
PLOS One | https://doi.org/10.1371/journal.pone.0329354  July 31, 2025 1 / 14

 

 OPEN ACCESS

Citation: Crespo I, Goni-Fuste B,  
Monforte-Royo C, Garcia-Salanova A, 
Rodríguez-Prat A, Alonso-Babarro A, et al. 
(2025) Implementation of a clinical interview 
guide to Multidimensional needs assessment 
in Palliative care (MAP): A multicenter mixed-
methods feasibility study. PLoS One 20(7): 
e0329354. https://doi.org/10.1371/journal.
pone.0329354

Editor: Gursharan K Singh, Queensland 
University of Technology - QUT: Queensland 
University of Technology, AUSTRALIA

Received: November 27, 2024

Accepted: July 15, 2025

Published: July 31, 2025

Copyright: © 2025 Crespo et al. This is an open 
access article distributed under the terms of 
the Creative Commons Attribution License, 
which permits unrestricted use, distribution, 
and reproduction in any medium, provided the 
original author and source are credited.

Data availability statement: All relevant data 
are within the manuscript.

RESEARCH ARTICLE

Implementation of a clinical interview guide to 
Multidimensional needs assessment in Palliative 
care (MAP): A multicenter mixed-methods 
feasibility study

Iris Crespo1☯, Blanca Goni-Fuste 2☯, Cristina Monforte-Royo 2,  
Aina Garcia-Salanova2, Andrea Rodríguez-Prat 3, Alberto Alonso-Babarro4, 
Margarita Alvaro5, Pierluigi Bavestrello6, Alazne Belar7, David Bottaro8,9, 
Diego Candelmi 10, Elisabet Casas11, Emma Costas-Muñoz12, Claudia Cruz Sequeiros6, 
Natalia de Iriarte3,13, Ana De Santiago14, Jennifer Garrillo15, Jesús González-Barboteo6, 
Maria Jimeno Ariztia3,13, Maria Nabal Vicuña16,17, Lina Nitola-Mendoza5,  
Pablo Noguera-Sánchez12, Javier Rocafort18,19, Dulce Rodríguez8,9, Carme Sala11, 
Judith Serna15, Dolors Torremorell11, Albert Balaguer 20*, Joaquim Julià-Torras 5,20

1  Department of Psychology, School of Medicine and Health Sciences, Universitat Internacional de 
Catalunya, Barcelona, Spain, 2  Department of Nursing, School of Medicine and Health Sciences, 
Universitat Internacional de Catalunya, Barcelona, Spain, 3  Department of Humanities, School of 
Humanities, Universitat Internacional de Catalunya, Barcelona, Spain, 4  Hospital Universitario La Paz, 
Universitat Autónoma de Madrid, Madrid, Spain, 5  Palliative Care Department, Catalan Institute of 
Oncology, Badalona, Spain, 6  Palliative Care Department, Knowledge and Research Group on Palliative 
Care (GRICOPAL), Catalan Institute of Oncology, L’Hospitalet, Spain, 7  Instituto Cultura y Sociedad, 
Universidad de Navarra, IdiSNA, Pamplona, Spain, 8  Palliative and Supportive Care Team, Institut 
Oncològic Catalunya Sud (IOCS), Hospital Universitario Salut Sant Joan, Reus, Spain, 9  Facultad 
de Medicina, Universitat Rovira i Virgili, URV Reus, Spain, 10  Palliative Care Department, Clínica 
Universidad de Navarra, Pamplona, Spain, 11  Palliative Care Service, Consorci Sanitari de Terrassa, 
Hospital Universitario Terrassa, Spain, 12  Palliative Home Care Team (PADES) Mutuam, Spain, 13  Unitat 
de Suport i Cures Pal·liatives Cuides, Universitat Internacional de Catalunya, UIC Barcelona, Sant Cugat 
del Vallès, Barcelona, Spain, 14  Palliative Home Care Team, Hospital Centro de Cuidados Laguna, 
Madrid, Spain, 15  Hospital Universitari Vall d’Hebron, Barcelona, Spain, 16  Palliative and Supportive 
Care Team, Hospital Universitario Arnau de Vilanova, Lleida, Spain, 17  Facultad de Medicina, Universidad 
de Lleida. IRB LLEIDA, Spain, 18  Palliative Care Unit, Hospital San Juan de Dios, Pamplona, Spain, 
19  School of Medicine, Universidad Francisco de Vitoria, Madrid, Spain, 20  School of Medicine and 
Health Sciences, Universitat Internacional de Catalunya, Barcelona, Spain 

☯ These authors contributed equally to this work.
* abalaguer@uic.es

Abstract 

Background

A recent systematic review highlighted the lack of consensus on the needs that 

should be assessed in palliative care to develop the initial therapeutic plan. An 

agreed clinical interview guide for Multidimensional needs Assessment in Palliative 

Care (MAP) has recently been proposed.

Objective

To evaluate the feasibility of implementing the MAP guide in clinical practice.
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Methods

A multicenter explanatory sequential mixed-methods feasibility study was conducted, 

assessing five indicators: a) acceptability to patients and family members (assessed 

by phone); b) participation (proportion of eligible patients assessed); c) applicability 

(time to administer); d) clinical utility as perceived by physicians; and e) implementa-

tion in practice. Twenty-four palliative care physicians across 10 services (outpatient, 

in-patient, domiciliary care) administered the MAP guide in 239 initial assessments of 

patients with advanced cancer. A focus group was conducted with 17 of the physi-

cians to gather insights.

Results

Indicators of acceptability, participation, applicability, and perceived clinical utility 

were fulfilled in over 90% of interviews. Implementation fell just short of the criterion 

(78% of needs assessed vs. 80% threshold). Patients and families provided highly 

positive feedback on the appropriateness of the MAP guide. Physicians found it 

flexible and easy to integrate into clinical practice, helping them structure the initial 

assessment and offer a much more comprehensive assessment of patients’ needs.

Conclusions

The study supports the feasibility of using the MAP guide to explore palliative care 

needs. The MAP guide can help ensure that professionals do not overlook unmet 

needs, which could increase suffering and undermine quality of life.

Introduction

The initial assessment of needs in palliative care is important for drawing up an 
adequate care plan that can relieve or prevent suffering and improve quality of life 
[1]. Although various attempts have been made to systematize needs assessments 
in palliative care [2,3], the developed tools are not widely implemented in practice 
and fail to cover all needs. Indeed, many structured questionnaires, often self-
administered [4], focus on physical symptoms [2,5]. This approach not only places 
an additional burden on the patient, but also, when combined with numerical rating 
scales, restricts opportunities for patients and their families to fully express their 
needs [6,7]. Moreover, patients are not always able to articulate their priorities without 
empathetic engagement from healthcare professionals [8]. This lack of meaningful 
interaction can hinder the development of a strong therapeutic relationship between 
the patient and the palliative care team. Unsurprisingly, therefore, there is evidence 
that the palliative care needs of patients and families often go unmet [9–11], resulting 
in emotional distress, poorer quality of life, increased health care costs, and poten-
tially lower survival rates [12–16].

Palliative care professionals recognize the need for the systematic initial assess-
ment of needs within open dialogues with patients and families [17,18]. If the 
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palliative care encounter is to be a meaningful and satisfactory experience for the latter, it must facilitate the exploration 
and recognition of all their needs [19]. In geriatric care, comprehensive bio-psycho-social assessments are common and 
yield significant clinical benefits [20–24]. Palliative and geriatric care share key characteristics, including patient frailty, the 
potential for rapid decline, and complex, multidimensional needs. Therefore, conducting a systematic and comprehensive 
assessment of needs in palliative care is likely to provide similar benefits to those achieved in the geriatric setting.

With the aim of improving the initial assessment of palliative care needs our group recently developed a structured 
clinical interview guide known as MAP: Multidimensional needs Assessment in Palliative care [25]. The MAP guide was 
conceptualized based on specific multidimensional care models [26,27] and the development process followed Medical 
Research Council guidance for the development of complex clinical interventions [28], and it involved four steps which 
have been previously published: 1) systematic review of needs assessment in palliative care [5]; 2) exploratory qualitative 
study with patients, family carers, and palliative care professionals [19]; 3) nominal group with palliative care experts [25]; 
and 4) modified Delphi process involving palliative care physicians [25]. The complete study protocol has been published 
elsewhere [29]. Once the MAP guide was developed, the present study aimed to evaluate the feasibility of implementing 
the MAP guide in real clinical practice following the RE-AIM (Reach, Effectiveness, Adoption, Implementation, Mainte-
nance) framework [30].

Methods

This was a multicenter explanatory sequential mixed-methods feasibility study [31] comprising two steps:
Step 1 (quantitative component of the feasibility study): The MAP guide was trialed in 10 palliative care services (outpa-

tient, in-patient, domiciliary) across Spain to determine its feasibility in real clinical practice. Services were selected using 
convenience sampling by contacting professionals known to the research team representing both large and small pallia-
tive care units from public, private and subsidized centers, to ensure maximum variability.

Step 2 (qualitative component of the feasibility study): A focus group was conducted with a sub-sample of the palliative 
care physicians who had applied the MAP guide in order to gain insight into their experience.

Participants

Eligibility criteria for patients included: (a) age 18 or over, (b) advanced cancer (distant metastasis, life-limiting cancer and/
or prognosis of 6–24 months), as defined by the American Society of Clinical Oncology [32], and (c) attending palliative 
care for the first time. Exclusion criteria were: (a) severe communication difficulties that prevented assessment of needs 
and/or (b) cognitive impairment (≥5 errors on the Pfeiffer questionnaire). Eligible family members were those present 
during the patient’s initial palliative care encounter and the MAP guide application. Physicians were eligible if they worked 
in palliative care (either outpatient, in-patient or domiciliary service) and had applied MAP.

Procedure and intervention

We began by explaining the purpose of the study to physicians in each palliative care service and inviting them to par-
ticipate. Those who accepted received brief training on using MAP, a clinical interview guide for systematically assess-
ing needs to inform the initial therapeutic plan. The training included a video tutorial on how to use MAP, followed by a 
one-hour online session featuring role-playing and a Q&A segment. As seen in Table 1, the MAP guide covers 47 needs 
across six domains: Clinical history and medical conditions (8 needs), Physical symptoms (17 needs), Functional and 
cognitive status (4 needs), Psycho-emotional symptoms (5 needs), Social issues (8 needs), and Spiritual and existential 
concerns (5 needs) [25].

The recruitment period started on 3 October 2022 and ended on 28 September 2023. Participating physicians used the 
MAP guide during the initial palliative care assessment (in the first or first and second appointments) of consecutive patients. 
Patients and their accompanying family member(s) were informed about the nature of the study at the start of the interview.
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Table 1.  Domains and needs assessed in the MAP guide.

Domains and needs assessed in the MAP guide

D1: Clinical history and medical conditions

• Patient’s understanding of reason for palliative care referral
• Diagnosis → therapeutic interventions → current status of illness (timeline)
• Expectations and impact of the current illness
• Relevant medical history (including psychiatric/psychological disorders)
• Past or current substance abuse
• Previous surgery
• Current pharmacological treatment
• Current complementary/alternative therapies

D2: Physical symptoms

• Pain
• General malaise
• Asthenia or fatigue
• Anorexia
• Dry mouth
• Nausea or vomiting
• Dyspnea
• Cough
• Constipation
• Urinary symptoms
• Bleeding
• Daytime sleepiness
• Insomnia
• Changes to sensitivity
• Pruritus
• Weakness/Paresis
• Myoclonus

D3: Functional and cognitive status

• Degree of functional dependence
• Cognitive status
• Need for information about symptoms and their causes, treatment, and prognosis
• Hallucinations (visual, tactile and/or auditory)

D4: Psycho-emotional symptoms

• Mood and affect
• Anxiety
• Depression
• Current concerns/worries
• Loneliness or social isolation

D5: Social issues

• Main caregiver
• Perceived support (by caregiver and by patient)
• Organization of care at home
• Family tree (relationships)
• Family conflicts
• Level of open communication between patient and family
• Architectural barriers in the patient’s home
• Need for social care

D6: Spiritual and existential concerns

• Aspects that help the patient cope
• Religious beliefs and/or practices
• Things that give meaning to the patient’s life
• Patient’s values in life
• Aspects of life that are important to patient in current situation

https://doi.org/10.1371/journal.pone.0329354.t001

https://doi.org/10.1371/journal.pone.0329354.t001
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Following application of the MAP guide, physicians logged in the patient’s clinical records all the needs that had been 
explored. Researchers reviewed these records to document the explored needs. In addition, and subsequent to each 
needs assessment clinical interview, a member of the research team telephoned the patient (or family contact) to ask 
whether they considered the exploration of needs to have been appropriate.

All participants (physicians, patients and family members) signed informed consent prior to data collection.

Feasibility indicators

Based on published recommendations [33] we established five indicators to evaluate the feasibility of using the MAP 
guide in clinical practice: Acceptability, Participation, Applicability, Utility, and Implementation. In the context of advanced 
cancer, we determined that a minimum of 75% of participants is required to ensure the feasibility of MAP [34]. Table 2 lists 
each of these indicators, along with their definition, the measure used to assess them, and the criterion for fulfillment.

Data analysis

We first conducted a descriptive analysis of the full data set to determine whether each of the feasibility indicators had 
been fulfilled. This analysis was then repeated for the data sets corresponding to each of the three palliative care settings 
(outpatient, in-patient, domiciliary) to compare the degree of fulfillment across contexts.

Qualitative procedure and data analysis

All physicians who used the MAP guide in a palliative care initial assessment were invited to participate in a focus group. 
The discussion covered five topics: [1] Difficulties encountered when using the MAP guide; [2] Changes in application 
between the first and final patient; [3] Adaptation: whether they considered including or excluding any needs to better 
suit their approach or setting; [4] Applicability: they were asked whether the MAP had been difficult to use with particular 
patients; and [5] Effectiveness: their views on its utility and future use.

Table 2.  The five indicators (definition, measure, and fulfillment criterion) used to evaluate the feasibility of applying the MAP guide in clinical 
practice.

Indicator Definition Measure Criterion

Acceptability Opinion of patient and accompanying 
relative(s) about the appropriateness of 
exploring the needs addressed in the 
MAP guide

“How appropriate did you find the needs assessment 
conducted by the palliative care physician during the 
initial encounter?” Likert-type scale (1 = completely inap-
propriate; 5 = highly appropriate) assessed by phone

≥ 75% of patients/relatives give 
rating ≥ 3

Participation Proportion of eligible patients who are 
assessed using the MAP guide and in 
whom more than 50% of the needs it 
considers are explored

Number of patients assessed using the MAP guide 
and in whom more than 50% of the needs it considers 
are explored divided by the total number of patients 
recruited

≥ 75% of eligible patients 
have more than 50% of needs 
assessed using the MAP guide

Applicability Time to administer Minutes Less than 60 minutes required to 
assess patients’ needs using the 
MAP guide

Utility Utility of the MAP guide as perceived by 
physicians

“Could you please rate the perceived clinical utility of 
the MAP guide in evaluating your patients’ needs?”
Likert-type scale (1 = of no use at all; 5 = highly useful)

≥ 75% of physicians give rating ≥ 3

Implementa-
tion

Successful application of the MAP guide: 
Proportion of needs in each domain that 
are assessed

Researchers consult patients’ clinical records to ascer-
tain what proportion of the needs considered by the 
MAP guide have been assessed

≥ 80% of the needs included in 
each domain of the MAP guide 
are recorded as having been 
assessed

https://doi.org/10.1371/journal.pone.0329354.t002

https://doi.org/10.1371/journal.pone.0329354.t002
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The focus group was recorded and transcribed for content analysis [35] using ATLAS.ti 9. Initially, the transcription was 
read several times to gain an overview of its content. It was then coded, line by line, to identify units of meaning, which 
were then grouped into categories. Further analysis yielded three main themes. The final interpretation resulted from 
researcher consensus.

Ethics committee approval

The study was approved by the Research Ethics Committee of the Universitat Internacional de Catalunya (ref. MED-2018-
10), as well as by the review boards of the ten participant institutions. Participants gave written informed consent prior to 
the commencement of the study.

Results

Twenty-four palliative care physicians applied the MAP guide with a total of 239 patients (mean age 70.8 years, range 
43–96) across the different palliative care services, primarily in the outpatient setting (73%), followed by in-patients (15%) 
and domiciliary care (12%). The most prevalent forms of cancer were lung (17%) and colorectal (11%). Tables 3 and 4 
show sociodemographic and clinical characteristics of study participants.

Table 3.  Sociodemographic and clinical characteristics of patients 
who participated in the study (n = 239).

Mean (SD)

Age (years) 70.8 (12.16)

n (%)

Gender Male 137 (57)

Female 102 (43)

Cancer Lung 40 (17)

Colorectal 26 (11)

Breast 15 (6)

Prostate 18 (8)

Urinary tract 13 (5)

Female genital 15 (6)

Head/neck 13 (5)

Other 99 (41)

Setting In-patient 35 (15)

Outpatient 175 (73)

Domiciliary 29 (12)

https://doi.org/10.1371/journal.pone.0329354.t003

Table 4.  Characteristics of palliative care physicians who participated in the study (n = 24).

Mean (SD)

Age (years) 47.2 (9.43)

n (%)

Gender Male 13 (54)

Female 11 (46)

Setting In-patient 5 (21)

Outpatient 17 (71)

Domiciliary 2 (8)

Region of Spain where employed Madrid 3 (13)

Catalonia 19 (79)

Navarre 2 (8)

https://doi.org/10.1371/journal.pone.0329354.t004

https://doi.org/10.1371/journal.pone.0329354.t003
https://doi.org/10.1371/journal.pone.0329354.t004
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Quantitative component: Feasibility indicators

Table 5 shows the results obtained for each of the feasibility indicators.

(a)	 Acceptability. A total of 239 patients and their accompanying relatives provided feedback on the acceptability. The 
overall mean rating was 4.8 (out of 5), with almost all patients (96%) and accompanying relatives (98%) giving a 
rating ≥ 3. These results are well above the established criterion (75% of patients/relatives give rating ≥ 3) and indicate 
a high degree of satisfaction with the MAP guide. The criterion was also easily surpassed when analyzing results for 
each of the three clinical settings: 96% of both patients and accompanying relatives in outpatients; 96% of both in-
patients and patients under domiciliary care and 100% of accompanying relatives in both settings.

(b)	Participation. The criterion for participation was fulfilled in 90% of cases overall, and in all patients assessed in 
the domiciliary and in-patient settings. Although, in the outpatient context, the criterion was not met in 23 of the 175 
patients assessed (fewer than 50% of MAP needs were explored in these cases), the fulfillment rate (87%) is still well 
above the threshold established for the participation indicator.

(c)	 Applicability. The mean time required to administer the MAP guide was 60.45 (± 22.07) minutes, only slightly above 
the established threshold of less than 60 minutes. However, results differed across clinical settings. In both the outpa-
tient and in-patient context the feasibility indicator for applicability was fulfilled (mean time of 57.02 and 45.74 minutes, 
respectively). By contrast, the mean time to administer the MAP guide to patients under domiciliary care was 101.11 
minutes, and it was this result that increased the overall mean.

(d)	Utility. The mean physician rating for perceived utility of the MAP guide was 4.7 (out of 5), with 95% of physicians 
giving a rating ≥ 3, well above the 75% required for fulfillment of the indicator. This feasibility indicator was also fulfilled 
in each of the three settings: outpatient, 94%; in-patient, 96%; domiciliary, 90%.

Table 5.  Results for the five feasibility indicators, both overall and in each of the three palliative care settings.

Indicator Acceptability Participation Applicability Utility Implementation

Definition of 
indicator

Opinion of patient 
and accompanying 
relative(s) about the 
appropriateness of 
exploring the needs 
addressed in the 
MAP guide
(5-point Likert scale)

Proportion 
of eligible 
patients 
assessed 
using the 
MAP guide

Time to 
administer the 
MAP guide

Physicians’ 
perception of 
clinical utility
(5-point Likert 
scale)

Successful application of the MAP guide: Proportion of needs in 
each domain that are assessed

Fulfilled if… ≥ 75% of patients 
give rating ≥ 3

≥ 75% of eli-
gible patients

< 60 minutes ≥ 75% of 
physicians 
give rating ≥ 3

≥ 80% of needs in each domain

Mean rating
(1–5)

% Minutes Mean rating
(1–5)

Clinical 
history

Physical 
symptoms

Functional 
& cognitive 
status

Psycho-
emotional 
symptoms

Social 
issues

Spiritual/ 
existential 
concerns

Total sample 
(n = 239)

4.8 90 60 4.7 76% 85% 86% 72% 75% 74%

Outpatient 
(n = 175)

4.8 87 57 4.8 77% 85% 86% 69% 73% 66%

In-patient 
(n = 35)

4.8 100 45 4.7 73% 80% 90% 77% 81% 91%

Domiciliary 
(n = 29)

4.8 100 101 4.5 76% 87% 78% 83% 80% 96%

https://doi.org/10.1371/journal.pone.0329354.t005

https://doi.org/10.1371/journal.pone.0329354.t005
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(e)	 Implementation. Overall, 78% of the needs included in the MAP guide were assessed, slightly below the established 
criterion of ≥ 80%. In terms of the six MAP domains, the threshold was surpassed in relation to the assessment of 
physical symptoms (85%) and functional and cognitive status (86%), but not in any of the other four domains, where 
between 72% and 76% of needs were assessed. Table 6 shows the overall percentage of needs that were explored in 
each domain, as well as the most and least commonly assessed need(s) in each case. Analysis of results by clinical 
setting showed that the implementation indicator was fulfilled in both the in-patient and domiciliary contexts (respec-
tively, 82% and 83% of MAP needs were explored), compared with just 76% among outpatients.

Qualitative component: Focus group

Of the 24 palliative care physicians who administered the MAP guide, 17 participated in the focus group, which lasted 90 
minutes. Three themes emerged from the discussion of their experiences when applying the MAP guide: (a) More advan-
tages than difficulties using the MAP guide; (b) Rapid learning despite an initial reluctance; and (c) Personal adaptations 
and suggestions for fine tuning the MAP guide. Illustrative quotations for each theme can be found in the S1 Table.

a) More advantages than difficulties using the MAP guide.  Most practitioners expressed that MAP was highly 
flexible and easy to integrate into actual clinical practice. The majority incorporated it into their daily assessment, adapting 

Table 6.  Implementation results for the six domains of the MAP guide, showing the most and least commonly assessed need(s) in each case.

MAP domains and needs Total Outpatient In-patient Domiciliary

D1: Clinical history and medical conditions 76% 77% 73% 76%

Most assessed Diagnosis 100% 100% 100% 100%

Current pharmacological treatment 97% 96% 100% 97%

Least assessed Relevant medical history 45% 49% 17% 51%

Complementary therapies 41% 42% 54% 17%

D2: Physical symptoms 85% 85% 80% 87%

Most assessed Constipation 96% 96% 91% 100%

Asthenia/fatigue 96% 95% 94% 100%

Least assessed Pruritus 78% 79% 80% 69%

Myoclonus 70% 71% 66% 69%

D3: Functional and cognitive status 86% 86% 90% 78%

Most assessed Degree of functional dependence 97% 97% 100% 93%

Cognitive status 93% 93% 91% 100%

Least assessed Hallucinations 61% 63% 80% 28%

D4: Psycho-emotional symptoms 72% 69% 77% 83%

Most assessed Mood/affect 94% 93% 97% 93%

Current concerns 89% 88% 86% 93%

Least assessed Anxiety 55% 53% 49% 72%

Depression 53% 45% 80% 72%

D5: Social issues 75% 73% 81% 80%

Most assessed Family tree/relationships 96% 95% 97% 97%

Main caregiver 92% 89% 91% 100%

Least assessed Perceived support by caregiver 61% 53% 60% 59%

Need for social care 50% 47% 66% 52%

D6: Spiritual and existential concerns 74% 66% 91% 97%

Most assessed Aspects that help the patient to cope 87% 84% 94% 97%

Least assessed Patient’s values 66% 58% 83% 97%

https://doi.org/10.1371/journal.pone.0329354.t006

https://doi.org/10.1371/journal.pone.0329354.t006
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it to the time and staff resources available to the team. Moreover, they appreciated that using MAP allowed them to 
provide a much more comprehensive assessment than they normally did. The difficulties discussed by physicians related 
to exploring emotional and spiritual needs, implementing the guide within the time available to them in their work setting, 
and recording the needs explored in patients’ clinical records. Most of them felt they lacked training and confidence to 
explore a patient’s emotional and spiritual needs. Furthermore, in some palliative care teams, these issues were seen as 
the remit of the psychologist or social worker, and hence the physician did not usually include them as part of their initial 
assessment. As regards the question of time, many physicians had found it difficult to explore all the needs included in the 
MAP guide in less than 60 minutes. In the case of those working in domiciliary palliative care, 90 minutes were always set 
aside for the first appointment with patients, and hence there was little motivation to apply the MAP guide in less than 60 
minutes. On the plus side, physicians considered that the MAP guide was flexible enough to allow them to apply it with all 
their patients.

b) Rapid learning despite an initial reluctance.  Physicians pointed out that they already had their own approach 
to assessment, which in many cases was similar to what was required of them by the MAP guide. As a result, they were 
initially reluctant to incorporate aspects of the MAP guide that they did not usually explore. Several of them recognized, 
however, that the MAP guide helped them to structure the initial assessment and to address the patient’s needs more 
comprehensively and efficiently. Furthermore, as they gained experience with using the MAP guide, they found it 
progressively easier to include aspects that they did not usually explore, adapting quickly to this new way of assessing 
palliative care needs.

c) Personal adaptations and suggestions for fine tuning the MAP guide.  All the physicians emphasized the utility 
of the MAP as a guide for exploring palliative care needs. However, their experience of using it also led them to identify 
certain changes that, in their view, would make it better adapted to clinical practice. Most of the proposed changes related 
to switching certain needs to a different domain, eliminating some of the less frequent symptoms, unifying some of the 
emotional needs, and focusing more on the patient’s information needs.

Discussion

Our mixed-methods study guided by the RE-AIM framework [30] supports the feasibility of using the MAP guide to assess 
palliative care needs during the initial assessment in a standardized and comprehensive way. The MAP guide generally 
takes under 60 minutes to apply, and it is flexible enough to be used with patients across different settings. Indeed, while 
the guide sets out key areas that should be explored, physicians may go about this in whatever way they see fit. Impor-
tantly, several of the physicians considered that using the MAP guide had helped them to structure the initial assessment 
and to address the patient’s needs more efficiently, and the feedback from patients and families regarding its appropriate-
ness was very positive. The guide also improved clinical records, enhancing communication within healthcare teams.

Regarding its application, physical symptoms were the most commonly explored domain. This is not surprising given 
that when developing the MAP guide, expert consensus was quickly reached about the importance of assessing this 
aspect [25]. Interestingly, however, it was also a domain that generated considerable debate in the focus group. Many 
of the physicians involved acknowledged that they already had their preferred method of assessing physical symptoms, 
which was usually based on the Edmonton Symptom Assessment System Scale (ESAS), one of the most widely used 
tools in this context [36], and they felt reluctant to change this. Unsurprisingly, therefore, physical symptoms such as 
pruritus or myoclonus, which feature in the MAP guide but not in the ESAS, were among the least commonly assessed. 
In fact, one of the suggestions made during the focus group was that applicability of the MAP guide could be improved by 
eliminating these less frequent physical symptoms [37–39].

Although the implementation results were generally positive, the assessment of needs in some domains was less 
comprehensive or consistent. For example, needs in the emotional, social, and spiritual domains were less com-
monly assessed and recorded than were those relating to physical symptoms or functional and cognitive status. 
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Despite the fact that psychological, social and spiritual needs assessment are included in palliative care models 
[26,27], and are commonly reported in palliative care settings [40]. The challenge of exploring patients’ emotional 
or spiritual needs became apparent during the Delphi process conducted when developing the MAP guide [25], with 
many of the experts consulted acknowledging that they found this difficult, the perception being that they lacked the 
skills required to do so. However, evidence suggests that open communication with the patient about these topics 
strengthens the therapeutic relationship and benefits the patients [41,42]. Moreover, with proper training, profession-
als can effectively handle these conversations [41,43], providing essential support to patients throughout their pro-
cess [44]. As Best et al. [45] point out, a failure to explore these needs may lead to a patient’s emotional or spiritual 
suffering going unaddressed, hence the importance of including this aspect in the initial palliative care assessment. 
One of the reasons given by some physicians in the focus group for their lack of experience or confidence in explor-
ing patients’ emotional needs was that these issues were seen as the remit of the psychologist or social worker in 
their palliative care team. The problem is that not all palliative care teams have this multidisciplinary profile [46,47], 
and even in those which do, the psychologist or social worker is often not available on a full-time basis [48]; as a 
result, their attention has to be focused on those patients with the most urgent psychological needs, rather than 
offering an assessment in all cases. In our view, this highlights the need for palliative care physicians to ensure that 
they have the minimum level of communication and empathetic skills [8] required to conduct at least a preliminary 
exploration of a patient’s emotional and spiritual needs during the initial assessment. In the event that unmet psy-
chological needs appear to be present, they may then request a more detailed assessment and, where necessary, 
intervention by an appropriate specialist.

Another fundamental question with regard to the feasibility of using the MAP guide in real clinical practice concerns 
time constraints. Conducting a meaningful clinical interview in which a patient’s needs can be comprehensively explored 
requires at least 60 minutes. Any circumstance which limits the time available will likely mean that physicians skip – either 
during the interview itself or subsequently when reporting in the patient’s clinical records – any needs that are perceived 
to be less common or important. In the present sample, those physicians working in domiciliary care were less affected by 
time constraints, as it was standard practice for 90 minutes to be set aside for the initial assessment. A study conducted 
to test the feasibility of a home-based palliative care intervention, suggested that efficiency could be optimized by incor-
porating novel technology (telehealth tools) [49]. This reflects a point made by some of the physicians in our focus group, 
who considered that the availability of a systematized (digital) template would make it easier to implement the MAP guide, 
reducing the time required to record information and making it less likely that they would overlook certain needs. During 
the focus group, it was suggested that one way of streamlining this process would be to ensure that a section detailing the 
needs addressed in the MAP guide was incorporated into the electronic health records of palliative care services. Good 
clinical record keeping is essential for tracking patients’ changing needs and for providing them with quality care through 
the efficient targeting of resources [50–52].

However, the MAP guide should not be considered or used simply as an electronic checklist for the assessment of 
patient needs, as this could hinder the therapeutic alliance [19].

The main limitation of this study is the sole inclusion of patients with advanced cancer, making it unclear how generaliz-
able the findings are to other palliative care populations. Future research should explore the applicability of the MAP guide 
in the assessment of patients with, for example, amyotrophic lateral sclerosis, complex chronic diseases or hematological 
malignancies. Although the RE-AIM framework [30] was applied in this mixed-methods study, the maintenance dimen-
sion was not evaluated, as no longitudinal follow-up was conducted. Therefore, future studies should focus on assessing 
the long-term sustainability of the intervention within real-world palliative care practice. As for the study’s strengths, the 
inclusion of patients from across outpatient, in-patient, and domiciliary services, enabled us to confirm the applicability of 
the MAP guide in different contexts. Finally, consideration must be given to the suggested improvements to the guide that 
were made by physicians during the focus group.
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Conclusions

These results support the feasibility of using the MAP guide for a systematic and comprehensive assessment of palli-
ative care needs across various settings. Initial reluctance among some physicians to explore all 47 needs was largely 
overcome once they gained experience of using it, and it was generally acknowledged that the MAP guide helped them 
to structure the initial assessment and to address the patient’s needs more comprehensively and efficiently. Patients and 
relatives also viewed the experience positively, considering the exploration of needs appropriate. By facilitating the  
assessment of multidimensional needs, the MAP guide can enhance equity of care by ensuring that professionals do 
not overlook care needs that, if unmet, might increase suffering and further undermine a patient’s quality of life. Future 
research should explore the clinical benefits and impact on quality of life outcomes associated with the use of MAP, as 
well as its potential integration into national guidelines.
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