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1 | INTRODUCTION

Specialist Palliative Care Needs Rounds (SPCNR) in
residential aged care (RAC, or care homes), led by in-
reach specialist palliative care nurse practitioners, are
an evidence-based approach that improves the qual-
ity of death and dying by strengthening end-of-life care
planning.! SPCNRs consist of Needs Rounds meetings
(monthly triage and risk stratification meetings, hereafter
‘Needs Rounds’), multidisciplinary case conferences and
clinical work.

In April 2018, and in the absence of a nurse prac-
titioner, Needs Rounds were introduced by a pallia-
tive medicine physician (SR) into 2 RAC facilities in
one Australian rural town. The detail around methods
and intervention are published elsewhere.>® Needs
Rounds increased the uptake of end-of-life care plans
and strengthened staff confidence in providing end-of-
life care. In 2019, due to limited resources and a focus
on a larger multidisciplinary case conference hybrid
implementation-effectiveness study (Phase 1),* Needs
Rounds meetings were temporarily suspended. As part
of that larger study, in January 2020, Needs Rounds
were reintroduced into routine clinical care, with
the potential to expand into additional RAC facilities
(Phase 2).

In order to scale up Needs Rounds for other rural and
remote areas, where specialist palliative care is often
limited,” alternative delivery platforms need exploring.
Telehealth, the delivery of health care services via com-
munications technologies, is one option to reduce inequi-
ties in access to specialist health services in rural, remote
and regional areas.”” However, the uptake of telehealth
has often been slow due to limited reliable infrastructure
(equipment or connectivity) and support, and concerns
regarding rapport and cybersecurity.®*

In March 2020, the World Health Organization de-
clared COVID-19 to be a pandemic. Older people, espe-
cially those in RAC, were considered to be amongst the
most vulnerable groups.'®"' To safeguard residents from
COVID-19, RAC visitors in many countries, including
Australia, have been restricted. In some jurisdictions, non-
essential visitors (including some specialist services) were
temporarily restricted while in others, full lockdowns pre-
vented any entrants.'? This provided opportunity to imme-
diately trial Needs Rounds via teleconferencing.

This short report presents data collected in Phase 2 of
the larger study pertinent to the use of telehealth from the
perspectives of RAC staff who participated in the Needs
Rounds. The aim was to test whether telehealth is an
acceptable and useful option to facilitate palliative care
Needs Rounds triage meetings in rural RAC.
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2 | METHODS
2.1 | Design

This was Phase 2 of a larger (hybrid type-3 effectiveness-
implementation) study. Detail around Phase 1 methods
and results is published elsewhere.” This study design®
tests an implementation intervention/strategy (in this
case, Needs Rounds via telehealth) while collecting data
on the intervention's impact on relevant outcomes (docu-
mented end-of-life care plans including anticipatory med-
ications and place of death).

2.2 | Measures

Primary measures include (a) total number of Needs
Rounds; (b) number of residents discussed in Needs
Rounds; and (c) degree of satisfaction of staff in using tel-
ehealth. Secondary measures include (d) documentation
of end-of-life care plans including charting of anticipatory
medications; and (e) place of death. We hypothesised that
if telehealth is as effective as face-to-face Needs Rounds,
these meetings would continue on a monthly frequency
with similar numbers of residents discussed.

2.3 | Setting

Three RAC facilities in the rural Snowy-Monaro region of
NSW, Australia, participated. Two facilities (Sites 1 and 2)
had participated in previous face-to-face Needs Rounds and
multidisciplinary case conference studies.”* Prior to the
pandemic declaration, the third facility, located in a small
town 60 km away (Site 3) and with no prior relationship to
the specialist, had agreed to implement Needs Rounds.

2.4 | Model

2.4.1 | Intervention

Monthly Needs Rounds, led by a palliative medicine
physician (SR) and attended by RAC staff (described
elsewhere),”* were adapted for delivery via online video-
conference using Zoom. Using the Needs Round checklist
criteria'* (prognosis of 6 months or less, physical or cogni-
tive decline or symptom exacerbation in the last 3 months,
no end-of-life care plan, family conflict regarding goals of
care or resident transferred to RAC for end-of-life care),
residents identified by staff as being at greatest risk of
dying without a plan in place or with a high symptom
burden were discussed. Individual end-of-life care plans
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were developed through case-based education. General
practitioners (GPs) and families did not normally attend;
however, on 2 occasions, Needs Rounds were adapted to
urgently include a family member. Individual summaries
and action plans were completed by the physician and
emailed to the facility. These guided follow-up discus-
sions, between RAC senior staff and GPs, to complete end-
of-life management plans.

2.4.2 | Implementation

The palliative medicine physician (SR), working from
home, had access to a private corporate Zoom licence,
ensuring all communication was encrypted. Each facil-
ity decided which residents to discuss and staff members
to attend. Content consistency was maintained through a
checklist template.™*

Facilities had different levels of technical preparedness,
leading to some being able to immediately support video-
conferencing, while others transitioned from telephone
conferencing. The Needs Rounds implementation strategy
is illustrated in Figure 1. Videoconferences were organ-
ised differently at each facility. Site 1 had a large meeting
room in an adjacent off-site building. Participating staff
attended together while maintaining COVID-19 physical
distancing requirements. Once visiting restrictions were
eased, face-to-face meetings resumed, initially in the off-
site building. With further easing of restrictions, face-
to-face Needs Rounds were conducted on-site with one
senior staff member continuing to join off-site via Zoom.
Participants in Sites 2 and 3 attended Zoom meetings from
an office in the RAC facility.

2.4.3 | Evaluation

Implementation and intervention effectiveness were as-
sessed using the Standards for Reporting Implementation
Studies (StaRI) guidelines (Figure 2)."

2.5 | Data collection and analysis
Qualitative and quantitative data were collected concur-
rently from participating RAC staff at each site to optimise
the sample and enhance understanding of the data.'®

2.5.1 | Staff surveys

At completion of each Needs Round, all participants were
invited to complete either a paper (face-to-face) or online
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February 2020 April May June
Needs Rounds
Sustainability study
commenced

+ [

Previous exposure
to face-to-face
Needs Rounds

November 2020
Evaluation interviews

July August Sept Oct

Easing of COVID
visiting
restrictions

Continue Needs Rounds
using site preferred mode

Participant written survey at completion of each Needs Round —paper or SurveyMonkey

Regular monthly Needs Round - RAC identified residents to discuss and staff to attend

T Zoom log-in link sent 1 week prior to Needs Round

Site 3 invited to
introduce Needs
Rounds

Mid —March 2020, RAC
lockdown restricting all but
essential visitors. Telehealth
started at next Needs Round.
Variation to Ethics approval
Developed SurveyMonkey
evaluation survey.

FIGURE 1 Telehealth Needs Rounds implementation strategy
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FIGURE 2 Telehealth Needs Rounds implementation and effectiveness evaluation

(telehealth) 6-item survey addressing the usefulness of
Needs Rounds (intervention effectiveness) and perspec-
tives on different implementation modes (implementa-
tion). Sixty surveys were distributed; 29 were returned
(response rate 48%); survey return implied consent.

2.5.2 | Staff interviews

All Needs Round attendees were invited by SR to par-
ticipate in an interview. Willingness to participate was
indicated by return of a written consent including indi-
vidual contact details (mobile phone number or email

address) and permission to forward contact details to
the interviewer (SHD; a non-local registered nurse and
experienced qualitative researcher). Seven participants
(2 managers [M], 4 registered nurses [RN] and one care
assistant) provided written consent to participate in a
telephone interview; however, one registered nurse and
the care assistant rescinded consent when contacted.
Semi-structured interviews, lasting 28-50 minutes (mean
38 minutes), were audio-recorded and professionally
transcribed. Both implementation and -effectiveness
questions were included. Active listening was used to
confirm correct understanding; transcripts were not
returned.
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2.5.3 | Review of decedent records

As part of the larger study, data (documented evidence
of an end-of-life care plan, anticipatory medications
and place of death) were collected by SR from the
health record of all residents who died during the study
period.

Survey and chart review quantitative data were anal-
ysed using descriptive statistics (SR). Interview data were
coded and analysed thematically, by SR and SHD, using
the approach of Braun and Clarke (data familiarisation,
generating initial codes, searching for themes, reviewing
themes, defining and naming themes)."”

2.6 | Ethics approval

This study was approved by the Australian National
University Human Research Ethics Committee through a
variation to protocol 2017/933, dated 25/03/2020.

3 | RESULTS

Twenty-five Needs Rounds (15 telehealth, 10 face-
to-face) were conducted between 3 February and 2
November 2020. Forty-seven residents were discussed
at least once; 23 RAC staff (10 registered nurses, 9 care
assistants, 4 managers) attended at least one Needs
Round.

3.1 | Effectiveness and Implementation
Table 1 presents the effectiveness of using telehealth
and the perspectives of staff on Needs Rounds and dif-
ferent implementation modes. During the study period,
21 RAC residents who had been discussed in a Needs
Round died (21/31 of all RAC deaths at the time). This
included 14 who were discussed via telehealth. Of these
14, all had a documented end-of-life care plan, 86% had
anticipatory medications charted, and 93% died in their
facility.

3.2 | Infrastructure

Telehealth required access to compatible equipment, ‘My
computer screens don't have the camera’ (RNO01-Site2),
and a stable Internet connection. Frequent ‘dropouts’ and
‘time lags’ were frustrating.
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3.3 | Commitment and flexibility
Residential aged care staff were committed to continu-
ing Needs Rounds and found ways to overcome system
failures,

We've had a couple of technical hiccups, but
we just rang [the specialist] on the phone and
it went perfectly fine.

(RN02-Site3)

3.4 | Sharing documents

All participants identified at least one implementa-
tion deficiency for telehealth. For one participant, it
was the inability to peruse the same documents in real
time,

It's just handy to be able to all look at the
same documents together, you know, looking
at primary medication charts or care direc-
tives all together and discussing it face-to-face
rather than Zoom.

(RNO1-Site2)

On the other hand, another participant found videocon-
ferencing helpful in managing the paperwork,

Zoom works for everybody because there's no
extra travel for anyone and we can sort of sit
down with our files.

(MO02-Site3)

3.5 | Communication

Consistent with the survey data, the 2 interviewees
who had previously attended face-to-face meetings felt
that ‘face-to-face for that sort of discussion is much
better’ (MO1-Sitel) as spontaneous dialogue was in-
hibited when using telehealth, especially with larger
groups.

Regardless of the platform used, Needs Rounds
strengthened relationships between the specialist and
staff. Over time the increased familiarity with, and con-
fidence in, telehealth had other clinical benefits and pro-
vided access to specialist advice after-hours:

So, on Sunday, I just took my laptop up to
the man that was dying, and it was beautiful.



RAINSFORD ET AL.

2 | wiLey- N

TABLE 1

Delivery Method

Total number of Needs Rounds

Total number of residents discussed
New
Follow-up

Mean residents discussed at each NR, range

Total staff

Mean staff at each NR, range

NR cancelled

Decedent medical file review (N = 21)
Documented end-of-life care plan
End-of-life medications charted

Died in RAC

Staff survey questions relevant to
telehealth®

This needs round was helpful in planning end-
of-life care for the residents discussed

I was able to make a worthwhile contribution

Needs rounds will improve the coordination of
care for the residents discussed

Satisfaction with this telephone/
videoconferencing (or if F2F NR,
satisfaction with previous telehealth NR
compared with this F2F NR)

Telehealth Needs Rounds outcome measures (effectiveness and staff satisfaction)

Telehealth
Videoconference Teleconference
11 4%
16 8
22 6
3.8 [2-6] 3.25[2-5]
13 3
3[2-7] 1.5[1-2]
0 0
n=10 n=4
10 (100%) 4(100%)
9 (90%) 3 (75%)"
10 (100%) 3(75%)°
All RAC staff responses  Responses from staff who
(N =29) attended telehealth NR
Median [range] (n=11)
4[3-5] 4[3-5]
4 [2-5]® 4[3-5]
4[4-5] 4.5[4-5]
3[1-5]" 4[3-5]"

Note: This study was not powered sufficiently to show differences between the different delivery methods.
Abbreviations: F2F, face-to-face; NR, Needs Round; RAC, residential aged care

Telehealth delivery method: videoconference (Zoom); teleconference (telephone).

#Poor Zoom connectivity during one Needs Round so switched to phone.

One off-site staff member joined via Zoom on 2 occasions.

Cancelled due to workforce shortages.

Face-to-face

F2F

10°

23

7

3.5 [1-6]

18

3.9[1-6]

¢

n=7

5(71%)

4(57%)

6 (86%)
Responses from staff
who attended F2F NR
(n =18)
4.5[4-5]

4[2-5]¢
4.5[4-5]
2.5[1-5]!

At request of family, one resident transferred to hospital at midnight for management of acute symptoms, died in hospital on same day.

“Items were rated on a scale of 1 (not confident/satisfied) to 5 (completely confident/satisfied).

Telehealth—9 videoconference, 2 telephone.

EScore 2 was given by a manager who had been in the position for less than 1 wk.

"Higher rates of satisfaction were given when only one or 2 participants attended via Zoom.

in = 11; no response received from 7 participants who had not participated in a telehealth NR; score of 1 indicated low satisfaction with telehealth compared
with F2F; score of 5 indicated greater satisfaction with telehealth.

[The specialist] could talk to him, she could 4 |

talk to his daughter. She was able to see him,

[and] instruct me about what she wanted me

4.1

to do. So, taking the two-hour round trip off

her and just doing it by Zoom I think's a good

compromise.

(RNO2-Site3)

DISCUSSION

Main findings

We have reported the first study to conduct telehealth

Needs Rounds triage meetings in rural RAC. While face-

to-face meetings were preferred, videoconferencing was
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readily implemented and an acceptable compromise; tel-
ephone was a suitable backup. Telehealth proved to be an
effective platform'® to continue Needs Rounds in existing
sites and initiate them in new ones, while enabling our
larger effectiveness-implementation study to continue.
Telehealth Needs Rounds were useful in facilitating end-
of-life care planning. Consistent with a COVID-19 study
in metropolitan RAC," telehealth delivery was as effec-
tive as face-to-face modes, in terms of numbers of attend-
ees and residents discussed, and completion of end-of-life
care plans.

Access to specialist palliative care, including Needs
Rounds, should be available to all RAC residents re-
gardless of their location. Telehealth has the potential
to provide access to specialist services, including Needs
Rounds, where local resources are limited by distance
(rural, remote and developing countries) or restricted
during local infectious disease outbreaks or pandem-
ics.®®1921 Globally, the rapid uptake of telehealth,
spurred by COVID-19, was embraced by clinicians, con-
sumers and health services.”” The acceptance of, and
satisfaction with telehealth reported by the RAC staff in
this study, is consistent with the findings of a recent lit-
erature review.?? However, the success and sustainabil-
ity of telehealth are dependent on reliable and secure
equipment and connectivity, commitment by the clini-
cian and RAC staff to support telehealth and flexibility
especially during system failures.'®*!**

4.2 | Strengths and weaknesses

Consistent with current COVID-19 palliative care re-
search,? this study is limited by its small size, but
strengthened by the mixed-methods approach.'® As this
was an opportunistic study, it is insufficiently powered to
show differences between the modalities and we were re-
liant on participants' existing telehealth skills and equip-
ment, with no time for training. During this study, there
was no local community-acquired COVID-19; it is diffi-
cult to know if commitment to telehealth Needs Rounds
would have increased or decreased in priority had there
been active COVID-19 in these 3 RAC facilities."’

In conclusion, while this was a small study, there is suf-
ficient evidence to recommend and encourage telehealth
Needs Rounds as routine in rural areas lacking specialist
resources. Larger multi-centre rural studies on the use of
telehealth in RAC are also encouraged.
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