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Palliative care Needs Rounds in rural
residential aged care: A mixed-methods study
exploring experiences and perceptions of
staff and general practitioners
Suzanne Rainsford 1,2, Nikki Johnston2, Wai-Man Liu3, Nicholas Glasgow1,2,
Liz Forbat 4

1Medical School, Australian National University, Canberra, Australia, 2Calvary Health Care Bruce – Clare
Holland House, Canberra, Australia, 3Research School of Finance, Actuarial Studies and Statistics, College of
Business and Economics, Australian National University, Canberra, Australia, 4Faculty of Social Sciences,
University of Stirling, Stirling, UK

New approaches are needed to assist residential aged care (RAC) staff increase their skills and confidence in
identifying when residents are nearing the dying phase and managing symptoms. One new evidence-based
approach to improve palliative and end-of-life care in RAC is outreach Specialist Palliative Care Needs
Rounds (monthly triage and risk stratification meetings – hereafter Needs Rounds); as yet untried in rural
settings which may face unique enablers or challenges. Needs Rounds were introduced into two RAC
facilities in the rural Snowy Monaro region of New South Wales, Australia. This study explored staff and
general practitioners’(GPs’) experiences and perceptions of palliative and end-of-life care in rural RAC,
and staff confidence and capability in providing such care, prior to, and after the introduction of Needs
Rounds. A mixed-methods, pre- and post-intervention approach was taken, utilizing a Likert-scale written
questionnaire and face-to-face semi-structured interviews. Between March and November 2018, 61
questionnaires were completed by 48 RAC staff (33 pre-, 28 post-intervention); eight staff and three GPs
were interviewed. Despite system and site-specific barriers, staff self-reported that Needs Rounds
increased their capability in providing end-of-life care (p= 0.04; 95% CI 0.20–7.66), and improved staff:
(1) awareness of end of life, reflective practice, and critical thinking; (2) end-of-life decision making and
planning; and (3) pain management. Needs Rounds are acceptable and feasible in rural RAC. Palliative
and end-of-life care for residents may be improved through education, collaboration, communication, and
planning. Further studies should explore running Needs Rounds via telehealth and/or utilizing a
multidisciplinary approach.

Key words: Homes for the aged, palliative care, end of life care, older persons, goals of care, Needs Rounds, mixed methods research

Introduction
With an aging population, and many living with mul-
tiple, complex co-morbidities, the demand for residen-
tial aged care (RAC), for people aged 65-years and
over, is increasing [1–3] along with their obligation
to provide high quality palliative and end-of-life care
and deliver a ‘safe death’ [4]. RAC in rural and
remote settings face unique barriers to quality pallia-
tive and end-of-life care [5,6] as facilities are generally
small and lack the urban economies of scale and
scope, meaning options are more limited and less
specialized than in the major cities [7,8].

RAC staff and general practitioners (GPs) play a
central role in palliative and end-of-life care within
RAC; however, GPs and RAC staff frequently report
their capability inadequate due to system, health care
provider, and resident factors [5,9–11]. Lack of edu-
cation and access to specialist palliative care services
are recurring themes [10,12,13], often amplified in
rural settings where distance can restrict access to ser-
vices, training and mentoring [5,13,14].
New approaches are needed to assist staff to increase

their skills and confidence in identifying when residents
are nearing the dying phase and managing symptoms
[15,16]. This may reduce avoidable hospital transfers
at end of life, or residents remaining at the facility
with symptoms less than optimally managed [17–19].
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One new urban evidence-based approach is
Palliative Care Needs Rounds (hereafter Needs
Rounds) [20,21]. These are hour-long monthly clinical
triage meetings in which RAC staff meet with an out-
reach specialist palliative care clinician. Utilizing the
Palliative Care Needs Round Checklist [22], residents
without an end-of-life plan and likely to die within
six months are identified by staff and potential needs
discussed. Case-based education provided in Needs
Rounds, improved staff confidence [23,24]. Also, out-
comes for residents were improved by a reduction in
length of hospital stay and the incidence of in-hospital
deaths [20,21]. To date, Needs Rounds have not been
implemented in a rural setting. The lack of evidence
is an impediment to improving care in these settings
where rural RAC residents are at an increased risk of
hospitalization compared with their urban counter-
parts [6].

Methods
Aims
The aims of this study were to explore:
• Staff and GPs’ experiences and perceptions of pallia-

tive and end-of-life care in rural RAC prior to, and
after the introduction of Needs Rounds.

• The impact of Needs Rounds on rural RAC staff con-
fidence and capability in providing palliative and end-
of-life care.

Design
This was a two-centre mixed-methods, pre-and post-
intervention study conducted between March and
November 2018. Qualitative and quantitative data
were collected concurrently to optimize the sample
and enhance understanding of the data [25–27].
Qualitative data were inductive and underpinned by
a social constructivist epistemological stance [28].

Setting
Two RAC facilities, both not-for-profit, with a total of
112 beds (72 and 40), employing 94 clinical staff,
located in Cooma, a rural town (population 6681
[29]) in south-eastern New South Wales, Australia par-
ticipated in the study. In this setting, usual (palliative)
care is provided by RAC staff and GPs with case-by-
case one-off support by an external non-prescribing
palliative care clinical nurse consultant. Residents
with complex palliative care needs, beyond the exper-
tise of the GP, may be referred to the private part-
time palliative medicine specialist.

The intervention
The intervention [20] consisted of monthly onsite
Needs Rounds attended by RAC staff and led by

SR, a palliative medicine specialist who is also an
experienced qualitative researcher. Residents, families,
and GPs did not attend. Needs Rounds, previously
piloted in urban RAC, were introduced as a quality
improvement initiative to support staff to recognize
residents’ palliative (last six months of life) and end-
of-life (terminal or dying phase) care needs; staff
attended during normal rostered work hours. Case-
based education and staff support were provided
through reviewing a resident’s diagnosis, current and
potential symptoms, illness trajectory, current and
anticipatory medications, advance care plan, and
goals of care including preferred place of care and
death. Recommendations, such as GP case conferen-
cing and anticipatory prescribing for end of life,
required implementation by the staff and GPs. SR’s
involvement did not imply ongoing clinical manage-
ment unless requested by the resident’s GP. Needs
Rounds differed from the published pilot study
which utilized a palliative care nurse practitioner
rather than a medical specialist.

Eleven Needs Rounds, lasting 30–60minutes, were
delivered between April and September 2018. In
total, 31 residents under the care of nine GPs were dis-
cussed (2-5 residents per Needs Round); five residents
were discussed on two occasions. Eighteen RAC staff
(two managers [with nursing qualifications], seven
registered nurses, one enrolled nurse and eight care
assistants) participated in one or more Needs Rounds.

Sampling and recruitment
Using a convenience sampling strategy, all clinical staff
were invited to complete a written questionnaire prior
to, and six-months after implementing Needs Rounds.
Post-intervention questionnaires were available to all
staff on the assumption there was a flow on effect
to staff not participating in Needs Rounds.
Questionnaires were distributed internally.

Qualitative interviews were conducted concurrently
with aconvenience sample of all clinical staff (pre-inter-
vention) and a purposeful sample of key staff to ensure
an appropriate cross-section (pre- and post-interven-
tion). Inclusion criteria are provided in Table 1.

During the initial Needs Rounds, staff reported reti-
cence amongst GPs to follow through on recommen-
dations made. The protocol was amended, and all
GPs (n= 9) attending the facilities were invited, via
email, to participate in face-to-face interviews to
explore their perspectives on palliative and end-of-
life care in RAC.

Data collection
All clinical staff were invited to complete a question-
naire regarding their perceptions and knowledge of,
and confidence in providing palliative and end-of-life
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care. The questionnaire included de-identified demo-
graphic data, a 9-item Likert scale Capability of
Adopting Palliative Approach (CAPA) questionnaire
[30], and the 33-item Likert scale Staff perceptions on
end-of-life care in residential aged care survey [11].
CAPA required participants to rate their confidence,
from 1 (not at all confident) to 5 (completely confi-
dent), in identifying, assessing and discussing resi-
dents’ end-of-life needs, identifying and
implementing appropriate management plans and
interventions, and engaging specialist palliative care
resources. Sections in the Staff Perceptions survey
included: care of the dying, communication, team-
work, documentation, and attitudes (included one
open-text question). Seventy questionnaires were avail-
able in the staffroom both pre-and post-intervention.
Interviews were conducted by SR. Pre-intervention

staff interview prompts were based on the outcomes
of the published urban pilot study [23] and included
questions relating to current practice (pain manage-
ment, advance care planning, decision-making, com-
munication, and hospital transfers); data collection
was limited by the pre-determined start-date of Needs
Rounds. The post-intervention prompts were developed
over the course of the study and included questions
relating to changes in practice and knowledge.
GP interview prompts included experiences in pro-

viding end-of-life care in RAC, advanced care plan-
ning, case-conferencing, and anticipatory prescribing.
Interviews, lasting 10–40 min (mean 20 min), were

audio-recorded at participants’ workplaces during
work hours. Active listening was utilized to confirm
correct understanding; transcripts were not returned.
During data collection, SR was involved in the

direct medical care of one resident. As a clinician–
researcher, SR was conscious of her dual role and reg-
ularly debriefed on her clinician–researcher role with
two clinician-researchers (NJ and NG) to ensure that
she was ethically and conscientiously maintaining
role boundaries [31].

Data analysis
Data sets were analysed separately, then triangulated
to test for consistency and enhance validity.
Questionnaire data management and analyses were

executed in STATA 14.1 statistical software
(StataCorp LP, College Station, TX, USA).
Incomplete questionnaires were excluded. RAC staff
data were controlled for individual heterogeneity in
their capability to learn/re-learn/adopt new tools in
their care. We report the regression coefficient
(impact on CAPA scores) of the post-Needs Rounds
effect. A mean score was calculated for each question
in the Staff Perceptions surveys – the lower the mean
the more confident or better skilled. A 5% level of sig-
nificance ( p≤ 0.05) was used for all tests. Responses to
the single free text question were amalgamated with
interview data.
Interviews were transcribed verbatim, coded, and

analysed thematically [32]. SR and NJ independently
read the transcripts to become familiar with the
data. A thematic framework was constructed after
comparing and discussing ideas. Coding was inductive
[32]. Utilizing a whiteboard, discussions continued
until agreement was reached on identification, group-
ing and labelling of distinct themes and subthemes.
To manage data storage, data were then entered into
NVivo-11.

Results
Questionnaires
Forty-eight staff returned 61 questionnaires (33 pre-
intervention and 28 post-intervention); 13 staff com-
pleted both questionnaires (Table 2). Respondents
were mostly female (n= 54; 89%); average age
47years (range 18–69years); and average time working
in RAC was 10years (range 3 months–30years).
Of the 61 questionnaires returned, two CAPA (3%)

were incomplete and therefore discarded. Twenty-two
(36%) Staff Perceptions surveys were incomplete and

Table 1 Pre- and post- intervention inclusion criteria

Pre- and post-intervention written
questionnaire

Pre-Needs Rounds
RAC staff interview

Post-Needs Rounds
RAC staff interview General Practitioners’ interview

Inclusion
criteria

• Any staff member directly
involved in clinical management
and/or personal care

• 18 years of age or older
• Understands written English
• Worked in RAC sector ≥3

months∗

• Consent implied by return of
questionnaire

• 18 years of age
or older

• English
speaking

• Worked in RAC
sector ≥3
months.∗

• Written
informed
consent

• Participated in at
least one needs
round

• 18 years of age or
older

• English speaking
• Written informed

consent

• Currently caring for one or
more resident at the
participating RAC facilities.

• Written informed consent

RAC – residential aged care; GP – general practitioner.
∗3-months to ensure staff member had experience in palliative /end-of-life care.
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excluded from the analysis. CAPA data analysis
showed statistically significant improvements in staff
self-reported knowledge and confidence in identifying,
assessing, discussing, and managing end-of-life care
(Table 3). Likewise, analysis of the Staff Perceptions
survey demonstrated statistically significant improve-
ments in staff feeling that goals of care are achievable
(Q14) and knowledge on how to access specialist pal-
liative care (Q28). After the intervention, there was
trend towards improved care of the dying, communi-
cation, and team work; however, the improvements
were not statistically significant (Figure 1).

Interviews
Fourteen interviews were conducted with 11 partici-
pants. RAC participants had worked at their facility
for a median of 6.5 years (range 1–15 years), and
had worked in the RAC sector for a median of 19.5
years (range 1–30 years). All GPs had worked in
Cooma for over 12 years (Table 4).

Experiences and perceptions prior to Needs
Rounds
Consistent with the interpretation of the pre-interven-
tion questionnaires, staff felt confident in the care pro-
vided. Staff felt they were caring and that pain
management and ‘personal basic care [was done]
well’ (M1), as was mouth, pressure area and skin
care. Some staff struggled when ‘something sudden
happened’ (CA2). While it was often ‘difficult to
know if [deterioration] is actually the beginning of a

terminal phase or just a cold’ (GP3), once the terminal
phase was recognized, staff and GPs felt confident in
managing pain with a syringe driver.

Some staff described having ‘really, really good
relationship with all of the GPs’ (RN3), others felt
that communication with GPs wasn’t ‘working really
well’ (RN2). Staff had access to GPs working in the
hospital emergency department. When unable to
leave the hospital, some GPs requested the resident
be transferred to hospital to expedite a medical
review. On occasions, ‘the on-call doctor at the hospi-
tal can do a phone order’ (M1) and has even ‘person-
ally delivered [medication] to us from the hospital’
(M2).

Existing formal and informal relationships between
health providers were a feature of this rural setting and
facilitated sharing of resources:

There was the time we lost two residents in the
one day and I ended up needing two syringe
drivers, so I got one off [community health]
and one off the [other] nursing home… . just
having those contacts, which is handy and good
support. (M2)

Participants acknowledged barriers to providing
quality end-of-life care. Workforce factors (shortages,
high turnover, inexperience, and availability of GPs)
were of concern, sometimes resulting in residents
being transferred to hospital:

There’s only one nurse on and they’re flat out.
They’re looking after 60 people. It’s just easier
[to send the resident to hospital], rather than
try and sort out what’s been going on. (GP2)

An individual person might not have the skills,
expertise, training, experience to provide that
care… it’s a shift by shift thing…And I think
that sometimes we, [medical staff ] for whatever
reason, are not available enough to provide that
level of support. (GP3)

Sometimes the doctors are not very supportive,
but then they’re time poor. (RN2)

Table 2 Role of staff completing the Capability of Adopting
Palliative Care (CAPA)30 questionnaire

Role
Pre-needs rounds

n= 33
Post need-rounds

n= 28

Registered nurse 9 9
Enrolled nurse 2 2
Care assistant 17 17
Activities co-
ordinator

1 0

Unknown 4 0

Table 3 Staff questionnaire – capability of adopting palliative approach (CAPA) scores

CAPA scores (Sum of Q1–Q9)¶ §

Pre-Needs Rounds
Unadj.

mean (SD)

Post-Needs Rounds
Unadj.

mean (SD)
Impact of Needs

Round∗ CI
p-

value

29.5 (8.2) 33.9 (7.3) 3.93 0.20–7.66 0.04
Observations 59
R-Squared 0.21

¶ Original sample size is 61. Two were excluded due to incomplete questionnaires.
§ Responses to a 5-point Likert scale (0= not at all confident and 5= completely confident).28
∗ Regression adjusted for the respondent’s years in RAC and their roles. Role= 1 if the survey respondent is a
care assistant, 2 if s/he is a registered nurse, and 3 for others or missing. Results remain unchanged when the
variable Role is removed from the regression. Robust standard error clustered at the facility level.
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Poor communication, handover, and team work were
reported:

I thought that the facility was on board but then
the shift changes and then the people that you’ve
talked to are away for a while, they don’t refer

back to plans, suggestions and recommen-
dations. They don’t pass it on effectively and it
just gets a bit lost. (GP3)

I get along well with all the GPs, but some of
them don’t acknowledge that we may be able to

Figure 1 Staff Survey – Staff perceptions on end-of-life care in residential aged care. Original sample size is 61. Twenty-two
were excluded due to incomplete questionnaire. Q14∗ andQ28∗ indicates statistically significant at the 5% level. Responses were
rated on a 5-point reverse Likert scale (0= all the time, 4= never, and 5= not applicable). The further away from than centre, the
higher the mean score and the less confident or less skilled.

Table 4 Pre- and post-Needs Rounds interview participants

Participant Role Sex Age
Years at current

facility
Years in RAC

sector
Pre-NR
interview

Post-NR
interview

NRs
attended

M1 Manager Male 50 5 30 ✓ ✓ 4
M2 Manager F 43 15 25 ✓ 3
RN1 RN F 60 10 12 – ✓ 4
RN2 RN F 64 4 29 ✓ – 1
RN3 RN F 28 8 8 ✓ ✓ 6
RN4 RN F 65 <1 27 ✓ ✓ 1
CA1 CA F 52 14 14 ✓ – 0
CA2 CA F 49 1 1 ✓ – 0

GP1 GP F 50 >12 NA ✓ – 0
GP2 GP F 52 > 12 NA ✓ – 0
GP3 GP Male 53 >12 NA ✓ – 0

M – manager with nursing qualifications; RN – registered nurse; CA – care assistant; GP – general practitioner; NR – Needs Rounds;
NA – not applicable.
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contribute. They need to take a step back and
rely upon what we’re telling them, instead of
questioning everything. (RN4)

One GP felt that current accreditation requirements
impacted negatively on resident care:

I think there’s been an excessive turn towards
[paper work] and an excessive risk aversion.
And this applies more widely in terms of restrict-
ing residents’ autonomy because of an excessive
focus on safety over autonomy. (GP1)

Resident and family factors also impacted care. One
GP acknowledged the challenge of predicting disease
trajectories, especially of non-malignant conditions:

I’ve probably delayed definitive management
because of that concern in the past… is it appro-
priate to write up medications presumptively if
you’re not sure, if you don’t know? (GP3)

Inadequate advance care planning, ambiguous goals
of care, and conflict within families, and between
families and health care providers created challenges
to care:

Something that we don’t do well is having those
back up orders for pain relief. Sometimes it can
be a bit of rush to try and get on the phone to
a doctor to try and get a medication order.
(RN3)

I think sometimes residents have been transferred
to hospital when they haven’t really needed to go,
but because the communication hadn’t been
clear enough that they’re for management here
and not for hospital transfer. (RN2)

The family had a view, the facility staff had a
view, I had a view… it was just a bit hard to
bring all of those together. (GP3)

Staff and GPs were open to change and supported the
concept of Needs Rounds, ‘anything we can do to
make it a better process for everybody would be a
good thing’. (M1)

Experiences and perceptions after Needs
Rounds
After data analysis, three key themes described the
impact of Needs Rounds.
Theme 1: Needs Rounds strengthened awareness of

end of life, reflective practice, and critical thinking by
rural health care providers. Prior to Needs Rounds,
most staff reported confidence in identifying a dying
resident, assessing and managing symptoms, and dis-
cussing death and dying with relatives:

I’ve been here for quite a number of years and
seen lots of people enter that stage of life and

everyone’s different when they’re approaching.
So, I think I’m quite confident in recognising
the signs and symptoms. (RN3)

Needs Rounds provided opportunity for staff to reflect
on their current practice. Gaps in knowledge and skills
became apparent. RN3 (above) became aware of
aspects of care, especially planning for predictable
events, not previously considered:

I think it was really good just going through [the
residents’] folders and their diagnosis, and you
picking up [missing advance care plans] and
things that we hadn’t thought about…One
man I brought up in the Needs Rounds had sei-
zures, and you asked, “What are you going to
do if the seizure doesn’t stop?” We hadn’t
thought of that. So just thinking outside the
square about different things that can happen,
and recognising them early. (RN3)

The education component of Needs Rounds was
acknowledged by staff. Due to travel distances, and
work and family commitments, these rural partici-
pants were unable to attend out-of-town education,
as ‘the palliative care training just doesn’t fit in with
me at the moment’ (GP2). While GPs did not attend
Needs Rounds they were supportive of the concept:

That meeting that you have with the nursing home
as a palliative care specialist, it would be good as a
GP to be involved to see what you’re doing ‘cause
we learn a lot from what you do. You think “oh
yes, I could have done that.”’ (GP2)

With an opportunity to reflect and a willingness to
change, staff were enabled to provide greater indivi-
dualized and person-centred care:

I’ve assessed patients in a different way… it’s
had me look more in depth at the resident. (RN1)

Theme 2: Needs Rounds strengthened decision making
and planning at end of life. Reviewing health records
during Needs Rounds provided opportunity to check
that advance care plans were unambiguous and up
to date ahead of time and not during a medical emer-
gency and facilitated a collaborative approach to
decision-making:

I felt it was informative and having your expertise,
just to throw ideas around, was a good thing.
Prior to that we didn’t really discuss it as a
group. It was made by the RN, who may have
spoken to the GP…But to get different opinions
was collaborative. Like the way it should be. (M1)

Prior to Needs Rounds, staff spoke of the need for
‘Everybody to be on board… to be at the same spot
at the same time’ (RN4). Case-based discussions
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enabled scenarios to be personalized, thus encouraging
the staff to anticipate events. This increased the confi-
dence of staff to initiate what were previously difficult
conversations with residents, families and GPs:

I think I feel more comfortable or able to bring it
up [with relatives], than I did in the past… just to
have a little bit more information we may have
learned or gathered. (M1)

The nurses also gained confidence in approaching GPs
to ask questions and make suggestions:

I didn’t realise that you could say to the GP, “can
we have this medication, just in case this
happens?”…And I think certain doctors
appreciate that you’re trying to be prepared for
those situations in the middle of the night. (RN3)

Each facility had their own preferred advance care plan-
ning paperwork. While important that documentation
contained concise information about a person’s health
status, treatment choices and medical decisions, staff
were encouraged to consider resident and family
wishes in broader terms, such as spiritual care:

Advance care directives are more than just ‘no
CPR’ … it’s not box ticking it’s… quality of life
and what’s important to you… sometimes it
will be antibiotics and sometime it’s not. (GP2)

Participants acknowledged that flexibility was
required when actioning a documented advance care
plan and that occasionally there were legitimate
reasons for altering what had previously been agreed:

If there’s some aspect of their care that cannot be
manage at the nursing home, it’s whatever the
place is that’s best for the patient. (GP3)

Theme 3: Needs Rounds strengthened pain management
at end of life. Prior to Needs Rounds, staff acknowl-
edged that at times they lacked the expertise or
resources to manage symptoms requiring specialist
‘higher level care’. (M1). This contributed to symptoms
not being well managed or residents being transferred
to hospital. Needs Rounds strengthened pain manage-
ment by increasing skills of staff in identifying and
assessing pain, and confidence in approaching GPs:

I think we’re just more aware that the person’s in
pain. Whether they can verbalise it or not, you
can see it. And we need to jump on top of it
quicker. Or maybe quicker than we did in the
past. (M1)

However, despite strong working relationships, nurses
voiced their ongoing frustration with some GPs. This
was also observed in subsequent Needs Rounds
where suggestions regarding anticipatory medications
were often not taken up by GPs:

I think at times, and I’ve seen it here, the regis-
tered nurses can struggle with doctors to get
the, for what they feel, is the appropriate pain
relief to what the doctor feels is the appropriate
pain relief. Whether they’re on the same page
or not, sometimes I don’t think they are. (M1)

As is common in rural settings, there is no after-hours
pharmacy, therefore, planning was required to ensure
effective and safe medications were available when
needed. Planning for anticipatory medications was a
complex process involving prescribing, charting, dis-
pensing, and storage of appropriate drugs in antici-
pation of an acute event. While one GP was not
opposed to anticipatory prescribing, she:

Just hadn’t thought of it… . I’ve never prescribed
just in case… I can see the benefit of it, you
know to say this patient could die any time in
the event of distress or whatever then yeah this
is what they can be prescribed until I’m able to
review them. (GP3)

Discussion
This study reports, through the experiences and per-
ceptions of RAC staff and GPs, the impact of intro-
ducing Palliative Care Needs Rounds into two rural
RAC facilities. Needs Rounds proved acceptable
and feasible. Outcomes were consistent across the
mixed-methods data. The self-reported increase in
staff confidence and capability was consistent with
the urban pilot and subsequent INSPIRE study
[21,23,24] and align with strengthening of reflective
practice, death literacy (confidence and knowledge
in identifying, assessing, discussing and managing
end-of-life care) [23,33] and critical thinking [34].
Confidence in achieving goals of care and accessing
specialist support was increased. The upward trends
towards improved teamwork and communication
were supported by the interview data. While Needs
Rounds did not address all reported barriers, they
allowed staff opportunity to reflect on current prac-
tice. Case-based education addressed gaps in knowl-
edge and skills [10,35]. With increased confidence,
staff felt empowered to communicate more efficiently
with colleagues, residents, families, GPs and special-
ists to collaboratively plan for residents’ end-of-life
care [23,24].
This study adds a rural perspective on Palliative

Care Needs Rounds in RAC. Identified barriers are
analogous to those of previous studies, including
those with an urban focus [5,12,13]; however, rural
locations are often more vulnerable due to a limited
‘pool’ of casual staff and the added burden of distance
in accessing specialist support, mentoring and edu-
cation [9,14,36].
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Consistent with a previous study [11], and despite
reduced resources and education opportunities, staff
initially reported a high, and possibly over-estimated,
level of confidence regarding their care of the dying.
This may account for the lack of statistically signifi-
cant improvement in the staff perception surveys
(Figure 1). The reported gaps in knowledge and
skills are consistent with the urban pilot study [23]
and similar to those reported by Landers et al. [13].
The presence of a specialist palliative care clinician
leading case-based education provided convenient
on-site opportunity to address the gaps and facilitate
change [35].
Anticipatory medications have the potential to

improve a resident’s quality of life [37] and reduce hos-
pital transfers [18,38] especially in rural areas lacking
after-hours pharmacies. Needs Rounds provided in-
house educational opportunities for nurses regarding
anticipatory medications; however, some GPs
remained reticent to prescribe [39].
Transfer to hospital from RAC can be inappropri-

ate, avoidable, burdensome [19] and disruptive to con-
tinuity of care [40]. However, in this rural setting,
medical cover in the local hospital is provided by
GPs, and often the resident remains the responsibility
of their GP regardless of place of care. Potentially, the
resident has the same GP in RAC and in the emer-
gency department, during the week and after hours.
Unlike some urban settings, the decision to transfer
to hospital was at times viewed as appropriate care
rather than a system failure, and frequently occurred
at the request of the GP who was unable to leave
their private rooms or emergency department in a
timely fashion. Providing rural dwellers remain in
their community, the preferred place of care and
death is the ‘safe’ place, wherever that may be, includ-
ing the local hospital [4].
Needs Rounds are an effective ‘triage’ tool for rural

RAC staff to identify those residents at greatest risk of
dying without an end-of-life plan in place. While the
integration of specialist palliative care improves edu-
cation, communication, co-ordination, and planning
[21,23,41,42], due to limited resources and current
funding models that cross State and Commonwealth
Government jurisdictions, not all rural RAC facilities
have direct access to specialist palliative care clinicians
available to attend Needs Rounds. Further studies are
needed to determine best practice for providing special-
ist palliative care to rural RAC residents, particularly
exploring a telehealth Needs Rounds approach from
outreach urban specialist services [16,43]. A multidisci-
plinary care planning approach may also be more effec-
tive in engaging GPs [10]. Finally, while the educational
outcome was significant for RAC staff, for sustainabil-
ity of the model a financial assessment is required as this
study was reliant on the good will of the specialist for

whom remuneration was not possible without formal
referral from the GP [9,16].

Strengths and limitations
Our sample comprised GPs and a cross-section of
RAC staff. While the sample was small, response
rate low, and a high rate of incomplete questionnaires,
the data are enriched by the mixed-methods approach.
Data saturation is unlikely but interview and question-
naire data are consistent. The results may not be gen-
eralizable to all rural locations, or even those of
comparable populations, and are unlikely to reflect
the experiences of those living in remote regions [44].
The data are self-reported and may not accurately
reflect practice; resident and family voices are absent.

The researcher’s dual role as clinician and researcher,
and prior knowledge of the facilities and some partici-
pants is a limitation (potential for bias and recruitment
coercion), but also a strength [31]. It is possible that any
measurable effect may be due to the personality and
familiarity of the researcher rather than the interven-
tion. However, the results are comparable to the pub-
lished urban studies [23,24], suggesting the positive
effects were due to the Needs Rounds.

Conclusion
Needs Rounds were acceptable and feasible in rural
RAC and facilitated improved self-reported staff con-
fidence and capability. Palliative and end-of-life care
for residents may be improved through education, col-
laboration, communication, and planning. Further
studies are needed to explore running Needs Rounds
via telehealth and/or utilizing a multidisciplinary
approach to include GPs.
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