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Abstract

The need to improve access to palliative care across multiple settings and disease groups has been identified. This
requires equipping health care professionals from many different professions, including physicians and nurses,
among others, with basic palliative care competencies to provide a palliative care approach. Pallium Canada’s
Curriculum Development Framework supports the development, deployment, and dissemination, on a large scale,
of multiple courses targeting health care professionals across multiple settings of care and disease groups. The
Framework is made up of eight phases: (1) Concept, (2) Decision, (3) Curriculum Planning, (4) Prototype De-
velopment, (5) Piloting, (6) Dissemination, (7) Language and Cultural Adaptation, and (8) Ongoing Maintenance
and Updates. Several of these phases include iterative cyclical activities. The framework allows multiple courses to
be developed simultaneously, staggered in a production line with each phase and their corresponding activities
requiring different levels of resources and stakeholder engagement. The framework has allowed Pallium Canada to
develop, launch, and maintain numerous versions of its Learning Essential Approaches to Palliative Care (LEAP)
courses concurrently. It leverages existing LEAP courses and curriculum materials to produce new LEAP courses,
allowing significant efficiencies and maximizing output. This article describes the framework and its various
activities, which we believe could be very useful for other jurisdictions undertaking the work of developing
education programs to spread the palliative care approach across multiple settings, specialties, and disease groups.
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Introduction

Alarge body of evidence points to a lack of access to
palliative care for patients with progressive life-limiting

illnesses.1–3 This need exists across many disease groups,
including cancer care and advanced heart,4,5 lung,6,7 kidney,8

and neurological disease9 among others. The need has also
been described across many different settings of care where
patients with palliative care needs find themselves. These are

community and home care,10 hospitals,11,12 intensive care
units,13,14 emergency departments (EDs),15 surgical ser-
vices,16 pediatric services,17 and long-term care nursing
homes.18,19

Given the large scope of needs, the provision of palliative
care cannot be the sole responsibility of specialist palliative
care clinicians and teams.20 Equipping health care profes-
sionals who work in these various settings and disease groups
with essential skills to initiate and provide a palliative care
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approach is therefore paramount.21,22 This primary- or
generalist-level palliative care, delivered by health care
professionals who are not palliative care specialists, is re-
ferred to as the ‘‘palliative care approach.’’23 It includes
identifying patients with palliative care needs early in the
illness trajectory, engaging in timely advance care planning
and goals of care discussions, screening for physical, psy-
chological, social, and spiritual needs, and beginning to
address these. They consult or refer to palliative care specialist-
level services when complex situations arise or when additional
assistance is needed.

Pallium Canada (www.pallium.ca) is a nonprofit organi-
zation founded in 2000 to build primary-level palliative care
capacity across Canada by spreading the palliative care ap-
proach.24 A need had been expressed by palliative care pro-
grams in several Canadian jurisdictions to collaborate on
developing palliative care courses for health care profes-
sionals so as to reduce duplication of efforts, harness exper-
tise across the country, and provide materials to educators
who would otherwise not have the means to develop and
distribute the courseware themselves. The collaborative ef-
fort has resulted in the Learning Essential Approaches to
Palliative Care (LEAP) courseware. Various versions of the
course target different care settings and disease groups.

The LEAP courses are intentionally designed to be inter-
professional—specifically targeting physicians, nurses, phar-
macists, and social workers—and range from one to two days in
length. They are developed by content experts from across the
country and are extensively peer-reviewed. The modules cover
topics such as identifying patients with palliative care needs
early in the illness trajectory, decision making, pain and
symptom management, communication skills such as initiating
a palliative care approach early and undertaking goals of care
and advance care planning discussions, and addressing psy-
chosocial and spiritual needs of patients and families.

Although most courses are designed for classroom deliv-
ery, some include online components (flipped or hybrid
courses) and one version is entirely online. The classroom
versions are one- or two-day courses, and class sizes are
limited to about 30 participants to ensure a high degree of
interactivity. Small-group, case-based learning methods are
used. The courseware is available for use by undergraduate
and postgraduate education programs. Some programs
choose to use one entire course, whereas others select specific
modules from the various LEAP courses to address their
curriculum requirements.

The number of courses developed, and the number of ses-
sions delivered has increased over the years; there are currently
20 different course versions developed or underdevelopment,
each targeting different disease groups or settings of care
(Table 1). In 2019 alone, 430 LEAP courses were delivered
across Canada to more than 7000 health care professionals,
mainly doctors, nurses, pharmacists, and social workers. This
number has been increasing by 20% annually since 2014.

The goal of this article is to describe Pallium Canada’s
Curriculum Development Framework. The framework sup-
ports large-scale development and deployment, at a national
level, of palliative care-related continuous professional de-
velopment (CPD) education. The framework and the LEAP
courses could be useful for other countries facing the chal-
lenge of building primary-level palliative care capacity.
Further details on Pallium Canada (referred as PalliumCAN in

this article), the instructional designs of the LEAP courses,
and their impact are presented elsewhere.

Pallium Canada’s Curriculum Development Framework

In 2001, PalliumCAN adopted Kern et al.’s Johns Hopkins
University curriculum development approach to develop its
initial LEAP course, which targeted community-based pri-
mary care providers.25 The editions of the model were used
thereafter. The approach includes six steps that start with
identifying the need, followed by a needs assessment of
learners, establishing the goals and learning objectives of the
curriculum, and selecting the educational strategies and
learning methods. Once those steps are completed, the cur-
riculum is implemented. The final step involves evaluating
the curriculum program and getting feedback from, among
others, the learners. Informed by the evaluation, the cycle
starts again. The important feature of the approach is its
flexibility. Although the steps are sequential, one may jump
between different steps if needed.

In 2012, PalliumCAN, in response to growing national de-
mand, decided to start developing new LEAP course versions
to target other settings and noncancer disease groups. No
approach was found that could guide the concurrent devel-
opment of deployment of multiple course versions with
limited resources. As the new courses started rolling out
(LEAP LTC [long-term care] in 2014, LEAP Mini in early
2015, LEAP Paramedics in late 2015, and LEAP Renal in
early 2016), our efforts to maximize limited resources started
evolving into the framework described in this article. It has
therefore evolved organically, driven by needs, opportuni-
ties, and trial and error.

PalliumCAN’s framework is made up of eight phases and in-
corporates the activities described in the Johns Hopkins model
(Fig. 1).25 Different LEAP courses are found at different phases
of production and deployment. The Kern et al.’s approach is
incorporated largely into Phase 3 of the model, but activities such
‘‘Implementation’’ and ‘‘Evaluation and feedback’’ are also
used in Phase 4 (Prototype Development). The framework is
influenced by assembly-line methods that maximize efficiencies
and allow products to be developed in stages, and air-traffic
control approaches that ensure adequate time gaps (‘‘spacing’’)
between products so that resources are not overwhelmed and a
relatively small team is able to undertake all the work.

Phase 1: Concept

Ideas for new LEAP courseware continually present
themselves. These are registered and triaged; ideas that most
align with PalliumCAN’s mission and vision are prioritized
and actioned.

Phase 2: Decision

The decision to move an idea into the planning phase is
influenced by several factors. These include the potential
impact of the course on access to palliative care, resource
requirements, funding availability, production-line capacity,
and urgency of the need. Agility is needed to respond to high-
impact opportunities that arise, without overwhelming Pal-
liumCAN’s resources. The LEAP Paramedics course, which
targets ambulance first responders, illustrates this.26 A deci-
sion was made in 2015 to prioritize the development of that
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Table 1. List of Learning Essential Approaches to Palliative Care Courseware

(Developed and Underdevelopment as of September 2019)

LEAP course Targeted professionsa and settings Description

LEAP Core Family physicians, nurses, pharmacists, and
social workers.
Community settings (e.g., family medicine
clinics, home care agencies).

Total of 13.5 hours (two days)
Classroom. E and F

LEAP Mini Same as LEAP Core (see line above). Condensed version of LEAP Core. Total of
8.5 hours (one day).Classroom. E and F

LEAP Long Term
Care (LTC)

Family physicians, nurses, pharmacists,
social workers, and PSWs/nursing aides.
Long-term care facilities and nursing
homes.

Total of 13.5 hours (two days)
Classroom. E

LEAP Renal Physicians (e.g., nephrologists, internists),
nurses, social workers, and pharmacists
who care for patients with advanced
kidney diseases (e.g., dialysis units).

Total of 8.5 hours (one day)
Classroom. E and F

LEAP Oncology Physicians (oncologists, hospitalists, family
physicians, others), nurses, social workers,
and pharmacists who care for patients with
cancer in outpatient and inpatient cancer
care settings.

Total of 8.5 hours (one day)
Classroom. E

LEAP Paramedics Paramedics and other emergency service
(including primary, advanced care, and
specialized paramedics).

Total 9 hours. E and F
Flipped learning with online modules
followed by classroom group learning.

LEAP Health
Sciences

Students enrolled in undergraduate health
science degree programs (excluding
medical or nursing students). These
students undertake further degrees in
health-related professions, research, and
administration.

Total of 8.5 hours (one day)
Classroom. E

LEAP Undergraduate
and Postgraduate

Medical students (undergraduate) and
residents/registrars (postgraduate
specialization). Students in nursing,
pharmacy, social work, and other health
professions.

Educators select from the many modules
across the different LEAP courses and
learning materials (e.g., videos) E and F

LEAP Facilitator
Training

Palliative care physicians, nurses, social
workers, and pharmacists with clinical and
teaching roles who wish to facilitate LEAP
courses.

Hybrid course with independent online self-
learning (about 4 hours) and 7 hours hands-
on classroom learning E and F

LEAP Taking
Ownership

All health care professionals, administrators,
students. Introduces palliative care
approach. Also open to the public.

40-minute online module. E and F

LEAP Hospital Physicians, nurses, pharmacists, and social
workers working in hospital settings
(inpatient and outpatient).

Total of 8.5 hours (one day)
Classroom. E

LEAP Emergency
Department (ED)

Physicians, nurses, pharmacists, and social
workers.
Emergency departments.

Total of 8.5 hours (one day)
Classroom. E

LEAP Online Health care professionals from different
professions and PSWs. A total of 11 online
modules.

Designed to support independent, flipped, or
hybrid online-classroom. E

Under development
LEAP Liver Physicians (internists, gastroenterologists, generalists), nurses, pharmacists, and social workers

caring for patients with advanced liver diseases. One-day classroom-based course. E
LEAP Pediatrics Health care professionals caring for pediatric populations with palliative care needs. Hybrid

delivery: online self-learning (about 5 hours) and classroom learning (about 8 hours). E
LEAP Heart Physicians (internists, cardiologists, generalists), nurses, pharmacists, and social workers caring

for patients with advanced heart diseases. One-day classroom-based course. E
LEAP Surgery Surgeons (from different surgical fields), nurses, and social workers working in surgery

programs.
LEAP Lung Physicians (internists, pulmonologists, generalists), nurses, pharmacists, and social workers

caring for patients with advanced lung diseases.
LEAP Leaders Health care leaders and administrators.
LEAP Paramedics

online
Paramedics and other emergency service (including primary, advanced care, and specialized

paramedics).

(continued)
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course because the provincial governments of two provinces,
Nova Scotia and Princess Edward Island, identified para-
medic palliative care training as a priority and allocated ad-
ditional resources to support it. A similar situation arose
when the Ontario Renal Network (ORN), which oversees
kidney care across the province of Ontario, including dialysis
services, identified palliative care as a provincial priority,
resulting in the development and deployment of LEAP Renal.

PalliumCAN uses a Priority, Action, Consider, Eliminate
(PACE) matrix to decide which courses to include and acti-
vate. This matrix is based on ease of implementation and
anticipated impact and benefits. Courses that are relatively
easy to implement and accompanied by the potential for high
impact on a health care sector or disease group are slotted into
the ‘‘Priority’’ quadrant. The entry of new courses into the
planning phase is staggered so as to not overwhelm resources.

Phase 3: Curriculum Planning

Several key activities are undertaken during this phase,
including a general and learner-targeted needs assessment,
environmental and literature scans for relevant materials,

establishing a course curriculum team and identifying the
competencies and learning objectives to be addressed. The
environmental scan provides an additional opportunity to
decide on continuing or discontinuing course development.

Curriculum teams. Subject matter experts (SMEs) from
across Canada and from different targeted professions who
are considered thought leaders in the setting or disease group
being targeted by the LEAP course are recruited. Re-
presentatives of the different targeted professions are in-
cluded. Physician members with certification in the College
of Family Physicians of Canada (CFPC) or the Royal College
of Physicians and Surgeons of Canada (Royal College) are
also included to ensure CPD accreditation requirements are
met. An interprofessional curriculum team of four to five
members is formed. This curriculum team collaborates with
PalliumCAN’s scientific and courseware management team to
develop the course. The small team size maximizes effi-
ciency; broader input will follow during the peer review
process. The curriculum team undergoes an orientation, in-
cluding the goals of the course and learning approaches to

Table 1. (Continued)

LEAP course Targeted professionsa and settings Description

LEAP In-Depth Designed for health care professionals who are not palliative care specialists but serve as local
palliative care resource persons in the services they work in and can help palliative care
specialists to facilitate LEAP courses in regions where there is a shortage of palliative care
specialist physicians and nurses. Completing a LEAP Core or LEAP LTC is a prerequisite.

Under consideration: LEAP Carers, LEAP Forward, LEAP Intensive Care Units (ICU), LEAP Equity (inner city, vulnerable
populations)

E = English, F = French (The goal is to have all courses in both English and French versions).
a’’Nurses’’ includes registered nurses, nurse practitioners, licensed practical nurses, and registered practical nurses.
LEAP, Learning Essential Approaches to Palliative Care; PSWs, personal support workers.

FIG. 1. PalliumCAN’s Curriculum Development Framework (the different LEAP courses are indicated in small gray
boxes, as of December 2019). Color image is available online.
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consider. The team is also given access to existing LEAP
courses to facilitate the process and to increase efficiencies,
as well as to ensure common messaging and design across the
courses.

Environmental scan, needs assessment, and under-
standing the context. The team, supported by PalliumCAN’s
office, undertakes an environmental scan and competency
development process. This includes identifying seminal
publications germane to the setting or disease group, and in-
sights from experts, stakeholders, and targeted learners. The
scan also includes identifying resources and material that can
be adopted, adapted, or that need to be developed de novo. In
most cases, interprofessional focus groups of targeted learners
are held to explore and understand the setting or disease group
being targeted. These focus groups also help identify factors
that can support or challenge the integration of the palliative
care approach in the respective sectors and they contribute to
elaborating the competencies for that setting.

Competency mapping and establishing learning ob-
jectives. PalliumCAN has used different approaches to
identify the competencies for different professions in the
LEAP courses, including the Developing a Curriculum
(DACUM) method.27 This method uses a focus group ap-
proach that includes experienced professionals who know the
role well. The competencies are reviewed periodically such
as when a course undergoes a major revision. Previous sets of
competencies serve as a starting point to identify the com-
petencies and learning objectives for targeted professions in
the new course. Literature scans further inform this work.

Evaluation framework. Work on the course evaluation
plan and framework begins during this phase. Previous LEAP
courses’ instruments and methods can be leveraged, thereby
streamlining the process.

Phase 4: Prototype Development

With the competencies and learning objectives delineated,
the targeted sector or disease group better understood, the
curriculum team sets out to develop a course prototype. This
includes designing the course, selecting the appropriate
learning methods, and incorporating the relevant content.
Consistent with PalliumCAN’s role as a Knowledge-to-Action
(KTA) agent, the process includes identifying, analyzing, and
synthesizing pertinent research and best practices to incor-
porate into the course content.28

Existing LEAP courses are used as templates for new ones.
For example, LEAP Core served as a template for two-day
classroom-based courses such as LEAP LTC. LEAP Mini has
been a useful template for intensive one-day courses such as
LEAP Hospital and LEAP ED, whereas LEAP LTC provides
a template for courses that need to include breakout sessions
that specifically meet the learning needs and scopes of
practices of professions (e.g., personal support workers) that
are generally not targeted by LEAP courses. LEAP Renal, in
turn, is a useful starting point for LEAP Heart and other
disease-specific course types. LEAP Facilitator training,
which uses a flipped classroom approach with independent
online learning followed by a one-day classroom experience,
served as a template for LEAP Paramedics.

Adaptations to existing LEAP courses and materials in-
clude using learning methods that better address new com-
petencies or setting realities, inserting evidence and studies as
well as cases that are more relevant to the domain, modifying
facilitator notes accordingly and, in some cases, replacing or
inserting new modules. Where possible, existing material
such as videos is adopted, adapted, or repackaged for the new
course. In some cases, new material needs to be created
de novo during this phase.

Prototype Development also includes developing the pre-
and post-course quizzes and surveys, most of which are
adapted from existing LEAP courses, and creating comple-
mentary materials such as facilitator and learner manuals.

While Prototype Development is underway, PalliumCAN

begins to identify and recruit pilot sites and participants for
the piloting phase that will follow. A purposive sampling
approach is undertaken. Local palliative care teams are ap-
proached to help recruit the site and course participants.
Recruitment to the pilot sessions can be challenging as pro-
totypes generally do not yet have CPD credits; the nominal
course registration fee is therefore waived.

Phase 5: Piloting

The Piloting phase consists of two critical processes: rapid
prototyping and peer review. Pilot sessions are usually fa-
cilitated by curriculum team members with the assistance of
other LEAP facilitators.

Rapid prototyping. The rapid prototyping approach is
borrowed from industry. Desrosier has argued that it can be
leveraged to meet marketplace needs while also ensuring
quality standards.29 It involves iterative plan-do-study-act
cycles that are used in quality improvement. Modifications
are made after each pilot session, based on the input from
learners and course facilitators. In our experience, between
three and six pilot sessions and peer review are required to
bring a prototype to a point where it is ready for launch.

Peer review. Peer review strengthens the quality, accu-
racy, and relevancy of the courseware and minimizes bias. It
is undertaken using two methods: the first occurs concur-
rently with the rapid prototyping process and the second after
prototyping. Course facilitators who present a prototype and
who were not part of the curriculum team provide one layer of
peer review. During and after piloting, the courseware is also
sent to an interprofessional team of 6 to 10 reviewers who are
recognized as SMEs in the field. This component of peer
reviewing is blinded; neither PalliumCAN’s Scientific Officer
nor the curriculum team can link a comment with a specific
peer reviewer.

Once final adjustments are made based on the peer review
feedback, the course is ‘‘locked-in’’ and readied for launch.
This process includes proofreading, copy-editing, and for-
matting of all the courseware, including the slides and course
manuals. The courseware is then submitted to the CFPC and/
or the Royal College for CPD accreditation. With the current
resources and development processes and logistics in place, it
now takes a course about 10 to 12 months to reach this stage.
The length of time can vary, however, and is largely influ-
enced by the availability of content experts (SMEs, the
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scientific officer, and scientific consultants), who generally
have other work commitments.

Phase 6: Dissemination

PalliumCAN uses a multipronged approach to facilitate
spread of the courses to the targeted learner groups and
settings, and across Canadian jurisdictions. This consists of
a decentralized course organization and delivery model,
development of strategic partnerships, a train-the-trainer
model, and an online learning management system (LMS).

With few exceptions, PalliumCAN does not organize and
deliver courses itself. Rather, it relies largely on local, re-
gional, or provincial partners to do this. Local and regional
partners include regional palliative care programs, primary
care clinic networks, hospital groups, home care nursing
agencies, and medical and nursing schools who use the
material in their CPD offerings or undergraduate and post-
graduate education. Provincial partners include provincial
hospice and palliative care associations, provincial and
territorial health ministries or ministry programs (such as
provincial cancer or renal care programs), and provincial
professional bodies such as physician or nursing associa-
tions. In Ontario, Cancer Care Ontario, which oversees
cancer care across the province, has promoted the LEAP
Core and LEAP Oncology courses in its palliative care in-
tegration initiative. ORN, which oversees dialysis services
across the province, includes LEAP Renal training as part of
its initiative to integrate palliative care in the management
of advanced kidney disease. The Network helps organize
LEAP Renal courses across the province and subsidizes
course registration. In Nova Scotia and Prince Edward Is-
land, the provincial government emergency services pro-
grams supported the development and spread of LEAP
Paramedics training to all its paramedic ambulance emer-
gency providers. Federal organizations such as the Cana-
dian Partnership Against Cancer and Canadian Foundation
for Healthcare Improvement have helped disseminate it
across other provinces.

The regional, provincial, and federal partners, which vary
from province to province, promote the courses to their staff
and members and usually organize several course offerings a
year. Some partners organize ‘‘open’’ courses, which are
open to registration by any health care professional in the
jurisdiction. Others offer ‘‘closed’’ courses where registra-
tion is limited to only their staff or members as part of their
CPD education. Some regional nursing home care agencies,
for example, have made palliative care training of their staff
obligatory. In all cases, organizers draw upon the local pool
of certified LEAP facilitators to teach the various course
offerings.

The large train-the-trainer program consists of more than
900 certified LEAP facilitators across the country. They are
mainly palliative physicians and nurses and also include
some social workers and pharmacists who work in palliative
care services. The criteria for being a facilitator and the
training program they undertake are described elsewhere.
They download the teaching materials from the online LMS,
as do registered learners. The LMS is also used to register all
courses and learners, manage course registration fees, and
facilitate the completion of pre- and post-course question-
naires and surveys.

The accreditation by professional organizations such as
the two physician colleges of Canada serves as an additional
incentive for health care professionals to register. In Ca-
nada, for example, physicians must meet annual quotas of
CPD accredited activities to maintain their professional
certification.

Phase 7: Language and Cultural Adaptation

Once a course is developed in English, it undergoes ad-
aptation to French. Adaptation includes incorporating cul-
tural sensitivities and language nuances. The process begins
with the course being translated and adapted by an inde-
pendent professional translation team. Once translated and
adapted, it undergoes further revisions by a lead team of two
or three Francophone SMEs. The course is then further re-
viewed by Francophone facilitators who are involved in the
piloting of the French courses. Two to three pilots usually
suffice. The LEAP Mini course has also been adapted to the
Inuktitut language and culture to educate Inuit support
workers in Canada’s far north.

The experience we have gained from undertaking these
adaptations in Canada and from some limited testing of
course content and design in Spain (University of Navarra),
Portugal, and Barbados suggests that the framework can be
used in other international jurisdictions to develop new
courseware de novo or to adapt the LEAP courseware to local
realities and context. Some new materials such as commu-
nication videos would need to be developed. Activities in
Phase 3 can be used to understand the local context, a cur-
riculum team could be established to make the modifications
in Phase 4, and the prototype can be piloted in Phase 5. These
would replace the need for Phase 7 (Language and Cultural
Adaptation).

Phase 8: Update and Maintenance

Each course undergoes an annual update, and a major re-
vision every three years. These are informed by the evalua-
tions received from learners and feedback from facilitators.
Curriculum teams are re-established for the major revisions.
They consist of some original curriculum team members and
additional new ones to encourage further innovation and in-
crease objectivity. If the modifications are considerable, the
courses may be re-piloted and re-submitted to peer-review.
Course changes also require resubmission for CPD credits to
the CFPC and Royal College.

A triage process is in place to manage corrections or mod-
ifications that need to be made to the courseware. Suggestions
for changes are usually brought to PalliumCAN’s attention by
its scientific team and scientific advisors, LEAP facilitators, or
learners. Suggestions for changes are triaged into one of three
categories, ‘‘Emergent,’’ ‘‘Urgent,’’ or ‘‘Minor.’’ Changes
that are deemed ‘‘Emergent’’ are errors or new information
that may place patients at risk. These changes are made im-
mediately, and notices are sent to all LEAP facilitators to bring
these to their attention. Examples include medication warnings
or withdrawals issued by Health Canada, or new legislation.
‘‘Urgent’’ changes are made during the annual updates. These
include information that does not place patients at risk, such as
changes in medication coverage by Canadian provincial in-
surers. ‘‘Minor’’ changes, such as spelling errors, are sched-
uled for course revisions every three years.

764 PEREIRA ET AL.



Preconditions and Factors for Success

The multiple activities described in the framework,
including the infrastructure, resources, and logistics that
support them, require funding. The main source of funding
has been federal government grants and provincial ministry
initiatives have supported some of the work. However, gov-
ernment funding is not guaranteed and sometimes insuffi-
cient. From 2008 to 2012, for example, PalliumCAN received
no government grants, prompting it in 2014 to adopt a social
enterprise model in which revenues received from course
registration fees help support the work and ensure program
sustainability. This model has been refined in the last two
years and now supports a large part of the framework’s in-
frastructure and some of PalliumCAN’s other activities, in-
cluding its Compassionate Communities work. The funding
that PalliumCAN receives and its revenues from course fees is
able to support activities only within Canada. PalliumCAN

continues to seek funding to support international collabo-
rations.

PalliumCAN currently has a staff of 18 full- or part-time
persons, of which approximately eight have roles that ex-
clusively or mostly relate to courseware development, de-
ployment, and spread. Honoraria are offered to the core
curriculum team members of the various LEAP courses, peer
reviewers, and scientific consultants.

Earlier LEAP courses serve as templates for new courses,
creating considerable efficiencies and economies-of-scale
that facilitate the development of multiple LEAP courses.
Many of the modules can be adopted or adapted for new
LEAP course versions.

The large community of committed SMEs who participate
in the various LEAP curriculum and peer review teams rep-
resents a major asset and factor for success, as does the large
pool of LEAP facilitators. The latter are remunerated by the
local organizers, usually through course registration fees or
other subsidies.

Strategic partnerships with regional, provincial, territorial,
and federal entities play a critical role in the spread and scale
up of courses within and across Canadian jurisdictions. This
continues to be a major driver of success, and significant
efforts are invested into nurturing and supporting established
partnerships and securing new ones. PalliumCAN has, for
example, employed business development staff to support
this work.

Challenges and Limitations

A major challenge, which occasionally results in curricu-
lum delays, relates to the heavy workloads and multiple re-
sponsibilities that many SMEs and scientific consultants
already carry in their regular work roles. The support offered
by the PalliumCAN courseware team mitigates some of this.
This support includes assistance with setting up the teams and
coordinating team meetings, literature searches, recruiting
and organizing pilot sites, coordinating peer review pro-
cesses, collating feedback, and copy-editing slides and fa-
cilitator notes.

Curriculum development work was previously limited by
funding limitations. The adoption of a social enterprise
funding model has reduced this limitation, providing more
flexibility on which courses to develop and update.

Finally, it is important to note that the framework depicts
the curriculum development phases and their associated ac-
tivities as a sequenced process. The work is, however, often
nonlinear and iterative. Circular symbols in Figure 1 high-
light the phases that are iterative and sometimes nonlinear
activities. Situations also arise that require backtracking or
revisiting a previously completed phase.

Conclusions

PalliumCAN’s Curriculum Development Framework pro-
vides an approach that helps address the pressing need of
developing palliative care education programs for multiple
settings and disease groups. It supports the concurrent de-
velopment and deployment of several courses by leveraging
existing courses, materials and experiences, and maximizing
efficiencies. Content and message alignment across courses
are made possible by using some of the existing courses as
‘‘templates’’ for the development of new ones. Each course
reflects the context and realities of the targeted setting or
disease group.

The framework can be used to develop multiple courses de
novo in other international jurisdictions. In our experience,
the work of developing, deploying, spreading, and main-
taining education programs across multiple settings and on a
large scale requires sustained funding and resources. The use
of pre-existing courseware such as the LEAP courses as a
starting point would create significant efficiencies.
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