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ABSTRACT
Background  Embedding a Palliative Approach to Care 
(EPAC) is a model that helps shift the culture in long-
term care (LTC) so that residents who could benefit from 
palliative care are identified early. Healthcare Excellence 
Canada supported the implementation of EPAC in seven 
teams from across Canada between August 2018 and 
September 2019.
Objective  To identify effective strategies for supporting 
the early identification of palliative care needs to improve 
the quality of life of residents in LTC.
Intervention  Training methods on the EPAC model 
included a combination of face-to-face education (national 
and regional workshops), online learning (webinars and 
access to an online platform) and expert coaching. Each 
team adapted EPAC based on their organisational context 
and jurisdictional requirements for advance care planning.
Measures  Teams tracked their progress by collecting 
monthly data on the number of residents who died, date 
of their most recent goals of care (GOCs) conversation, 
location of death and number of emergency department 
(ED) transfers in the last 3 months of life. Teams also 
shared their implementation strategies including 
successes, barriers and lessons.
Results  Implementation of EPAC required leadership 
support and dedicated time for changing how palliative 
care is perceived in LTC. Based on 409 resident deaths, 
89% (365) had documented GOC conversations; 78% 
(318) had no transfers to the ED within the last 3 months 
of life; and 81% (333) died at home. A monthly review 
of the results showed that teams were having earlier 
GOC conversations with residents. Teams also reported 
improvements in the quality of care provided to residents 
and their families.
Conclusion  EPAC was successfully adapted and adopted 
to the organisational contexts of homes participating in the 
collaborative.

INTRODUCTION
Problem description
While there have been improvements in the 
provision of palliative care in Canada, there 
are still gaps in accessing quality palliative 
care in the community, specifically at home 
or in long-term care (LTC).1 Many people 
would prefer to be cared for in the familiarity 
and comfort of their own home if they have 
access to the support they need at the end of 

their life. People who receive palliative care 
at home or in LTC in their last year of life are 
more likely to die in their residence and less 
likely to visit emergency departments (EDs). 
However, few Canadians have early access to 
quality palliative care in their community.2 
The Conference Board of Canada projected 
the demand for LTC will nearly double by 
2035, specifically for people aged 75 and up, 
suggesting more people are likely to live their 
final years in LTC homes as Canada’s popula-
tion ages.3 Identifying the palliative care needs 
of residents in LTC goes beyond advance care 
planning, which is focused on preparing resi-
dents and their substitute decision makers 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Many people would prefer to be cared for in the fa-
miliarity and comfort of their own home if they have 
access to the support they need at the end of their 
life. However, few Canadians have early access to 
palliative care in their community.

	⇒ People who receive palliative care at home or in 
long-term care (LTC) in their last year of life are 
more likely to die in their residence and less likely to 
visit emergency departments.

WHAT THIS STUDY ADDS
	⇒ The Embedding a Palliative Approach to Care (EPAC) 
model required leadership support and dedicated 
time for changing how palliative care is perceived 
in LTC.

	⇒ EPAC contributed to earlier goals of care conversa-
tions and improvements in the quality of care pro-
vided to residents and their families in LTC.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ EPAC was successfully adapted and adopted to 
the organisational contexts of LTC homes across 
Canada participating in the collaborative.

	⇒ It is important to explain not only how to implement 
the EPAC model but also the value of the gift of time 
in palliative care by sharing personal stories with 
loss and grief to emphasise the ‘why’ behind the 
collaborative.
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for future decision making. Goals of care (GOCs) have a 
broader focus on the resident’s goals for living and how 
LTC staff can support these goals to improve the quality 
of life of residents, including preference to receive care in 
their LTC home where appropriate.

Available knowledge
The profile of LTC residents includes complex health 
conditions, multiple comorbidities, and cognitive impair-
ment or dementia.4 As the current average length of stay 
(LOS) in LTC is 18 months, palliative care services should 
ideally be initiated at the time of moving into the home.5 
A model is needed on how to provide quality palliative 
care in LTC based on the Canadian context.6 A recent 
scoping review identified various models that ranged 
from referring residents to external specialists to building 
capacity within the home to provide palliative and end-
of-life care. The ‘in-house’ model broadens the access to 
palliative care to everyone living in the LTC home. The 
success of this model relies on supportive leaders and 
team champions, knowledgeable and skilled staff, and 
continuous learning to improve the home’s approach to 
palliative care.7

Rationale
Embedding a Palliative Approach to Care (EPAC) was 
a model of care developed at Vancouver Coastal Health 
(VCH) in British Columbia. It was generated based on the 
barriers to enabling well-planned and coordinated palli-
ative care for people in LTC homes in the VCH region. 
Identifying palliative care needs early is referred to as 
the ‘gift of time’ that LTC staff can offer to residents and 
the people that are important to them. The gift of time 
promotes earlier GOC conversations about things that 
matter to residents and provide permission for collabo-
rative planning and saying goodbye in a meaningful way. 
GOC conversations ensure that the care provided in LTC 
is guided by a resident’s values, contributing to increased 
comfort, better quality of life and satisfaction with care. 
Improvements to the quality of life of residents refer to 

positive changes as a result of the palliative care received, 
including adequate pain and symptom management, 
psychosocial care, sense of control, clear decision making 
and avoidance of aggressive care.8

Healthcare Excellence Canada (HEC, the new organ-
isation that brings together the Canadian Patient Safety 
Institute and Canadian Foundation for Healthcare 
Improvement) led a 12-month quality improvement 
collaborative to support the implementation of EPAC in 
LTC homes across Canada in 2018–2019. The main ratio-
nale for the EPAC collaborative was to support the spread 
and scale of early identification of palliative care needs to 
improve the quality of life of residents and evaluate the 
impact of this palliative care model in a broader context 
using HEC’s quality improvement framework.

Specific aims
The goal of the EPAC collaborative was to change the 
culture in LTC so that death, palliative care and quality 
of life are freely discussed with residents and their family 
members. This goal was achieved by (1) improving 
the ability of staff to have effective, timely goals of care 
(GOCs) discussions with residents and their substitute 
decision makers; (2) improving the quality of palliative 
care for residents and families; and (3) improving capacity 
to provide palliative care in the location of the resident’s 
choice and reducing unnecessary hospital transfers.

METHODS
Context
HEC supported implementation of the EPAC model in 
seven teams from Québec (1), Alberta (1), Ontario (2), 
New Brunswick (1), Newfoundland and Labrador (1) and 
the Yukon (1) between August 2018 and September 2019. 
Each team received $30 000–$45 000 in seed funding to 
support the implementation of EPAC.

Intervention
Teams were trained to use a continuous cycle to identify, 
discuss and plan (IDP) GOC discussions with residents 
at least 6 weeks prior to end of life. The IDP process is 
supported by the following four EPAC pillars (figure 1): 
(1) increase capacity and confidence of staff, (2) increase 
knowledge of residents and families, (3) provide psycho-
social care for residents and families, and (4) provide 
psychosocial care for healthcare teams.

HEC led several knowledge sharing activities to support 
each team to adapt the EPAC model based on their 
organisational context and exchange lessons learnt. 
This included eight regional workshops to train over 200 
healthcare providers from the seven participating teams 
between September and December 2018, a national bilin-
gual workshop in Ottawa at the mid-implementation 
phase of the collaborative (March 2019) to facilitate peer-
to-peer learning, and 10 bilingual webinars on quality 
improvement (change management, resident and family 
engagement, and culture change) and palliative care strat-
egies (spirituality, psychosocial support, dementia and 

Figure 1  Embedding a Palliative Approach to Care pillars.
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medication management). In addition, teams had access 
to an online learning platform that included more than 
40 educational resources including resources that teams 
had developed and/or adapted to implement EPAC in 
their home. Teams also received tailored support from 
HEC staff and four contracted coaches. Fifteen coaching 
calls were completed during the EPAC collaborative to 
provide an update on progress, share challenges and 
obtain guidance.

Study of the intervention
A mixed methods approach was used to collect qualitative 
and quantitative data from all seven teams on their imple-
mentation experience and the impact of the EPAC model 
between August 2018 and September 2019.

Measures
The EPAC collaborative included several, common meas-
ures to understand how the teams implemented the four 
EPAC pillars and their impact on the EPAC collabora-
tive aims. A supplementary document outlines the data 
sources collected from the teams for each of these compo-
nents in more detail (online supplemental material 1).

Implementation
Each of the seven teams provided qualitative and quanti-
tative data on their implementation strategies including 
successes, barriers and lessons learnt: (1) pre/post 
primarily quantitative, implementation surveys circu-
lated to project leads (and site leads where applicable) 
to identify their top perceived barriers and facilitators for 
implementing EPAC (pre-implementation: 21 responses, 
and post implementation: 14 responses), (2) a final 
report completed by project leads containing primarily 
qualitative data summarising implementation results and 
lessons learnt (seven reports), and (3) one poster (mid-
implementation) and two presentations (mid and post 
implementation) prepared by each of the seven teams 
using templates provided by HEC to describe their objec-
tives, implementation strategies, successes and challenges.

Impact
Qualitative and quantitative data were also collected from 
each of the seven teams to evaluate the impact on the 
EPAC collaborative aims: (1) a final, quantitative survey 
for team members who participated in at least one of 
HEC’s learning activities (webinars, workshops and 
coaching calls) to rate their knowledge and skills in palli-
ative care before and after their participation in the EPAC 
collaborative (47 responses); (2) the previously refer-
enced pre-implementation/post implementation surveys, 
which also asked respondents to rate the effectiveness of 
palliative care conversations with residents and families; 
and (3) the previously referenced final reports and team 
posters/presentations, which included reflections from 
staff on culture change in their LTC home and impact 
stories/quotes from families. Teams obtained feedback 
from families using satisfaction surveys, focus groups, 
informal discussions and/or ‘thank you’ cards.

Teams were also supported to track their progress by 
submitting deidentified, site-level data monthly between 
August 2018 and September 2019: date of admission, date 
of the first GOC conversation, date of the most recent 
GOC, date of death, location of death, and number of 
ED transfers and hospital admissions (via ED or direct 
transfer) in the last 3 months of life (including reason for 
transfer). HEC shared aggregate data during workshops 
and webinars for continuous improvement and prepared 
a summary of team-level data with recommendations at 
the end of the collaborative.

Analysis
A deductive approach was used to analyse the qualitative 
data from the surveys, presentations, posters and reports. 
These data were coded using NVivo to identify common 
themes on the implementation and impact of the EPAC 
collaborative. The four EPAC pillars provided a frame-
work for coding, analysing and interpreting the imple-
mentation results where teams adapted the EPAC model 
based on organisational needs (figure 1). The three aims 
of the EPAC collaborative outlined in the Introduction 
provided a framework for reviewing the impact results. 
Two of the authors were involved in the coding and anal-
ysis of the data.

Descriptive analysis was completed on the quantitative 
data from the surveys and monthly data submissions using 
percentages and/or averages as appropriate. A paired 
sample t-test was performed to determine whether the 
average differences between the knowledge and skills of 
the respondents in palliative care before/after the EPAC 
collaborative were significant.

The results from the surveys were cross-referenced with 
the final reports where applicable to validate the findings, 
specifically the relationship between knowledge, skills 
and level of comfort of staff with GOC conversations and 
the staff’s perceived effectiveness of GOC conversations 
with residents and families.

RESULTS
Implementation
Adaptation of the EPAC model
HEC supported teams in adapting each of the four 
EPAC pillars based on their local context. Teams 
engaged relevant stakeholders within their organisation 
(ie, resident representatives/family members, personal 
support workers, nursing staff, social workers, physi-
cians and senior leadership) to support the implemen-
tation of the EPAC model. This included embedding 
palliative care into orientation materials, integrating 
palliative care discussions into existing processes (eg, 
resident moving-in agenda, amendments to care plan-
ning discussions, and using common assessment tools 
for GOC and the decision-making capacity of residents) 
and having palliative medication order sets for physi-
cians.

https://dx.doi.org/10.1136/bmjoq-2021-001581
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Pillar 1: increase capacity and confidence of staff
Teams used a variety of education methods to support 
staff to identify palliative care needs, to have early GOC 
conversations with residents and families, and to imple-
ment effective palliative care plans. Implementation 
strategies included assessing staff comfort levels, main-
taining awareness of the importance of palliative care 
conversations (eg, regular meetings, staff huddles and 
staff retreats), making palliative care education manda-
tory for staff and having access to experts in palliative care 
to provide mentorship. Learning methods included dedi-
cated training sessions, developing (or using existing) 
palliative care resources and ensuring that the programme 
was linked to materials available within their jurisdiction.

Pillar 2: increase knowledge of residents and families
Teams raised awareness of the importance of GOC conver-
sations and the value of palliative care with residents and 
families by referring to illness trajectory pamphlets and 
posters, revising ‘moving-in’ checklists to initiate early 
GOC conversations and integrating palliative care into 
resident handbooks. Strategies for engagement with resi-
dents and families were a common theme for discussion 
in the team coaching calls. Teams shared the following 
examples:

We hosted a family information session where one 
of the topics was having conversations about goals of 
care and end-of-life care.

We created individual posters based on common 
myths [about palliative care] to support knowledge 
sharing with residents and families.

Pillar 3: provide psychosocial care for residents and families
One of the core components of the EPAC model was 
encouraging teams to ask residents and families how they 
wanted to be notified about resident deaths and how they 
wanted to be honoured and remembered. In addition to 
honouring the death of a resident, teams also identified 
specific strategies to support families and other residents 
after their loss. Examples included providing access to 
grief counselling, preparing comfort carts for families, 
providing a comfortable and private space for grieving, 
and writing sympathy cards. Teams shared the following 
feedback from families as examples:

Opening ceremony to all faiths, including First 
Nations, Inuit and Metis, to engage spiritual leaders/
supports within the community.

Working to ensure that residents have one to one 
support and monitor resident wellbeing.

Pillar 4: provide psychosocial care for healthcare teams
Another key component of the EPAC model was encour-
aging teams to ask staff what kinds of support mechanisms 
they would find most helpful and how they would like to 
be notified about resident deaths. Teams used creative 
methods to honour residents who died by offering dedi-
cated memorial areas (eg, garden, shelf with memorable 

pictures and reflection room) and services (eg, lighting 
a candle, sending a condolence card to the family and 
sharing stories at resident council meetings). Teams 
shared the following examples:

Forming an honour guard has helped with honouring 
the deceased residents and providing greater 
psychological support to the existing residents, 
families, staff and volunteers.

Implemented staff huddles 24 hours after death to 
remember and express emotions among staff.

In addition to honouring deceased residents, teams 
supported staff following the death of a resident through 
employee assistance programmes, peer support and 
debriefing sessions for staff to express their emotions and 
ask questions in a safe and supportive space.

Facilitators and barriers
Facilitators
The top five implementation facilitators based on 14 
responses from project/site leads consisted of ‘effective 
clinical leadership’ (11, 79%), ‘existing palliative care 
programme’ (10, 71%), ‘staff engagement’ (9, 64%), 
‘existing policies and procedures to support palliative 
care’ (9, 64%) and ‘existing good collaborative practice’ 
(8, 57%). These results highlighted multiple factors that 
facilitated the implementation of EPAC, including having 
leadership support and an existing strategy for palliative 
care. This is in line with long-term success factors for 
quality improvement to demonstrate leadership support 
and alignment with organisational priorities.9

Barriers
A common barrier noted by teams was having more time 
to implement the EPAC model as reflected in the top five 
implementation barriers: ‘clinical champion is an added 
role’ (7, 50%), ‘lack of capacity to undertake quality 
improvement projects’ (6, 43%), ‘changing culture’ (6, 
43%), ‘GOC documentation issues’ (6, 43%), and ‘lack of 
understanding of how and when to implement palliative 
care’ (6, 43%). As the premise of the EPAC model was to 
promote shared responsibility for palliative care, some of 
the challenges noted by teams were staff buy-in, lack of 
comfort with GOC discussions and uncertainty about role 
responsibility. For example, teams shared that an allied 
health provider group was perceived as the ‘keepers of 
end-of-life conversations’.

Impact
The overall goal of implementing the EPAC model in 
LTC homes was culture change so that death, palliative 
care and quality of life are freely discussed as demon-
strated by early and frequent GOC conversations with 
residents and families. As referenced earlier in the 
report, changing culture was identified as one of the top 
five barriers for implementing the EPAC model. Reflec-
tions from teams on the impact of the EPAC collabora-
tive on organisational culture included changes in the 
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perception of palliative care and increases in knowledge 
and skills of staff members. Teams reported increased 
focus on resident-centred care, earlier and more frequent 
GOC discussions, and improved team collaboration and 
staff engagement. The following quotes from two of the 
project leads captured the heart of the culture change 
required in LTC.

Thinking about our own end-of-life phase made 
us realize that our practices were built around our 
organizational objectives and that it is imperative to 
recalibrate our aim to focus on the resident’s wishes - 
the things that really matter in life.

I am sure that this awareness will lead to changes to 
our culture and approach. Jane’s presentation had a 
significant impact on me, it changed me and helped 
me grow. I would like to offer this gift to our residents 
by spreading this message of change to more people.

Aim 1: improving the ability of staff to have effective, timely GOC 
discussions
The first aim of the EPAC collaborative was to increase the 
knowledge and skills of staff in palliative care so that they 
are more comfortable initiating effective GOC discussions 
with residents ideally when they first move into the home.

Staff capacity and confidence
Teams rated their knowledge and skills before and after 
their participation in the EPAC collaborative on a scale 
from 1 to 10 (one being the lowest score). The average 
score shows an increase in knowledge and skills for all the 
items based on 47 responses from seven teams (table 1). 
The item with the highest increase for both knowledge 
and skills was ‘earlier identification of residents’. A paired 
sample t-test was performed to compare the average 
scores of respondents in terms of knowledge and skills 
on earlier identification of residents before and after the 
EPAC collaborative. There were significant differences in 
knowledge before (M=5.17, SD=4.87) and after (M=8.26, 
SD=2) (t(41)=−8.96, p<0.001), and skills before (M=5.73, 
SD=4.85) and after (M=8.02, SD=2.32) (t(40)=−6.99, 
p<0.001).

These results are validated in the final reports where 
the project leads noted an increase in the capacity and 

comfort of staff to have GOC conversations with residents 
and families through learning activities.

Effectiveness of GOC discussions
The respondents to the pre-implementation/post imple-
mentation surveys (project/site leads) reported an 
improvement in the effectiveness of the palliative care 
conversations with residents and families (figure  2). 
The percentage of respondents who indicated that the 
GOC discussions were ‘very good’/‘good’ increased from 
38% (8/21) to 64% (9/14). Improving staff capacity and 
confidence may have contributed to more effective GOC 
discussions as evidenced by teams reporting the following 
as examples: ‘Staff have become more confident when 
speaking of palliative care with families. They’re having 
these conversations earlier and more regularly’, and 
‘Some staff have felt more empowered to care for dying 
residents and grieving families and have been provided 
with resources to assist during these times’.

These precomparisons/postcomparisons demonstrate 
that the learning activities (eg, workshops, webinars and 
coaching calls) contributed to increases in the knowledge 
and skills of staff in palliative care, which resulted in more 
effective conversations with residents and families. The 
linkage between knowledge, confidence and competence 
seems to be a common finding in quality improvement 
initiatives.10 11

Timing of GOC discussions
Teams reported that improvements in staff confidence 
helped staff initiate GOC conversations earlier and more 
often with residents and their families. Teams had also 
improved their organisational practices to better inte-
grate palliative care into their moving-in process. This 
contributed to most resident deaths having documented 
GOC at the time of their death (n=365, 89%) and that 

Table 1  Knowledge and skills before/after the Embedding 
a Palliative Approach to Care collaborative (average score)

 �

Knowledge Skill

Before After Before After

Earlier identification of 
residents

5.2 8.3 5.7 8

Difficult conversations 5.5 8.1 5.6 7.9

Respecting resident’s 
wishes

5.7 8 6 8.1

Psychosocial support 5.6 7.8 5.8 7.9

Plan for the usual 
trajectories of care

5.5 7.5 5.5 7.5

Quality improvement 
methods

5.7 7.5 5.6 7.4

Resident and family 
engagement

5.4 8.3 5.5 7.6

Interdisciplinary teamwork 5.4 8 6.3 8

Change management 5.5 7.8 5.7 7.7

Figure 2  Pre-implementation/post implementation survey 
results (%).
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more than half of the residents had their GOC reviewed 
at least once before their death (n=252, 62%).

There was some variability in the timing of these conver-
sations (figure 3). Based on the VCH experience, teams 
were encouraged to have GOC conversations at least 6 
weeks before death to allow enough time for planning with 
residents and families and avoid end-of-life care decisions 
during ‘crisis’ situations. In the pan-Canadian collabora-
tive, approximately half of the residents had GOC conver-
sations less than 2 weeks before death (n=185, 45%). 
However, these conversations were a review of the initial 
GOC for most of these residents (n=162/185, 88%). The 
timing of GOC for 12% (n=48) of the residents was 2–6 
weeks before death; that for 13% (n=52) was between 6 
and 26 weeks; and that for 19% (n=80) was more than 26 
weeks before death (figure 3).

The overall GOC results in figure 3 were analysed by 
month to identify any trends during the collaborative. 
There were some improvements in the timing of GOC 
during the collaborative as indicated in figure 4 (August 
2018–September 2019). There was a gradual increase in 
the percentage of residents with GOC less than 26 weeks 
before death, and a decrease in the percentage of resi-
dents with GOC more than 26 weeks before death, indi-
cating teams were having earlier GOC with residents. This 

suggests teams were effectively identifying residents at 
high risk of death and prioritising these residents for the 
initial GOC conversations.

These results are limited to the monthly data reported 
by teams on resident deaths. The average LOS of resi-
dents for all teams was 4 years, while the duration of the 
EPAC collaborative was 12 months. Given that teams had 
updated their organisational practices to include GOC 
conversations as part of the moving-in process, it will take 
some time before the full impact of the EPAC model can 
be evaluated based on resident death data.

Aim 2: improving the quality of palliative care for residents and 
families
The second aim of the EPAC collaborative was to improve 
the quality of end-of-life care for residents and families. 
While location of death is an important quality measure, 
it does not consider the quality of care provided by staff.12 
Teams reported improvements in quality of life of resi-
dents, including increased and improved communica-
tion and conversations about GOC, death and dying. 
Residents and families provided positive feedback about 
the team’s compassionate approach to palliative care and 
reported that they were comfortable asking questions and 
making decisions about their care in a safe and supportive 

Figure 3  Percentage of resident deaths with GOC (August 2018–September 2019). GOC, goal of care.

Figure 4  Percentage of resident deaths with GOC by month. GOC, goal of care.
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environment. These quotes were received from family 
members describing the quality of care that their mothers 
had received:

My mother truly received the best end-of-life care 
possible from both attendants and nurses. The entire 
staff was so extraordinary. We’ll always think of these 
three words when we look back on our mother’s 
experience: respect, dignity and love.

I am truly grateful for the loving kindness and respect 
you all showed my Mum. It is such a comfort that she 
was surrounded by such wonderful caring people 
right to the end. She would have loved to receive a 
100th birthday card from the Queen, but she at least 
was treated like royalty.

Aim 3: respecting the resident’s choice to die at home
The third aim of the EPAC collaborative was to improve 
staff capacity to provide end-of-life care in the location of 
the resident’s choice and to reduce unnecessary visits to 
the ED. The results were based on a sample size of 409 
residents (ie, number of reported resident deaths).

Less than a quarter of resident deaths occurred in the 
hospital (19%, 76). Approximately 78% (318) of resident 
deaths happened without any transfers to the ED within 
the last 3 months of life. During the collaborative, 19% 
(n=76) of resident deaths occurred in the hospital, and 
22% (n=91) of residents were transferred to the ED at 
least once within the last 3 months of life (table 2). The 
top five reasons for transfers to the ED included ‘inju-
ries from falls’, ‘hypoxia’, ‘stroke’, ‘shortness of breath’ 
and ‘general health decline’. Depending on the wishes 
of the resident, some of these ED transfers could have 
potentially been avoided and managed by staff at home, 

specifically transfers related to general health decline. 
Teams were provided with a chart audit tool to assist in 
case review to analyse care provided, including reasons 
for hospital transfer, and to identify opportunities for 
improvement.

While most resident deaths had documented GOC 
(n=365, 89%), there were differences in the timing of 
these conversations between residents who died at home 
with no ED visits in the last 3 months of life and residents 
who died in the hospital with at least one ED visit (table 3). 
On average, the first group had the GOC discussion 35 
weeks before death compared with the latter group where 
this discussion happened at 78 weeks. The length of time 
between the most recent GOC and time of death is almost 
double for residents who died in the hospital compared 
with those who died at home. Their GOC discussion may 
have been completed as part of the moving-in process but 
not reviewed more recently following readmission and/
or changes in the resident’s condition. This suggests that 
GOC conversations not only need to happen earlier but 
also should be reviewed regularly and specifically when 
there are changes in the resident’s condition.

DISCUSSION
Summary
Implementing a new intervention in LTC relies on 
successfully changing the perceptions and behaviours 
of staff.13 Success factors include adapting the interven-
tion to the organisational context, providing dedicated 
resources and highlighting the impact of the interven-
tion on resident outcomes.14 Implementing the EPAC 
model in LTC is a complex intervention that required a 
multifaceted approach which included the identification 

Table 2  Percentage of resident deaths by location and number of ED visits

 �

Deaths at home Deaths in the hospital

TotalNo GOC GOC No GOC GOC

Resident deaths with no ED visits (last 3 months of life) 7% (30) 59% (240) 2% (10) 9% (38) 78% (318)

Resident deaths with +1 ED visits (last 3 months of life) 0% (2) 15% (61) 0% (2) 6% (26) 22% (91)

Total 8% (32) 74% (301) 3% (12) 16% (64) 100% (409)

ED, emergency department; GOC, goal of care.

Table 3  Comparison of GOC timing by location of death, number of ED visits and LOS

LOS (years)

Average GOC timing in weeks

Residents who died at home with no ED visits within 
the last 3 months of life
(n=240)

Residents who died in the hospital with at 
least one ED visit within the last 3 months of 
life (n=26)

0–2 6 19

3–5 21 33

+5 88 304

All 35 78

ED, emergency department; GOC, goal of care; LOS, length of stay.
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of stakeholders and champions, ongoing education 
and training, communication, consistent use of clinical 
assessment tools and documentation, integration of GOC 
discussions into the moving-in process, and regular touch-
points with family members and residents.

Table  4 summarises key takeaways. The collaborative 
provided education on a model for palliative care in LTC 
with supporting resources and tools that helped train 
over 200 participants. The collaborative also included 
opportunities for peer-to-peer knowledge sharing. This 
approach contributed to changes in the perception of 
palliative care and increases in knowledge and skills of 
staff members to have GOC with residents. These changes 
had a positive impact on staff confidence and comfort 
leading to earlier and more frequent GOC discussions, 
and improved team collaboration.

Interpretation
Palliative approaches to care can improve quality of life for 
residents living in LTC. The goal of the EPAC collabora-
tive was to transform palliative approaches to care in LTC 
to allow residents, family members and teams working 
alongside them, to feel confident and comfortable in 
having effective and timely conversations to understand 
palliative care needs to improve care, ensure residents 
receive palliative care in the location of their choice and 
thereby reduce unnecessary hospital transfers.

Studying this intervention led to identifying success 
factors including effective stakeholder engagement, 
having a common understanding around palliative care 
approaches, having policies in place which are supportive 
of the new/revised approach, using appropriate learning 
strategies and sustaining change (online supplemental 
material 2).

Involving the right people
Stakeholders for the EPAC collaborative included resi-
dents and family members, physicians, front-line staff 
and senior leadership. Understanding who is impacted 
by change and engaging them in meaningful ways in the 
improvement is central to success. Successful engage-
ment helps to create an improvement culture of doing 

with instead of doing for, with most change manage-
ment models incorporating some element of stakeholder 
engagement.15 16 Stakeholder engagement is essential 
for improving the acceptability and feasibility of inter-
ventions.17 Engaging stakeholders to design strategies 
which meet their needs is also noted to improve the 
outcomes of change.9 18 In this project, all teams had 
objectives focused on engaging with their stakeholders to 
understand different perspectives and to share informa-
tion about the project and about palliative care. Teams 
continued to acknowledge they still had work to do to 
fully engage some team members, which was a barrier to 
ongoing implementation of the EPAC model.

Changing the culture to support the implementation 
of palliative care approaches, such as EPAC, in the LTC 
setting is challenging because as a sector, LTC is arguably 
under-resourced and impacted by increased staff turn-
over.19–21 Issues with resourcing and increased staff turn-
over made it challenging for some of the LTC homes to 
implement changes, such as EPAC. It was noted that dedi-
cated project management resources, which some teams 
were able to leverage, improved the chances of successful 
implementation of the EPAC model. Not surprisingly, 
the association between successful change and dedicated 
resources is seen in the literature.22 23 Without dedicated 
support, the additional burden on other team members 
who were expected to act as a ‘clinical champion’ was too 
great alongside other responsibilities.

Having a common perception
The first phase of any change involves preparing the team 
to accept that change is necessary.24 In this project, teams 
were invited to assess the current state of palliative care 
approaches in their LTC homes. Therefore, project leads 
were able to articulate the need for change to their teams, 
a strategy which is widely cited in the change management 
literature.9 15 24 25 Teams used a variety of strategies to under-
stand existing palliative care approaches in the LTC homes 
by engaging stakeholders in a range of activities, including 
surveys, document reviews and meetings. Engaging stake-
holders in the conversation helped to inform the approach 

Table 4  Key takeaways from HEC’s EPAC collaborative

Topic Key learnings

Education on 
palliative care

HEC learning activities increased the knowledge, skills and comfort level of staff to have earlier and more 
effective GOC conversations with residents and families. It is recommended to have palliative care education 
as a core part of staff orientation and subsequent training and consider creative methods for tracking 
progress and celebrating successes (eg, team posters and/or presentations).

Education in 
LTC

HEC’s regional workshop approach helped train more people on the EPAC model on-site and increased 
the level of engagement of teams. This is especially important in LTC where staff travel may be a barrier to 
participating in face-to-face learning activities.

Understanding 
the ‘why’

The experience of HEC’s lead coach with the EPAC model in VCH helped provide practical advice, resources 
and tools. As the innovator of the EPAC model, HEC’s lead coach explained the value of the gift of time in 
palliative care by sharing personal stories with loss and grief to emphasise the why behind the collaborative.

EPAC, Embedding a Palliative Approach to Care; HEC, Healthcare Excellence Canada; LTC, long-term care.

https://dx.doi.org/10.1136/bmjoq-2021-001581
https://dx.doi.org/10.1136/bmjoq-2021-001581
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needed for education and training, but also created oppor-
tunities for increased open dialogue and comfort in having 
discussions relating to palliative and end-of-life care. Being 
able to have open conversations with residents, families and 
staff about palliative care needs, normalised death and dying 
and contributed to culture change in the LTC home.26 27 
This approach to openness around palliative care discus-
sions, such as talking with residents and families about GOC 
or advance care planning discussions, was a key aspect of 
culture change in this project. Rather than being afraid to 
broach the subject of death and dying, teams learnt that 
residents and families were often relieved to be able to talk 
about what gave their lives meaning and how they wanted to 
use their gift of time.27 28

Developing supportive policies
Teams were able to leverage what they heard from stake-
holders to develop policies and processes in the LTC home 
to enhance palliative care approaches. Identifying strategies 
to engage patients and families in the design and delivery of 
health services can inform policies around service delivery 
and education.29 This was seen in this project, as teams inte-
grated what they heard from residents and families about 
care into everyday practice. Strategies to embed supportive 
policy and process included (1) completing GOC conver-
sations as part of the moving-in process using common 
assessment tools for early identification of palliative care 
needs and clarifying when GOC discussions need to be 
reviewed with the resident; (2) providing access to psychoso-
cial support following the loss of a resident to families, staff 
and other residents; (3) providing education and training 
sessions on palliative care as part of the orientation process, 
with refresher sessions; (4) collaborating with physicians and 
pharmacists to review medication order sets and provide 
residents with comfort care; and (5) including the GOC of 
a resident in their hospital transfer report and reviewing the 
appropriateness of ED transfers on a case-by-case basis.

Learning to improve performance
EPAC and its resulting change in culture is a complex inter-
vention, requiring a thoughtful and ongoing implementa-
tion strategy.30 The purpose of the collaborative was to equip 
teams with the knowledge and skills needed to start, learn 
from their implementation experience, and then sustain 
and spread the EPAC model. Learning strategies adopted 
by teams included peer-to-peer sharing, collecting and 
reviewing monthly data on resident deaths, team huddles 
and formal evaluation strategies, such as focus groups, 
surveys and/or informal discussions with families and resi-
dents. Teams also found tremendous value in sharing stories 
of how changes had been implemented (eg, during resident 
and family council, in newsletters and staff meetings).31 The 
value of sharing stories in the quality improvement journey 
has been seen in the literature.32–34 An element in many 
well-known quality improvement frameworks is using data to 
support quality improvement.35–38 This was a key aspect in 
this project as teams used data which they were collecting as 

part of performance management requirements to identify 
learning opportunities.

Sustaining changes to practice
Using the Long-Term Success Tool was part of the process 
which guided the EPAC implementation in this project.9 
The complex task of sustaining changes to practice requires 
a common perception of the goals of change, implementa-
tion of supportive policies, capacity and readiness to success-
fully undertake improvement, leadership support and align-
ment with organisational objectives.39 The EPAC model is a 
flexible framework that was adapted based on the context 
of each LTC home to leverage local assets and meet needs, 
again aligned to long-term success factors for sustainability.9 
Teams have shared plans to sustain progress by continuing 
to provide education on GOC, reviewing policies based on 
lessons learnt from the collaborative, ongoing dialogue with 
stakeholders, and continuing to engage with residents and 
families, who may need enhanced communication around 
end-of-life and palliative care needs.26–29 However, stake-
holders were also engaged as change agents to support 
sustainability of improvements.9 17 40 In this project, it was 
noted that staffing and resource issues were a potential 
barrier to sustained change in the LTC setting.19–21 23 It is not 
clear how these challenges with resources and health human 
workforce capacity will be met in LTC homes as we move 
forward in a postpandemic world where LTC has experi-
enced a significant increase in deaths and added demands 
of restrictions and increased workloads for caregivers.41 42 
In this time, LTC has seen a subsequent increased demand 
on palliative and end-of-life care in an environment where 
resources are already strained.43 Sustaining the improve-
ments made in this project needs to have visible commit-
ment from senior leadership in LTC homes to ensure that 
changes are anchored into custom and practice and where 
there is continued alignment between the EPAC model and 
other organisational values, culture and priorities.9 15 16

Strengths and limitations
The strengths of this collaborative included the use of an 
innovative model, consistent coaching, support from the 
original implementation site (VCH), flexible implemen-
tation approach (eg, customised regional workshops and 
curriculum modifications based on feedback) and multiple 
peer-to-peer sharing opportunities. Teams had access to data 
submission and tracking for improvement as well as feed-
back on their implementation progress through both data 
and coaching support.

The collaborative also had limitations. The first one is the 
data collection interval. Teams were reporting monthly on 
any resident deaths for that month (where n>5). However, 
given that the average LOS was 4 years for the homes partici-
pating in this collaborative, the 12-month collaborative time-
line was insufficient to evaluate the impact of EPAC on the 
entire resident cohort. The second limitation is the use of 
self-assessment data which is a subjective method for evalu-
ating the impact of the EPAC model on the knowledge and 
skills of staff. The third limitation is the variability in care 
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environments (eg, seasonal illness, construction and natural 
disasters) that impacted ability to dedicate resources to the 
EPAC implementation. This, along with the relatively small 
number of participating teams, limited the value of detailed 
cross-site comparisons in the evaluation analysis.

CONCLUSION
The EPAC collaborative provided a successful roadmap for 
participating teams to improve palliative care delivery by 
increasing the comfort and confidence of staff, encouraging 
earlier and more frequent GOC conversations with residents 
and their families, and implementing care plans in a way that 
is consistent with their expressed preferences. Successful 
implementation of EPAC depends on a shift in the culture 
of care, which requires leadership support, a shared commit-
ment to what it means to provide quality palliative care, and 
dedicated time and resources for learning and improve-
ment.
Twitter Diana Sarakbi @DianaSarakbi
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