would be most appropriate, the 
data were integrated into the findings as well. This was 
done by including the data to the table of facilitators and 
barriers per site.

The first author (BY) performed the framework analy-
sis and the last author (AG) evaluated twice whether the 
summaries were adequately answering the main research 
question under each CFIR domain [25]. The last author 
provided feedback in the analysis document, and the 
content and focus of the first author’s summaries were 
discussed in meetings. When AG identified summaries 
that did not directly answer the research question, such 
as descriptions of processes and contexts, suggestions 
were provided to identify and formulate facilitators and 
barriers as well. In this way, facilitators and barriers were 
identified together with descriptions of the different con-
texts and processes in which the facilitators and barriers 
were experienced by the VCs. This ensured the quality of 
the summaries during the analysis process. A member 
check about the written results of the analysis was per-
formed with the VCs for comments or corrections.

Results
Generic as well as site-specific barriers and facilitators 
were identified regarding the implementation in the 
five hospitals. In the following account of the results, 
pandemic related aspects, which posed a similar signifi-
cant barrier across all sites, are distinguished from site-
specific barriers and facilitators, which provide insight 
into the different contexts in each site. In addition, an 

overview of all site-specific facilitators and barriers is 
provided in the supplementary file. Figure 2 shows the 
scores for each CFIR domain per site.

Pandemic related aspects
In all hospitals, the COVID-19 pandemic and associ-
ated measures were unpredictable and experienced 
as an enormous barrier to implementing the EoL care 
volunteer service (Fig.  1, Supplementary file). One 
main hindering aspect of the pandemic, across all hos-
pitals, was that volunteers were not allowed access to 
the hospital for a long period of time as imposed by 
governmental regulations. It was important to keep 
the volunteers motivated as the restrictions led to 
decreased motivation among volunteers who had com-
pleted the training and were ready to support patients. 
Consequently, some volunteers from the site in the UK 
decided to leave the service. In the site in Spain, possi-
bilities for e-volunteering (e.g. telephone contact) were 
explored during this period.

Another barrier was that VCs had difficulties reach-
ing healthcare professionals who were under high pres-
sure. As a result, attempts to spread the word about the 
EoL care volunteer service were delayed or cancelled. 
Even in between waves of the pandemic, it was hard to 
promote the service due to the staff feeling exhausted 
and searching for balance in their departments. Conse-
quently, the services had to be carefully introduced.

“Also during COVID, healthcare providers from 
one ward were displaced to another and there were 
a lot of mixing and stress about this. Then after 
each wave of COVID back to their original wards, 
it was stressful for them. I think this was also when 
they saw it [the volunteer service], they were like 
“oh ok, one thing more”. Then we slowly started to 
come one time, then another time. We started to 
make these promotions with postcards and with 
meetings. Then we repeated this meeting with 
managers and repeated this meeting on the ward. 
So it was a process.” (Coordinator 1, Site C, Slove-
nia, in-depth interview).

Table 3 Explanation of the domains of the Consolidated Framework for Implementation Research (CFIR) Model

1. Intervention: characteristics of the intervention that is implemented. Constructs within this domain are for example the perceived difficulties 
of the intervention
2. Inner setting: features of the organisation in which the intervention is implemented. Constructs within this domain relate to the implementation 
climate: the level of priority assigned to the intervention, organisational incentives and the degree to which goals are clearly communicated
3. Outer setting: features of the external context or environment, for example relevant external policies and incentives
4. Characteristics of individuals involved in the implementation. This domain includes beliefs and knowledge of individuals about the intervention 
and identification with their organisation and its goals
5. Implementation process: strategies used for implementing the intervention, such as planning, executing, reflecting and evaluating
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Site-specific facilitators and barriers
Site A (The Netherlands)
The implementation in the Dutch site was mainly facili-
tated by positive experiences from the CFIR dimension 
of process (score 4) and hindered by barriers in the CFIR 
dimensions of inner setting (score 2) and characteris-
tics of individuals (score -3). The process of implement-
ing was described as a process of learning, reflecting and 
adapting. The VCs strived to acquire knowledge through 
their conversations and meetings with others. This facili-
tated the structure of the service and provided them with 
new strategies or led to adapting existing strategies. In 
addition, a facilitator was that healthcare staff, patients 
and families acknowledged the added value of the service. 
However, the opinion of some nurses who were skeptical 
about the service was perceived as a barrier, particularly 
among nurses with more years of work experience com-
pared to nurses who graduated more recently:

“The service was easy to tell and then we were wait-
ing, we hear that patients around us are dying and 
could easily have had volunteers supporting them. 
Until we learned that we also had to deal with the 

opinion of the nurse. That was new to us. So if you 
[the nurses] think: “yes, but it’s my patient and I’m 
here anyway”, they will not call us if they think that 
way. While they did say what a nice service, how 
great that this exists, we also immediately resolved 
by saying that the service is not only for a patient 
who is alone, but also for a patient with family. So 
keep it open, just ask us. And if they had an opin-
ion, then I just noticed: “you’re not going to call me”.” 
(Coordinator A1, The Netherlands, in-depth inter-
view)

Although the existence of a general volunteer service 
in the hospital was viewed as a facilitator in the CFIR 
dimension of the inner setting for implementation and 
recruitment of volunteers, the hierarchical structure 
within the hospital was experienced as posing a huge bar-
rier. It was a challenge for the VCs to reach healthcare 
professionals on the wards to disseminate information 
about the service. Moreover, the working environment 
in the hospital characterized by shortages of personnel 
and a large number of flex workers (i.e. nurses) deployed 
on different wards depending on the needs of the ward, 

Fig. 2 Consolidated Framework for Implementation Research (CFIR) domain scores depicted in radar charts per site
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presented an additional barrier. The VCs therefore had 
to deal with nurses who were not fully engaged with a 
patient due to their brief presence on each ward.

“A coordinator cannot get that deep into care. You 
need an intermediary, in this case, the chaplains. 
Or a contact person who has been at family meet-
ings, for example. But that [the route] takes a huge 
amount of time because the route is user-unfriendly: 
you have to go through a lot of layers, on every part 
of the day you have to deal with different people, this 
also differs per ward. Different people all the time, 
means that you have to explain things all over again. 
Also, if they have not passed it on to each other 
properly in the patient file, you get time pressure on 
the patient. Ideally, you should get rid of some of the 
layers.” (Coordinator A1, the Netherlands, in-depth 
interview)

A barrier regarding characteristics of individuals was 
to adapt to the diverse opinions held by various stake-
holders within the hospital setting. Specifically, the VCs 
encountered difficulties during conversations about the 
volunteer service, which tended to move into differ-
ent directions depending on whether they were held in 
a group or on a one-to-one basis. Additionally, the VCs 
had to deal with the views of individuals who joined the 
project team at a later stage, which impeded the imple-
mentation process. With regard to the characteristics 
of the intervention (score 5), the volunteer training and 
supervision sessions for volunteers were believed to fos-
ter a sense of friendship among the volunteers, which 
facilitated the continuity of the service.

Site B (Norway)
The implementation in the Norwegian site was mainly 
facilitated by the climate in the inner setting (score 3), 
positive beliefs about the volunteer service (score 5), and 
characteristics of individuals (score 4). One main facilita-
tor was the perceived added value of the volunteer ser-
vice for all stakeholders: the patients, relatives, nurses 
and physicians, and the hospital management (CFIR 
domain outer setting, score 2). The VCs considered the 
volunteer service to be beneficial for all those involved. 
Although some skeptical nurses worried about volun-
teers taking away their role, nurses who had established 
a closer relationship with their patients mostly asked for 
a volunteer:

“The third part I think is the nurses and the health 
care personnel working in the clinic and on the 
ward. Because it is a relief for them too. And I, what 
I see in this part is that when they call me to ask if 
a volunteer can be there, it is usually for a patient 

that they know very well, they have a relation to the 
patient and that goes to the feelings of the nurse. 
He or she they feel that “I know this patient, she is 
dying; I have a relation with her, I don’t want her to 
die alone…but I don’t have the time to sit there” and 
then they call us. I think that is an added value for 
this.” (Coordinator B1, Norway, in-depth interview)

The involvement of volunteers during the implementa-
tion process was one of the most important facilitators 
for implementation. The implementation is described as 
a democratic process in which volunteers are valued for 
their work and have a say in the decision-making process 
during the implementation of the service.

“[…] it is a democratic process, they have been into 
every decision, and they have discussed every topic 
around how to fill the role of a volunteer in our 
hospital so they own the project on the whole. They 
think about it, they read the information, they dis-
cuss how to do this, we change, if they want some-
thing changed and it seems like a good thing to do, 
we change. It is not about anyone’s prestige, it is 
about doing a good job and they decide how to do a 
good job in this. (Coordinator B1, Norway, in-depth 
interview)

A facilitator related to the nature of the volunteer ser-
vice was that next to the VCs, healthcare staff also spread 
the word about the existence of a hospital volunteer ser-
vice they found valuable.

“That said, I would say that people who know about 
this, the department or clinics knowing…they are 
very positive. Yes, so we have not met anyone saying, 
“Oh no what’s this, we don’t want this”. They are very 
positive. People are calling me from unexpected clin-
ics and ask me “Is it true that you have some volun-
teers who can do this and can do that.” For me that 
is very positive and kind of self-advertisement. They 
hear about it from other people.” (Coordinator B2, 
Norway, in-depth interview)

Site C (Slovenia)
In the Slovenian site, most barriers were identified 
in the inner setting (score -4). Typical for the Slove-
nian setting were patients who were not familiar with 
volunteering. The entire concept of EoL care volun-
teering had to be introduced in the hospital, requir-
ing considerable effort from the VC and staff. The VC 
experienced difficulties to spread information to the 
healthcare professionals. Another barrier was the clo-
sure of the palliative care ward due to COVID-19 dur-
ing implementation. Due to this, the volunteer service 
had to be adapted in order to be offered at other wards. 



Page 9 of 14Yildiz et al. BMC Palliative Care           (2024) 23:88  

Nevertheless, regular meetings with different groups of 
healthcare professionals were identified as a facilitator 
in this process. In addition, the VC experienced a feel-
ing of trust among healthcare professionals during the 
hectic periods of the pandemic:

“And I think during these first years we did a lot of 
work during the COVID and the healthcare work-
ers got to know us and I think there was an increase 
in trust also to me and [colleague] and that’s why 
the volunteer intervention was also more success-
ful because they listened to what we want to say, 
what we think, what we suggest, and we kind of try 
new things. It is not easy here to implement some-
thing new because patients get many busy schedules. 
There are many things, which are going on here is a 
bit hectic, or it is just normal to be hectic with many 
things happening. “ (Coordinator C1, Slovenia, in-
depth interview)

A facilitator in the outer setting (score 0) was that the 
volunteer service was considered to be an added value for 
patients, as the patient population consisted of patients 
with pulmonary diseases. The VC believed that volun-
teers could offer support by calming patients but were 
also aware that patients were vulnerable for infections by 
volunteers. A facilitator regarding characteristics of the 
intervention (score 3) was the quality of the training lead-
ing to gaining knowledge among the group of volunteers 
and feelings of enthusiasms. In addition, they felt con-
nected with each other and were motivated, despite the 
volunteer training sessions taking place online:

“And I think they have clear motivation why they 
want to help people at the end of life and this was I 
don’t know connected together. And they were here, 
they were available even if they cannot come here or 
they do not want to come here because of Covid for 
example, different reasons, but they were mentally 
here with us. I think this was also important. As a 
coordinator, it was a good feeling knowing you had 
someone you could call. They are not just like drop-
ping out but they are here.” (Coordinator C1, Slove-
nia, in-depth interview )

With regard to characteristics of individuals (score 
5), the VC experienced a lack of support and apprecia-
tion towards the volunteer service from the management 
level. However, the support they received from the head 
of nurses and physicians turned out be a facilitator. In 
addition, having a retired nurse among volunteers was a 
facilitator as she emphasized the importance of such a 
service to other volunteers and healthcare professionals. 
In addition, because of her experience with patients with 
pulmonary problems she could advice on volunteer tasks 

that could benefit this specific patient population, such as 
assistance to get fresh air.

Site D (Spain)
The implementation of EoL care volunteers in the hos-
pital in Spain was coordinated by two coordinators 
from the volunteer department of a local hospice. The 
VCs described the implementation process as a learn-
ing process (score 4). Introducing themselves and the 
volunteer service to the staff in the hospital appeared 
to be challenging. Different strategies were needed to 
facilitate communication between volunteers, the volun-
teer department of the local hospice and the hospital. In 
addition, barriers in the inner setting (score 1) were the 
lack of support from the management level of the hospi-
tal, and uncertainty about their role in the development 
and implementation of the service, which delayed the 
implementation.

“It was like, you know as [name of hospice organisa-
tion] we are a very well-known organisation and it 
was.. Sometimes it was really difficult to get to a hos-
pital when you are a well-known organisation and.. 
It was like sometimes the hospital was feeling like 
we were going to teach them. It was like if we were 
the best and they were the worst, something strange 
of the head of the organisation. That part was really 
difficult.” (Coordinator D1, Spain, in-depth inter-
view)

A barrier in the outer setting was unfamiliarity with 
the concept of EoL care volunteering among healthcare 
staff and patients (score -1). However, the VC undertook 
activities to engage the wider public and to introduce the 
volunteer service, for example through the use of social 
media. This also facilitated recruitment of volunteers.

Although the staff in the hospital had a positive view on 
EoL care volunteering, a barrier was that staff were not 
available all the time, and volunteers found it challenging 
to communicate with them about patients:

“Sometimes we felt that they [hospital staff] wanted 
it [the volunteers] not all the time. Only in the time 
it was useful for them. Let me see if I can explain 
myself. Our volunteers go there in the afternoon from 
5pm to 7pm. So the volunteers started maybe 20 
minutes early to get into the hospital [..] But some-
times they felt that was not the best moment for the 
staff because it was a busy afternoon because they 
did not have enough time. It was one of the difficult 
ones because some volunteers were more open or 
who have more tools they could manage to get more 
information or let them go and get more information 
later.” (Coordinator D1, Spain, in-depth interview)
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Site E (United Kingdom)
The inner setting (score 3) in the hospital in UK was 
characterized by a climate in which volunteering is 
highly valued and welcomed. EoL care volunteers had 
already been active in the hospital for a longer period. 
The support from the staff at the palliative care ward 
towards volunteers turned out to be an important facil-
itator. Volunteers being valued as part of the teams by 
the staff was important in the implementation, as they 
came back again which facilitated the patients to see 
the value of it. At wards other than the palliative care 
ward, raising awareness about the service was a chal-
lenge as they were not familiar with this type of vol-
unteering. Therefore, it was noted that it took time for 
healthcare staff to become aware of the volunteer ser-
vice’s availability to support their patients.

With regard to the characteristics of the service (score 
4), there were strict views on the role and boundaries 
of what a volunteer can or cannot do in the context of 
end of life. Education and awareness about this among 
volunteers and staff were identified as facilitators. A 
good working relationship between the VC, volunteers 
and staff at the ward was an important facilitator in the 
CFIR domain of characteristics of individuals:

“I think something that’s really important that has 
been positive is the relation between the volun-
teer service staff and the staff within the palliative 
care department and the staff in the ward where 
the volunteers work. Having good communication 
and good working relationship is really impor-
tant. And I would say we definitely have that and 
without that I think that would hinder the imple-
mentation and the service as a whole, but we work 
really well together and can go to each other if we 
have questions or concerns. […] I think that’s really 
important, and everyone is aware of what those 
volunteer role boundaries are and the purpose of 
the volunteer and what they need support wise 
in order to succeed in that role.” (Coordinator E1, 
United Kingdom, in-depth interview)

Discussion
This study investigated the facilitators and barriers to 
the implementation of a novel form of EoL care volun-
teering: in inpatient hospital settings. Pilots in five hos-
pitals in five European countries were involved. Using 
the CFIR model, both generic and site-specific barriers 
and facilitators regarding implementation were identi-
fied. Similar influences across sites were the COVID-19 
pandemic delaying the implementation process, and the 
necessity to raise awareness about the new volunteer 

service due to lack of recognition among hospital staff 
about the added value of EoL care volunteers. Site-spe-
cific facilitators influencing the implementation were 
the presence of a general volunteer service in the hospi-
tal, quality of the volunteer training, and involving vol-
unteers themselves in promoting the service. Education 
and awareness for healthcare professionals about the 
role, conceptualization and added value of, and bound-
aries in interacting with volunteers were also identified 
as facilitators. Site-specific barriers were struggles with 
promoting the service in a highly structured setting 
with many stakeholders, unfamiliarity with the concept 
of EoL care volunteering in the hospital and negative 
views among nurses about this source of care in the 
hospital. Moreover, a lack of support from healthcare 
professionals and the management, and uncertainty 
among VCs regarding their role during implementation 
were also perceived as barriers.

Complexity of implementing community care
Within the literature, volunteering is considered a unique 
source of providing community care, in addition to 
professional and family care at the end of life [6, 9, 27]. 
However, by incorporating community care (EoL care 
volunteering) into the highly specialised environment 
of a hospital, particular challenges and considerations 
can be expected due to clashes in cultures of care. In all 
hospitals, implementation of such a service appeared 
to be a complex and time-consuming process. This was 
partly caused by the COVID-19 pandemic and the meas-
ures restricting access of volunteers to hospitals [28], but 
mainly also by other barriers related to the inner and 
outer organisational context, the intervention itself, and 
characteristics of individuals involved.

In this sense, the findings of the present study fit into 
the theoretical model of dissemination and implementa-
tion of healthcare innovations developed by Greenhalgh 
and colleagues [29], which served as the foundation 
for the development of the CFIR model. According to 
Greenhalgh et  al., implementation is viewed as a com-
plex process organised under certain components such as 
communication and system readiness, while interactions 
of these components occur within the social, political 
and organisational context. Using the CFIR model, it was 
possible to identify why VCs experienced certain barriers 
and facilitators during the implementation process, such 
as nurses expressing positivity about the service while 
being convinced that caring for patients was their own 
job.

Inner setting
Although it is challenging to evaluate the impact of socio-
cultural site-specific aspects on the implementation of 
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the five services, unfamiliarity with EoL care volunteer-
ing in the hospital and negative views among nurses 
about volunteers in all sites, required serious time and 
communicative efforts of all VC’s. In site A (the Neth-
erlands), this was even more complicated since the VCs 
had no direct links to clinical staff and thus encoun-
tered challenges to reach staff from various levels at the 
clinical wards. In addition, due to the working culture 
among healthcare professionals (i.e. flex workers) in this 
hospital, the VCs had to deal with nurses who had little 
information about patients and changing staff, as also 
demonstrated in another study about experiences of vol-
unteers [12]. In contrast, it was found that nurses in the 
Norwegian site who had established a good relationship 
over time with their patients mostly asked for a volunteer. 
These findings indicate the importance of analysing the 
interaction of implementation components with social, 
political and organisational contexts, including working 
conditions of available staff, for understanding the dif-
ferences in utilization of the volunteer service in differ-
ent hospital settings. A clear conceptualization of “being 
there” may prevent a medical, nursing or task-oriented 
understanding of the contribution of volunteers to care 
in hospital contexts [6] and may increase constructive 
collaboration with professionals.

It should also be noted that a good patient-nurse rela-
tionship may introduce a risk for selection bias and une-
qual access to the volunteer service. For instance, patients 
who may experience difficulties to establish a relationship 
with nurses, for example due to language barriers, may 
be seen as less likely to be supported by a volunteer than 
those who have no or less difficulty establishing relation-
ships. Themed sessions about equity or unconscious bias 
for volunteer coordinators and hospital staff is recom-
mended to ensure equal access to volunteer support. In 
addition, recruiting a diverse group of volunteers may 
help minimize the risk of selection bias and unequal 
access [30].

One finding was that among all sites, only the Dutch 
VCs experienced challenges during conversations with 
individuals who had negative opinions about the volun-
teer service. This may be due to the prevailing idea in the 
Netherlands that death should not take place in the hos-
pital, but at home or in community places such as a hos-
pice. This meant that patients had a short length of stay 
in the hospital and therefore there was a narrow window 
of time to offer the volunteer service. However, it has 
been suggested that bringing community care to the hos-
pital not only helps to fill the social gaps when a patient 
lacks visiting family, but might also lead to better trans-
fers of patients back to a hospice or to their home [31]. 
In addition, even for short periods of admission to the 
hospital, volunteers in healthcare may have the capacity 

to improve patients’ experiences of care [32]. This may be 
even more important in the light of a growing population 
with palliative care needs [33].

Involvement of important individuals
The findings of this study indicate that implementation 
of EoL care volunteering in the hospital setting requires 
involvement of stakeholders in a way that enables medi-
cal and EoL care volunteering to co-exist. On the one 
hand, it is important to address the views of nurses about 
the role and boundaries of volunteers while emphasizing 
the knowledge that volunteers do not replace the role of 
paid staff [11]. On the other hand, volunteers should not 
only be informed, guided and enabled to perform their 
role [34], but also involved in decision-making during 
implementation. In our study, an organisational facilita-
tor was that volunteers in site B (Norway) were from the 
beginning involved in decision-making about approaches 
and how to work the service. This approach may imply 
that EoL care volunteers may be viewed as equal mem-
bers of the healthcare team [11]. A previous study 
has suggested that despite volunteers being regularly 
informed on how patient care was organised, they still 
had no decision-making power and were not regularly 
invited to contribute to how patient care was organised 
[35]. It is recommended to further explore how trust and 
equal partnerships between volunteers and paid staff can 
be built and sustained [1]. These factors are modifiable 
and should therefore be considered in order to improve 
EoL care volunteering in hospital settings [36].

Strengths and limitations
This study has several strengths. To our knowledge, this is 
one of the first studies to present findings on implemen-
tation aspects of EoL care volunteering in the hospital 
setting. Previous studies have mainly focused on expe-
riences of volunteers, providing insight on the training 
needs of volunteers, and the difficulties and benefits of 
fulfilling the role of a volunteer in the hospital setting [12, 
13, 37]. Another strength of our study is that the study 
group was able to collect qualitative data in an interna-
tional context. In addition, collection of data was done by 
combining different methods such as a focus group, in-
depth one-to-one interviews and data from preformed 
documents and logbooks.

A limitation of this study is that due to the interna-
tional nature of the project, it was not feasible to con-
duct ethnographic research in the sites. Observation 
of (non)verbal interactions may provide more in-depth 
knowledge about the implementation process. However, 
the CFIR is based on relevant implementation theories 
in a variety of disciplines [22] and offered a clear struc-
ture for data collection and analysis. Further research is 
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needed to investigate how innovations involving EoL vol-
unteering should be adapted to the context of the hospi-
tal, especially in light of the trend that many people die 
in hospitals in middle- and high- income countries [38]. 
Another limitation is that the interviews were conducted 
with VCs who were in varying stages of implementation 
due to the impact of the pandemic. Consequently, the 
complete range of experiences for those who had started 
the implementation of the volunteer service shortly 
before the interviews took place not have been fully cap-
tured. Therefore, there may be additional facilitators and 
barriers that were not presented in the findings. Never-
theless, this study provides insights into the factors that 
contribute or hinder implementation of EoL care volun-
teer services in hospitals, highlighting areas for further 
investigation.

One limitation of the study may be related to the 
potential bias resulting from the VCs being part of an 
international project. On the one hand, it is plausible 
that the VCs may have been particularly motivated, lead-
ing to positive attributions of feelings and experiences 
regarding the process. On the other hand, they may have 
felt pressure to aim for a successful implementation of 
the service, potentially leading to negative attributions 
of meaning to the implementation process. It is possible 
that VCs have overlooked certain barriers or facilitators. 
However, it is important to note that a substantial num-
ber of both facilitators and barriers across all dimensions 
of the CFIR framework was identified. Therefore, it is not 
expected that this has affected the findings.

Recommendations 
Based on the findings of this study, it is recommended 
to increase awareness and provide education among 
healthcare professionals regarding the role and ben-
efits of EoL care volunteers in the hospital setting. This 
can be achieved through training programs addressing 
the conceptual core of EoL care volunteering organised 
by collaboration of VCs and healthcare professionals in 
hospitals. Regular communication and research about 
the value and cost-effectiveness of EoL care volunteer-
ing in the hospital respectively is also needed [11]. In 
addition, further research should explore effective strat-
egies for promoting EoL care volunteering in hospitals 
and understanding the cultural and contextual factors 
that influence the implementation of such services. Such 
research could involve a multi-stakeholder approach 
to gain insights from healthcare professionals from the 
management level to frontline staff, volunteers, patients, 
and their families.
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