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Abstract

Objective. Palliative care plays an essential role in enhancing the quality of life and quality of
death for residents in long-term care homes (LTCHs). Access to palliative care specialists is
one barrier to providing palliative care to LTCHs. This project focused on palliative telemed-
icine, specifically evaluating whether integration of early palliative care specialist consultation
into an LTCH would be feasible through the implementation of videoconferencing during
routine interdisciplinary care conferences.
Method. This was a mixed-methods evaluation of a pilot program implementation over 6
months, to integrate early palliative care into an LTCH. There were two pilot communities
with a total of 61 residents. Resident demographics were collected by a chart review, and pal-
liative telemedicine feasibility was evaluated using staff and family member surveys.
Results. For the 61 residents, the average age of the residents was 87 years, with 61% being
female and 69% having dementia as the primary diagnosis. The mean CHESS (Change in
Health, End-Stage Disease, Signs, and Symptoms) and ADL (Activities of Daily Living) scores
were 0.8 and 4.0, respectively, with 54% having a Palliative Performance Scale score of 40.
Seventeen clinical staff surveys on palliative teleconferences were completed with the majority
rating their experience as high. Ten out of the 20 family members completed the palliative
teleconference surveys, and the majority were generally satisfied with the experience and
were willing to use it again. Clinical staff confidence in delivering palliative care through tele-
medicine significantly increased (P = 0.0021).
Significance of results. The results support the feasibility of videoconferencing as a means of
palliative care provision. Despite technical issues, most clinical staff and families were satisfied
with the videoconference and were willing to use it again. Early integration of palliative care
specialist services into an LTCH through videoconferencing also led to improved self-rated
confidence in the palliative approach to care by clinical staff.

Introduction

Palliative care plays an essential role in enhancing the quality of life and quality of death for
individuals with progressive life-limiting illnesses in the long-term care home setting.
Long-term care homes (LTCHs), also known as nursing homes, provide the on-site provision
of personal assistance with activities of daily living, nursing, and medical care for older indi-
viduals 24 hours a day, seven days a week (Smets et al., 2018). The palliative approach to care
aims to improve the quality of life for individuals facing life-limiting illnesses through the pre-
vention and relief of suffering by means of early identification, the assessment and treatment
of pain, and other physical, psychosocial, and spiritual problems (WHO, 2013). This approach
to care is well-suited in the long-term care setting given that most residents are living with
multiple comorbidities for which there is no cure and death is inevitable (Froggatt et al.,
2011; Kinley et al., 2013; Goodman et al., 2017).

Although there is momentum in understanding the value of the palliative approach to care
in the LTCH setting, including higher quality and satisfaction with care and fewer or shorter
duration of hospital admissions, there have been many studies outlining the lack of integration
of the palliative approach to otherwise deserving residents in this setting (Hall et al., 2011; De
Gendt et al., 2013). It is also becoming more evident that the palliative approach to care is best
delivered early in the trajectory of an individual’s illness rather in the last days or weeks of life,
the latter being the more common initiation point for palliative care services in LTCHs
(Zimmermann et al., 2014).
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From a clinical perspective, barriers to providing early pallia-
tive care include unpredictable dying trajectories, apprehensive-
ness in talking about dying in advance of clinical acuity and a
lack of palliative care knowledge or skills (Aldridge et al., 2016;
Sommerbakk et al., 2016; Cable-Williams and Wilson, 2017).
Another clinical barrier includes access to specialist palliative
care consultation in the LTCH setting for non-urgent cases or
in supporting earlier conversations concerning prognosis,
advance care planning, and goals of care discussions. Specialists
in palliative care are a limited resource in most jurisdictions
and having one physically come into an LTCH may not be feasi-
ble due to factors such as availability and geography. Although
residents of rural or remote LTCHs are disadvantaged in accessing
palliative care specialist consultation, this can also hold true for
urban LTCHs. In general, telemedicine has proved to contribute
to matters of overcoming distance and enabling access to high-
quality medical care for currently unassisted communities, even
in large urban centers (AlDossary et al., 2017). Telemedicine is
one potential option to improve palliative care service delivery,
although its uptake is not widespread and its value has not been
extensively studied (Greenhalgh et al., 2016). Given the sensitivity
of topics discussed, concerns over the quality of communication
raise concerns for many clinicians providing palliative care. Other
concerns raised over palliative telemedicine include technical, logis-
tical, and privacy issues (Tieman et al., 2016). However, relatively
little is known about the delivery of palliative care consultation
via videoconferencing to LTCHs and even less is known about
the feasibility of doing so early in a resident’s illness trajectory.

This project focused on palliative telemedicine, specifically
evaluating whether the integration of early palliative care special-
ist consultation into an LTCH would be feasible through the
implementation of videoconferencing during routine interdisci-
plinary resident care conferences.

Methods

Study design

During the pilot program implementation, clinical staff in two
pilot communities at the Baycrest Health Sciences LTCH moni-
tored residents during routine clinical care and informed the
most responsible physician (MRP) on a weekly basis by complet-
ing a form if any of the following four clinical events occurred.
These four clinical events related to the appropriateness for con-
sideration of a palliative approach to care and included (1) a
request from the resident or their substitute decision-maker
(SDM) for the palliative approach to care, (2) all re-admissions
from an unplanned admission to acute care hospitals, (3) clinical
judgment, and (4) routine quarterly review. Using clinical judge-
ment that a resident may benefit from the palliative approach
included resident circumstances such as a decline in functional
status, recent infection, and active symptoms. The routine quar-
terly review was included as a trigger to ensure that all residents
are at least considered for the palliative approach to care on an
on-going basis in case there were no other triggers outlined above.

These four events served as a prompt for the MRP to further
explore the appropriateness of the palliative approach to care by
using the Gold Standard Framework Proactive Identification
Guidance tool (GSF PIG) as a screening tool (Gold Standards
Framework, 2006). The GSF PIG is a standardized tool for iden-
tifying residents with palliative care needs. As part of the GSF PIG
tool, the MRP asked themselves the surprise question: “Would

you be surprised if this resident were to die within the next 12
months?” If the MRP indicated that they would be surprised,
then usual care was provided. If the MRP indicated that they
would not be surprised if the resident was to die within 12 months
and that it was appropriate to consult palliative care, then the res-
ident was approached for their consent to schedule an interdisci-
plinary care conference with a palliative care specialist integrated
remotely via videoconference, using the Ontario Telemedicine
Network (OTN). If the resident was not capable of decision-
making, then their SDM was approached for consent. If the
MRP felt that the integrated palliative care videoconference was
not urgent (defined as the resident needing to have a care confer-
ence in less than a week), the integrated palliative care videoconfer-
ence was scheduled at the time of the resident’s next routine care
conference or within 3 months, whichever came first. Prior to
the pilot program implementation, there was no routine or stan-
dardized method of palliative care screening using trigger forms,
including the use of the GSF PIG tool in both communities.

Setting and population

The Baycrest Health Sciences LTCH is a 472-bed, not-for-profit,
urban academic long-term care home situated in north
Toronto, Ontario. The resident cohort included all residents in
the two pilot communities at Baycrest Health Sciences LTCH.
There are 51 beds in the two pilot communities, but the total
sample size of residents was 61 due to deaths and new admissions
during the study period. Care conferences for residents in this
LTCH are routinely held in a conference room where the resident,
their SDM, and caregivers are invited to sit alongside the inter-
disciplinary team. Prior to the first videoconference, participating
clinical staff completed a short training exercise in the use of the
telemedicine hardware and software by the Baycrest Telehealth
Coordinator. The videoconferencing equipment included a com-
puter through which the videoconference connection could be
made and peripheral devices which included a widescreen televi-
sion monitor, a video camera mounted on top of the television
monitor and an external microphone. All videoconferences were
conducted through OTN. A two-page “quick guide” was provided
in the conference room with reminders around how to use all the
equipment and a contact number for the Baycrest Telehealth
Coordinator for any technical difficulties during the videoconfer-
ence. The palliative care specialists remotely videoconferenced in
appearing on the widescreen television monitor embedded in the
conference room. The family and SDMs were also provided with a
videoconference link but were given the choice to attend in person
or through videoconference. Integrated palliative care videocon-
ferences took place for 6 months in the first community and a sec-
ond community joined the study for 3 months halfway into the
pilot. The 6-month study period was defined as November 1,
2017–April 30, 2018.

Data collection and analysis

This was a mixed-methods evaluation of a pilot program implemen-
tation to better integrate early palliative care into an LTCH setting
by using videoconference during interdisciplinary care conferences.

The project utilized a chart review to describe the study pop-
ulation. Baseline measures evaluated for all residents at the start of
the evaluation or near the time of admission (whichever came
later) and included Palliative Performance Scale (PPS) score, the
Changes in Health, End-Stage Disease, Signs and Symptoms
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scale (CHESS) score, the Activities of Daily Living (ADL) score, as
well as basic demographic information. The PPS is a measure of
the progressive functional decline of a resident, on a scale from
100 (normal activity, no evidence of disease), in increments of
10 down to 0 (death). The CHESS score is a measure of health
instability on a scale of 0–5, where 0 represents no health instabil-
ity and 5 represents very high health instability. The ADL score
rates the individual’s dependency or independence in completing
ADL on a scale of 0–6, where 0 represents independence and 6
represents total dependence.

Research assistants obtained written consent from participat-
ing clinical staff and family members, to complete de-identified
self-administered paper or online surveys. Palliative telemedicine
feasibility was evaluated using clinical staff and family surveys
that evaluated their experience. For participating clinical staff,
the project also utilized surveys to evaluate their demographics,
palliative telemedicine knowledge and readiness, at the baseline
prior to the pilot project, and at the end of the pilot, and palliative
telemedicine videoconference satisfaction surveys. Clinical staff
also completed a survey on confidence in palliative care and
another survey specific to palliative telemedicine confidence.
Participating family members completed a demographics survey
in addition to three videoconference surveys on the topics
of (1) videoconference satisfaction, (2) illness understanding,
goals of care and management, and (3) access to palliative care.
Finally, for the videoconferences with palliative consultant inte-
gration, the charts were reviewed retrospectively for discussion
themes. Research ethics approval was obtained from the
Baycrest Research Ethics Board (REB) to conduct the evaluation.

Descriptive summaries include means and standard deviations
(SD) or median and interquartile ranges (IQR) and proportions.
The changes in mean item scores for staff from pre-study to post-
study were evaluated using paired t-tests and summarized using
standardized response means (SRM). Group differences in changes
in item scores were evaluated using independent t-tests. The relation-
ships between continuous variables (such as the number of telemed-
icine sessions) and ordinal outcome variables (such as questionnaire
item ratings) were summarized for staff using Pearson correlation
coefficients which range from r =−1.0 to r = 1.0, with values close
to 0 indicating no correlation. For this report, a P-value of less
than or equal to 0.05 is considered statistically significant. All analy-
ses were completed using SAS version 9.4.

Results

A total of 11 integrated palliative care videoconferences took place
during the study period. Every videoconference was attended in
person by at least one family member who identified themselves
as the SDM for the resident. The care conferences were collec-
tively attended by a total of 17 out of the 22 clinical staff and
20 family members. Clinical staff who attended the videoconfer-
ences included individuals from the following disciplines: pallia-
tive care specialists (physician, nurse practitioner), the MRP for
the resident, nursing (registered and practical), occupational ther-
apy, physiotherapy, social work, recreational therapy, registered
dietician, personal support worker (PSW), and the manager for
the community.

Resident population description

For the two pilot communities, residents were on average 87 years
old, with a higher proportion of females than males. Roughly

seven comorbidities per resident were identified. Two-thirds of
the residents had dementia as their primary diagnosis, which
was defined as the reason for their admission to long-term care.
Residents’ baseline PPS scores indicated that nearly 54% of resi-
dents were mainly bed-bound and 46% were totally bed-bound.
The low mean CHESS score of 0.8 indicated very low health insta-
bility, and ADL scores indicated on average extensive resident
dependence. See Table 1 for resident demographics.

Out of the 11 residents who had a scheduled palliative tele-
medicine care conference, one was capable of giving consent
and physically attend. The other 10 residents who had a palliative
telemedicine care conference had advanced dementia and were
not able to give consent nor able to physically attend. As such,
for these 10 residents, their SDMs gave consent for scheduling
the palliative telemedicine care conference.

Resident population GSF PIG triggers

For the 11 residents who had a palliative telemedicine care confer-
ence, most of them were triggered by the clinical staff to the MRP
for further screening for palliative needs using the GSF PIG tool
based on the routine quarterly review (55%). The next most com-
mon reasons for the triggers for MRP review included clinical
judgement (27%) and re-admission from acute care (18%). The
reasons for clinical judgement triggers included a decline in func-
tional status (66%) and recent pneumonia infection (33%). All
referrals were non-urgent and were scheduled either as close as
possible to the next scheduled care conference or within 3
months, whichever came sooner. For the 11 palliative telemedi-
cine care conferences, 10 of them (91%) occurred within six
weeks of referral.

Family population description

All 11 resident palliative telemedicine care conferences were
attended by at least one family member who identified them-
selves as the SDM. There were 20 family members in total who
attended the care conference in person rather than choosing vid-
eoconference. A total of 10 family members consented to take the
self-administered surveys. Out of the 10 family members who
consented to take the survey, 70% were adult children of the res-
idents, and 10% were spouses or other individuals. The majority
were female (70%) with an average age of 52.5 years (SD = 19.8).
They completed on average 16.6 years of education (SD = 2.9) and
had post-secondary education. Travel duration to Baycrest Health
Science LTCH varied among participants, with responses nearly
evenly split between 20 min or less and 20 min to 1 h; a slightly
lower proportion reported 1–2 h of travel time to Baycrest.

Clinical staff population description

Twenty-two clinical staff participated in the demographics survey
of which 64% had attended at least one palliative care video-
conference thereafter. The vast majority of the clinical staff who
consented to the study and completed pre- and post-study ques-
tionnaires were female (more than 90%), with a mean age of 46
years. Most of the clinical staff were well educated, with an average
of 18 years of education, with either graduate or post-graduate
training. Half of the clinical staff participants were allied health
professionals and PSWs, while the other half were physicians
and nurses; the majority were the full-time staff. On average,
they had 18 years of experience in the healthcare field. The
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majority of clinical staff had not used telemedicine in their
practice prior to this study. See Table 2 for staff demographics.

Palliative telemedicine videoconference family experience

Family members who attended palliative telemedicine care con-
ferences were asked to complete a satisfaction survey following
the meeting. Families were asked to respond “yes” or “no,” or
select “not applicable,” for the statements below as they pertained
to the videoconference. Refer to Table 3 for a summary of their
responses. There was a fairly high rate of agreement (86–100%)
that technical, privacy, and comfort factors were satisfactory,
and that family members felt comfortable and respected.
The majority of family participants reported overall satisfaction
with the videoconference and would be willing to use it again.
Further, they felt that the videoconference had improved their
experience. However, around 70% still indicated that they would
have preferred to see the physician in person if this were
an option.

Palliative telemedicine videoconference clinical staff
experience

Palliative care specialists recorded connectivity details for care
conferences, specifying a median of one attempt to connect to
the internet per videoconference (SD 0.9), median 3 min attempt-
ing a connection (SD 6.6 min), and median videoconference dura-
tion of 45 min (SD 12.3 min). The mean length of time for
the palliative care integrated videoconference was 45 min (SD
10.3 min).

Prior to project launch, and then again after the study was
completed, pilot communities’ clinical staff, including the pallia-
tive care specialists completed telemedicine knowledge and read-
iness surveys. Seventeen of the 22 clinical staff completed this
survey. Overall, the average pre-study scores for the knowledge
and understanding of telemedicine questions and the level of

readiness to use telemedicine for palliative care were in the poor
to the fair range. The mean scores to all questions increased sig-
nificantly to fair to good by the end of the study (overall pre–post
t-test values P = <0.0001, 0.0042, and 0.0086, respectively; see
Table 4). Furthermore, for most questions, the more telemedicine
sessions the clinical staff participated in, the higher post-study
ratings were (P = 0.018–0.069; see Table 4).

Clinical staff who attended the palliative telemedicine care
conferences from the conference room in addition to the palliative
care specialist who participated in the care conference remotely
completed a satisfaction survey following every videoconference,
whereupon they rated their level of agreement on each of the

Table 1. Resident population demographics

Category Subcategory

Did not participate
in videoconference

(n = 50)

Did participate in
videoconference

(n = 11)

All residents in the
pilot communities

(n = 61)

Age — Mean (SD) N/A 87.4 (8.3) 84.1 (12.0) 86.8 (9.0)

Gender (%) Female 62.0 54.5 60.7

Male 38.0 45.5 39.3

Primary diagnosis (%) Dementia 66.0 81.8 68.9

Othera 34.0 18.2 31.1

Number of comorbidities — Mean (SD) N/A 7.3 (3.1) 7.2 (3.1) 7.2 (3.1)

Baseline CHESS — Mean (SD)

0 (No health instability) to 5
(very high health instability)

N/A 0.8 (0.8) 0.8 (1.2) 0.8 (0.8)

Baseline ADL — Mean (SD)

0 (Independent) to 6 (total dependence) N/A 3.9 (1.8) 4.1 (1.9) 4.0 (1.8)

Baseline PPS score

100 (Full functional) to 0 (death) 30% (Totally bed-bound) 42.0 63.6 45.9

40% (Mainly bed-bound) 58.0 36.4 54.1

aDiagnosis of “Other” includes cardiovascular, respiratory, general frailty, psychiatric, hematological, and other neurological diagnosis.

Table 2. Staff population demographics (n = 22)

Category Subcategory
Mean or
score

Age — Mean (SD) N/A 46.1 (11.3)

Years of education —
Mean (SD)

N/A 18.1 (3.1)

Years of work experience —
Mean (SD)

Healthcare 17.7 (12.7)

Highest level of education (%) Post-graduate 33.3

Graduate school 66.7

Discipline (%) MDs, RNs, and RPNs 49.9

Allied health and PSWs 51.1

Position (%) Full time 64.7

Part time or resource
team

35.3

Previous telemedicine
experience

Yes 20%

No 80%
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items in Table 5. The clinical staff agreed or strongly agreed with
most of the statements, including those indicating participants
were able to see each other and that the conversation and comfort
level seemed appropriate. The clinical staff ratings were slightly
closer to neutral in terms of participants being able to hear
each other, the setup not being too onerous and their ability to
easily explain videoconferencing to residents or families.
Clinical staff reported general satisfaction with the videoconfer-
encing visit that they would be willing to have another videocon-
ference for the resident if needed, and that the videoconference
was helpful in providing and/or enhancing early palliative care
for the resident. However, their responses were neutral in terms
of whether they would rather have had the care conference in
person if possible.

Clinical staff technical implementation factors

In evaluating the implementation process of the videoconferences,
clinical staff also responded to questions related to the technical
aspects of the call. 46% of videoconferences had at least one clin-
ical staff respondent identify that there was some form of the bar-
rier during the call. When asked to specify the barrier to the
videoconference survey, the most common response was noise
(65%). Clinical staff also specified other technical barriers in
their comments, including difficulty trouble-shooting or obtain-
ing technical support (22%), the screen transitioning to sleep
mode (6%), an inability to see all of the conference room attend-
ees on the videoconference screen (5%), and speakers running out
of batteries (2%). 72% of clinical staff specified that they would

appreciate a designated person for at the moment technical
support if needed.

Discussion themes

For the 11 resident care conferences that had integration of a pal-
liative consultant via videoconference themes raised for discussion
at every conference included defining the palliative approach to
care, illness understanding and prognosis, clarifications of goals
of care, symptoms control and current treatment plan, and
plans for life-sustaining treatment (PLST). Other themes included
exploration of psychosocial and spiritual needs, preferred location
of death and loss and grief.

Impact: clinical staff confidence in palliative care

Clinical staff rated their confidence in performing palliative care-
related tasks; this survey excluded the palliative care specialists.
There was a medium to high level of confidence prior to the
study and the mean confidence ratings for all clinical staff trended
toward more confidence post-study (see Table 6). However, there
was a significant increase in confidence related to “introducing
the topic of supportive care to residents and their family mem-
bers” (P = 0.03). Similarly, there was a significantly greater
increase in confidence in “initiating conversations around
advance care planning with residents and their family members”
and “discussing the needs of residents and their families for a
comfort and symptom management approach to care from
admission to end-of-life’ post-study (P = 0.04). Additionally, the

Table 3. Family palliative telemedicine videoconference satisfaction survey responses — technical and comfort factors (n = 10)

Question % Yes % No

I could see the other people clearly for the majority of the videoconference time. 100 0

I could hear the other people clearly for the majority of the videoconference time. 86 14

I felt my conversations during the videoconferencing session were private. 100 0

I felt comfortable communicating with the doctor/nurse through videoconferencing. 100 0

I felt comfortable discussing sensitive topics with the doctor/nurse during the videoconferencing session. 100 0

I would be willing to use videoconferencing again with the doctor/nurse. 86 14

I would rather see the doctor/nurse in person than by videoconferencing if this was an option. 71 29

I was satisfied with the videoconferencing visit. 86 14

Table 4. All clinical staff palliative telemedicine knowledge and readiness responses (n = 17)

Questiona

Pre-study Post-study

Overall pre–post paired
t-test P-valueb

Post-study correlation with the number of
palliative videoconferences attended

Mean (SD) Mean (SD) Correlation coefficient r (P-value)

Knowledge of using palliative
telemedicine in your practice

1.6 (1.0) 3.1 (1.2) <0.0001 0.565 (0.018)

Understanding of the technological
components of telemedicine

1.5 (0.9) 2.5 (1.3) 0.0042 0.451 (0.069)

Level of readiness to use telemedicine
for palliative care

2.0 (1.1) 2.9 (1.2) 0.0086 0.698 (0.002)

aRange of scores: 1 = poor, 2 = fair, 3 = average, 4 = good, 5 = excellent.
bt-Test compared pre-study and post-study responses.
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more telemedicine sessions the clinical staff participated in, the
higher their post-study confidence in “introducing the topic of
supportive care to residents and their family members,” “initiating
conversations around advance care planning with residents and
their family members,” and “discussing the needs of residents and
their families for a comfort and symptom management approach
to care from admission to end-of-life” (r = 0.61, P = 0.007; r = 0.68,
P = 0.002; and r = 0.68, P = 0.002, respectively).

Impact: clinical staff confidence in palliative telemedicine

As part of the palliative telemedicine knowledge and readiness
surveys, staff answered a question related to their perceived con-
fidence in using telemedicine for providing palliative care, at pre-
study and post-study timepoints. Confidence was significantly
higher in the post-study period than it had been prior to the
study (see Table 7).

Impact: family member illness understanding, goals of care
and management, and access to specialist palliative care

When family members (n = 10) were asked if as a result of the
palliative videoconferencing visit, they have a better understand-
ing of the resident’s illness, goals of care and management, 71%
of family members responded “yes”. However, the number of

respondents was small, and results should be interpreted with
caution. 71% of family members who completed the survey also
agreed that they would prefer a videoconference if it meant that
their loved one could be seen by the palliative care specialist
sooner, or more often than by in person visits.

Discussion

There is a lack of studies relating to palliative telemedicine in the
long-term care setting. The aim of this study was to evaluate the
feasibility of early integration of palliative care specialist services
into an LTCH via videoconference. The strength of this study
was that it was designed to increase access to palliative care by
asking the clinical team to consider the palliative approach to
care earlier in the illness trajectory. Many LTCH residents die
in acute care hospitals primarily for palliative care needs, so the
early integration of the palliative care philosophy for those resi-
dents with life-limiting illnesses is anticipated to be a significant
intervention in reducing inappropriate transfers and burdensome
interventions (Tanuseputro et al., 2015). Furthermore, in Ontario
LTCHs admission and yearly interdisciplinary care conferences
are legislated for all residents and his or her SDM (Long-Term
Care Homes Act, 2007). Considering this, another strength of
this study included its pragmatic consideration in that the pallia-
tive care specialists joined the next scheduled resident case

Table 5. Clinical staff palliative telemedicine videoconference satisfaction survey responses — technical and comfort factors (n = 17)

Question Mean (SD)

I could see the other videoconference participants clearly. 1.7 (0.8)

I could hear the other videoconference participants clearly. 2.4 (1.2)

I could talk about the same information I would have talked about in person. 1.6 (0.5)

I felt comfortable videoconferencing with this resident/caregiver. 1.8 (0.8)

I felt comfortable discussing sensitive topics during the videoconferencing session. 1.7 (0.7)

I would be willing to use videoconferencing again for this resident/caregiver. 1.8 (0.8)

It did not make my job too onerous to set up or use videoconferencing. 2.3 (0.9)

I was satisfied with the videoconferencing visit. 2.1 (0.9)

I did not have any major difficulties in explaining the videoconferencing to the resident or the caregiver. 2.3 (0.8)

I would rather have had this care conference in person than by videoconferencing if possible. 3.1 (0.8)

I think that this videoconferencing visit was helpful for providing and/or enhancing early palliative care for this resident. 1.9 (0.7)

Range of scores: 1 = strongly agree, 2 = agree, 3 = neutral, 4 = disagree, 5 = strongly disagree.

Table 6. Clinical staff palliative confidence survey responses (n = 17)

Question

Pre-training Post-study

Mean (SD) Mean (SD)

Introducing the topic of palliative care to residents and their family members.* 3.1 (1.1) 3.6 (1.3)

Initiating conversations around advance care planning with residents and their family members.** 2.9 (1.3) 4.3 (1.3)

Discussing the needs of residents and their families for a symptom management approach to care from
admission to end-of-life.**

3.1 (1.1) 4.4 (0.9)

As a result of this pilot program, I feel more comfortable providing my residents with a palliative approach
to care.

N/A — not asked pre-study 3.8 (0.7)

Range of scores: 1 = not at all confident, 3 = somewhat confident, 5 = very confident (2 and 4 no corresponding text specified).
*P = 0.03, **P = 0.04.
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conference (or within 3 months of screening positive for palliative
care needs) as the care conferences were all non-urgent — this
adds to both external validity and generalizability.

The results of this study demonstrate the acceptability of
videoconferencing in a number of areas of palliative care delivery
in LTCHs that include, supporting team communication, intro-
ducing palliative concepts to the clinical team and SDMs early
in illness trajectory, engaging with SDMs in advance care plan-
ning and increasing clinical staff confidence in palliative telemed-
icine. In a recent study that examined the use of web-based
videoconferencing for rural palliative care consultation with
elderly patients at home (Read Paul et al., 2019), the results dem-
onstrated comfort by the participants to discuss palliative care
needs, and our survey feedback suggests that videoconferencing
in the LTCH setting was well received and that clinical staff and
families were comfortable with the conversations. Technical issues
are cited as a common theme of concern with videoconferencing
(Collier et al., 2016; Read Paul et al., 2019). In our study, despite
technical issues, most clinical staff and families were satisfied with
the videoconference and were willing to use it again. This is a sig-
nificant finding in that the overall patient and family experience of
care is influenced not just by what clinicians do, but how they
relate to and communicate with those receiving care, which is
oftentimes at the core of concern when it comes to providing
care through telemedicine (Wanzer et al., 2004). Nevertheless,
families would still generally prefer to see the palliative care spe-
cialist in person if possible, while staff were neutral on this point
which is not surprising to the authors given the content of discus-
sions. Clinical staff gained confidence and knowledge in the use of
palliative telemedicine through their involvement in the program.
However, they still were not comfortable with the technical setup
of the videoconferences and appreciated technical support. Future
implementation of palliative videoconferences should (a) consider
training and enhancing staff comfort in setting up the videocon-
ferences; (b) provide role clarity as to who should be designated to
complete this task; and (c) determine how technical support will
be delivered.

This evaluation also provides quantitative evidence of signif-
icant increased staff confidence in initiating discussions around
advance care planning and the palliative approach to care, as
well as increased comfort in discussing and providing palliative
care to residents and using telemedicine. It is known that partic-
ipative and interactive learning strategies may be particularly
important in palliative care training and the authors attribute
this study’s results of increased clinical staff confidence in palli-
ative care partly to the role modeling of the palliative care spe-
cialists to the long-term care staff, in their use of language
during discussion themes and partly to in the moment learning
(Pulsford et al., 2013). The implications of improved confidence
in delivering the palliative approach to care included improved
resident and family engagement. The discussion themes

consistently included defining the palliative approach to care, ill-
ness understanding, prognosis, advance care planning, goals of
care, symptoms control, current medications, and the treatment
plan. Balancing the sensitive content of palliative discussions
and having a palliative care specialist involved when there’s no
health acuity appears to be feasible based on survey results.
There is also some suggestion that families gained a better
understanding of and ability to manage residents’ goals of
care after the care conference and this is important considering
cognitive impairment is a common diagnosis in LTCHs. It is
important to note that comfort in initiating discussions in
LTCHs by staff is important because most residents have non-
cancer diagnoses, where the trajectory of illness is often unpre-
dictable, and diseases have exacerbations with difficult to predict
outcomes.

There are several limitations to this study. The resident, staff
and particularly the family sample size was low, reducing the
power and the generalizability of the results. The staff and family
who did not consent to participate or to release their data for a
research purpose may have had different responses than those
who consented to their data being included in the evaluation
results. The use of self-assessment items measuring confidence
is subject to selection bias, with participants perhaps more likely
to respond if they felt they could report favorably on the interven-
tion’s impact. The staff and family members who consented to
complete the surveys could mean that they may be more respon-
sive to the intervention than those clinical staff and family who
did not consent. Also, the pre–post-study design is methodologi-
cally weak in terms of assessing effectiveness for which the ran-
domized controlled trial is the gold standard. It would be
interesting to assess the impact of the intervention over time,
for example, confidence on clinical outcomes at 3- and 6-months
post-intervention. These points should be considered when inter-
preting our findings.

Conclusion

The need for improving access to the palliative approach to care in
LTCHs is generally agreed upon and the feasibility of early inte-
gration of palliative care specialist services through videoconfer-
encing during care conferences is supported by our study
findings. Early integration of palliative care specialist services
into an LTCH through videoconferencing also led to improved
self-rated confidence in the palliative approach to care by clinical
staff and families and this warrants further research. Future
research is needed to evaluate the impact of resident, family, clin-
ical staff outcomes, and cost-effectiveness.

Acknowledgments. The authors of this study acknowledge Pallium as some
survey questions in this study were adapted from the Pallium Canada Palliative
Care Knowledge Quiz and Pallium Canada Attitudes and Comfort Surveys.

Table 7. Staff telemedicine confidence survey responses (n = 17)

Questiona

Pre-study Post-study

Overall pre–post paired
t-test P-value

Post-study correlation with the number of palliative
videoconferences attended

Mean (SD) Mean (SD) Correlation coefficient r (P-value)

Confidence in using palliative
telemedicine

1.9 (1.1) 2.9 (1.2) 0.0021 0.673 (0.003)

aRange of scores: 1 = poor, 2 = fair, 3 = average, 4 = good, 5 = excellent.
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