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Abstract

Background: Palliative care educators should incorporate strategies that enhance application into practice by learners. Commitment-
to-change is an approach to reinforce learning and encourage application into practice; immediately post-course learners commit to
making changes in their practices as a result of participating in the course (“statements”) and then several weeks or months later are
prompted to reflect on their commitments (“reflections”).

Aim: Explore if and how learners implemented into practice what they learned in a palliative care course, using commitment-to-
change reflections.

Design: Secondary analysis of post-course commitment statements and 4-months post-course commitment reflections submitted
online by learners who participated in Pallium Canada’s interprofessional, 2-day, Learning Essential Approaches to Palliative Care
(LEAP) Core courses.

Setting/participants: Primary care providers from across Canada and different profession who attended LEAP Core courses from 1
April 2015 to 31 March 2017.

Results: About 1063 of 4636 learners (22.9%) who participated in the 244 courses delivered during the study period submitted a total
of 4250 reflections 4 months post-course. Of these commitments, 3081 (72.5%) were implemented. The most common implemented
commitments related to initiating palliative care early across diseases, pain and symptom management, use of clinical instruments,
advance care planning, and interprofessional collaboration. Impact extended to patients, services, and colleagues. Barriers to
implementation into practice included lack of time, and system-level factors such as lack of support by managers and untrained
colleagues.

Conclusions: Examples of benefits to patients, families, services, colleagues, and themselves were described as a result of participating
in the courses.
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What is already known in this area

e Commitment-to-change is a multipurpose approach to reinforce learning and to evaluate the impact of an education
program.

e In commitment-to-change, learners commit immediately post-course to making changes to their practices (“state-
ments”) as a result of participating in an educational program. Several weeks or months later they are prompted to
reflect on their commitments (“reflections”), self-report on the extent to which they implemented them, and describe
the impact of the changes.
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What this research adds

e This study provides evidence that primary care professionals, including physicians and nurses, who participated in a
2-day palliative care course did, to varying degrees, apply into practice what they learned during the course.
e Learners who submitted reflections 4 months after the course self-reported that they had implemented three quarters

of commitments they made.

e Learners self-reported impact on patients and families, services, colleagues, and across areas such as initiating palliative
care earlier, advance care planning and goals of care discussions, opioid use, symptom management and interprofes-

sional collaboration.

Implications for clinical practice

e Commitment-to-change offers a useful approach for palliative care educators.
e Palliative care continuing professional learning programs, with appropriate designs, do impact patients, health care

providers and the health care system positively.

Introduction

Palliative care education remains a key strategy to address
the needs of patients with palliative care needs.1?*
Curriculum gaps and learning needs related to palliative
care have been identified across the learning cycle of
health care professionals, from undergraduate and post-
graduate training to continuing education for clinicians in
practice.>” There is emerging evidence that courses of
varying length do address some of these gaps.?

Several strategies that enhance the effectiveness of
educational programs have been described. These
include interactivity, problem- or case-based learning,
follow-up with reminders, feedback, and peer discus-
sions, and forced functions such as prompts in electronic
medical records.®- Moreover, educators are increasingly
expected to evaluate impact on patients and the health
care system in addition to constructs such as the learner
experience and changes in knowledge, attitudes, self-
efficacy and skills.12-14

Commitment to change is a widely used approach in
medical continuing education to reinforce learning and
to encourage learners to apply what they learn in their
daily practice.’>17 However, it is seldom reported in pal-
liative care. It has been used to provide learner feed-
back, reinforce behavioral change, and facilitate
reflective practice.’®21 Increasingly it is also used to
evaluate the impact of education interventions and pro-
grams.1>1822-24 Several studies, including randomized tri-
als, show that clinicians who express a commitment to
change post-intervention and those who reflect on them
at a later time are more likely to change their behavior in
practice; thereby increasing the likelihood of follow-
through and implementation.2>-2°

There are many variations in how the commitment-to-
change approach is applied.’> Some use a post-only design,
where learners identify areas for change and commit-
ments immediately after the course. Others use a post/
follow-up design where learners submit post-course com-
mitments and then receive follow-up reminders weeks or

months later with requests to reflect on them and the
extent to which they were implemented into practice.303!
The post/follow-up approach is increasingly preferred.182324
28,30-32 procedures for collecting commitment-to-change
statements vary. Some use an open-ended approach in
which learners submit their commitment statements in
free text, while others provide lists of potential change
ideas that learners select from; open-ended statements
may be more effective.?* A scale is sometimes added to
each commitment for learners to indicate their level of
commitment to enhance the reflective nature of the exer-
cise and to help prioritize.

Approaches for undertaking the follow-up also vary.
These include the time frame between making the state-
ments and follow-up reflections, types of scales used to
assess implementation, inclusion of questions soliciting
feedback on barriers encountered, additional changes
made, or new commitments since completing the original
statements. Statements should ideally be linked to the
course’s learning objectives.3? In-depth explanations of
the theoretical and practical foundations, and ethical
implications underlying commitment-to-change are
described in the literature.3234

The commitment-to-change approach has generally
not been reported in palliative care. Pallium Canada, a
non-profit organization that builds primary-level palliative
care capacity through interprofessional education course-
ware called Learning Essential Approaches to Palliative
Care (LEAP), has been using the commitment-to-change
approach for over a decade.* The LEAP program consists
of a suite of interprofessional courses, each one targeting
a different care setting or disease group. The main goal of
the LEAP courses is to provide health care providers with
the core competencies to provide a palliative care
approach.3%36 These are core palliative care skills, pro-
vided by non-palliative care specialists, and include identi-
fying patients with palliative care needs early, undertaking
essential conversations such as advance care planning
and goals of care discussions, decision-making, assessing
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and managing pain and other symptoms, and addressing
psychosocial and spiritual needs across the illness
trajectory.

Aims

This study sought to explore, using commitment-to-
change statements and reflections, whether learners who
have participated in LEAP Core courses implement what
they learned into practice. The study also sought to under-
stand the nature of the changes they implemented and
examples of the impact.

Methods

Overall design

A secondary analysis of existing data that had previously
been collected was undertaken. This data consisted of
immediately post-course commitment-to-change state-
ments and 4-months post-course commitment-to-change
reflections.

Setting and intervention

The course version reported in this study is the LEAP Core
classroom version. LEAP Core targets primary care provid-
ers, including family medicine practices and home care
agencies. It consists of 13 modules delivered over 14 hours
(usually delivered over two consecutive days) and incor-
porates learning methods such as small group case-based
learning to ensure interactivity and interprofessionality.
Courses are limited to a maximum of 30 learners per ses-
sion and are facilitated by an interprofessional team of
two or three palliative care physicians and nurses.
Although the courses largely target physicians, nurses,
pharmacists and social workers, other professions are also
welcomed. In-depth descriptions of the course’s goals and
learning objectives, design, and curriculum development
have been published previously.*37:38

Learners are asked at the end of the last session of the
course to identify three to four things that they will do dif-
ferently because of participating in the course. These are
referred to as the post-course commitment statements.
They enter these, using free text, online into Pallium
Canada’s learning management system (LMS). To avoid
cueing, no lists or drop-down menus of potential commit-
ments are provided.33

Four months after completing the course, each
learner who submitted post-course commitment state-
ments is automatically sent a personalized email by the
LMS. The message lists the three to four commitments
the learner submitted immediately post course. For each
commitment statement, they are asked to indicate,
using one of three response options, whether they have
implemented the commitment into practice; (a) “l have

had no opportunity to implement the change”; (b) “l had
opportunities but have not implemented the change”;
and (c) “I have implemented the change.” For each
implemented statement they are asked to provide an
example of the impact of implementing the change. For
commitments that they were not able to implement,
they are asked to describe barriers that prevented them
from implementing them. A 4 month period was chosen
to allow sufficient time and opportunities to implement
the changes.33

Submission of the post-course commitment state-
ments and the 4-months commitment reflections are vol-
untary. However, for physicians who wish to apply to their
professional bodies for continuing medical education
credits, completion of the statements and reflections is
mandatory.

Population and sample

We studied the post-course commitment statements and
4-months commitment reflections submitted by LEAP
learners across professions for all LEAP Core courses deliv-
ered over a 2-year period; 1 April 2015 to 30 March 2017.
This period was chosen as it represented the first 2 years
that this data was collected using the new LMS system.

Data collection and management

All LEAP courses and learners are registered online in
Pallium Canada’s customized Moodle-based LMS. The
LMS is used to submit all the course-related surveys and
questionnaires, including pre- and post-course knowl-
edge, attitudes and comfort questionnaires and the com-
mitment-to-change statements and reflections.

All data were downloaded from the LMS databases
into a Microsoft Excel™ 2016 spreadsheet and checked for
quality, cleaned, and de-identified by a database man-
ager. The data were then shared with the qualitative ana-
lytic team through a secure data base link. Data
organization and coding was aided by using the NVivo 12
Pro software program.

Analysis

A traditional iterative qualitative analysis approach that
involved coding, followed by identification of emerging
themes and illustrative quotes was used.3**! Two
researchers (LM, TS) did the initial coding independently
and then met to confirm codes and themes through con-
sensus. A third researcher (JP) provided additional con-
text and verification. Rigor was maintained through
independent coding reviews, interdisciplinary team dis-
cussions and bracketing.#2-4* This process also included
identifying topics that although not mentioned very
often, had the potential for significant impact on patients
(referred to in this paper as “saliency” analysis).
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Table 1. LEAP Core Commitment-to-Change statements and reflections: Response rates immediately post-course and 4-months

post-course, and implementation rates 4-months post course.

All learners  Physicians  Nurses Pharms  Social All others
workers

Number of learners in courses (%) 4636 878 (19%) 2990 (65%) 100 (2%) 127 (3%) 541 (12%)
Statements immediately post-course?

Number of learners who responded (% of all learners) 2574 559 1672 66 64 213

Response rate? 56% 64% 56% 66% 50% 40%

Total number of statements® 10288 2231 6685 264 256 852
Reflections 4-months post course

Number of learners who responded to 4-month post 1063 226 664 24 33 116

reflection survey

Response rate relative to number of learners who 42% 40% 407% 36% 52% 55%

posted CTC statements immediately post-course¢

Response rate relative to number of learners enrolled 23% 26% 22% 24% 26% 21%

in coursesd

Total number of statements reflected on® 4250 904 2654 96 132 464

Pharms: pharmacists.

2Response rate: [Number of learners who responded divided by number of learners who enrolled in courses] X 100.
bLearners commit, immediately after each course, to change three to four things in their practices as a result of participating in the course
(commitment statements). Then 4 months post-course they are shown their original commitment statements and asked to reflect on them

” u

(reflection), and to indicate whether they implemented them (“Yes”, “No,” or “No because of no opportunity”). They are asked to provide

examples of the impact, or barriers if not implemented.

‘Response rate: [Number of learners who responded to Reflection survey 4 months post-course divided by number of learners who completed

Statements immediately post-course] X 100.

dResponse rate: [Number of learners who responded to 4 months post-course Reflection divided by number of learners who enrolled in cours-

es] X 100.

eTotal number of commitment statements made immediately post-course that were reflected on 4 months post-course.

Although in qualitative data analysis the goal is to iden-
tify and describe the nature of the data, not to quantify it,
we also undertook a quantitative, enumerative analysis of
the statements and themes to provide an indication of
frequency and prevalence of common commitments
made and reported by respondents.*>

Ethics

The study was reviewed and approved by the Conjoint
Health Research Ethics Board (CHREB) of the University of
Calgary (REB 17-0429).

Results

Response and implementation rates

A total of 244 courses were delivered during the study
period with a total of 4636 participants (See Table 1).
Professionals from various professions participated in the
courses. Nurses (including registered nurses, registered
practical nurses and nurse practitioners) made up the
largest proportion (2990; 65%), followed by physicians
(878; 19%). Pharmacists and social workers made up 4.9%
of all learners. The group “Others” included physiothera-
pists, occupational therapists, counsellors, and adminis-
trators (541; 12%).

Table 1 also presents the response rates to the post-
course statements and the 4-months reflections. A total

of 2574 learners (56% of all the learners enrolled in the
courses) submitted post-course commitment state-
ments. A total of 10,288 statements were submitted
post-course.

For the 4-months post-course reflections, 1063 learn-
ers submitted reflections on their initial commitment
statements (See Table 2). This represented 42% of all
learners who had submitted post-course statements and
23% of all learners who enrolled in the course. A total of
4250 reflections were submitted. Of those, 3081 (73%)
were reported by learners as implemented. A total of 339
(8%) commitments were not implemented despite oppor-
tunities to do so. The extent to which learners imple-
mented their commitments varied across professions.

Post-course commitment statements

Several themes emerged from the post-course commit-
ment statements and the 4-months post-course reflec-
tions. The most frequently occurring themes are listed in
Table 3. These included initiating palliative care early
across disease groups, opioid use and managing symp-
toms, use of clinical instruments, advance care planning,
and interprofessional collaboration.

Table 4 lists the top five most occurring themes with
illustrative quotes. For the theme related to initiating
palliative care earlier, the statements focused largely on
identifying patients with palliative care needs earlier,
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Table 2. Implementation rates of Commitment-to-Change statements 4-months post-course of LEAP Core course participants.

Total Physicians Nurses Pharms Social All others
workers
Number of learners who provided 4-months 1063 226 664 24 33 116
post course reflections?
Total number of commitment statements 4250 904 2654 96 132 464
reflected on 4-months post course?
Number of statements implemented (%) 3081 (73%) 668 (74%) 1946 (73%) 69 (72%) 80 (61%) 318 (69%)
Number of statements for which no 830(20%) 169 (19%) 500 (19%) 22 (23%) 38 (29%) 101 (22%)
opportunities to implement presented (%)
Number of statements not implemented 339 (8%) 67 (7%) 208 (8%) 5 (5%) 14 (11%) 45 (10%)

Pharms: pharmacists.

aLearners commit, immediately after each course, to change three to four things in their practices as a result of participating in the course (commit-
ment statements). Then 4 months post-course they are shown their original commitment statements and asked to reflect on them (reflection), and
to indicate whether they implemented them (“Yes”, “No,” or “No because of no opportunity”). They are asked to provide examples of the impact, or
barriers if not implemented.

bNumber of commitments made post-course that had been implemented as reported by learners in the 4-month post-course reflection (% refers to

proportion of total number of commitments submitted 4 months post-course).

Table 3. LEAP Core Commitments-to-Change Post-course and 4 months post-course: Most frequently occurring statements by

themes.

Themes

Number of statements per theme (%)*

4 months
post-course

Post-course

Number of commitment statements and reflections

Early initiation of palliative care and principles of palliative care

Opioids and other medications

Increased use of screening and assessment clinical tools
Pain management

Advance care planning

Symptom management (other than pain)

Hydration or nutrition issues

Palliative Sedation

Grief and bereavement care

10,288 1063
1259 604
1129 518

733 134
273 85
273 74
219 57
122 38
103 44
97 24

These numbers are generated through coding techniques that provide a relative indication of the frequency of occurrence, rather than an exact
number. Some participants mentioned more than one theme in a single commitment statement and in other cases themes overlapped.
*Percentage relative to the total number of statements/reflections submitted.

initiating a palliative care approach earlier and helping
patients and families to understand the palliative
approach and that it was not limited to end-of-life. This
theme highlighted principles of palliative care; that is
not restricted to end-of-life (last days or weeks of life).
In the theme related to opioid use and other medica-
tions, a broad range of medications were covered.
Learners indicated increased confidence using palliative
care-related medications appropriately. The commit-
ments related to pain and symptom management
reflected a broad range of pain and symptom assess-
ment and management approaches. In the advance care
planning (ACP) theme, statements focused largely on
the elements and processes of ACP and better use of
ACP resources.

Overall, the post-course commitment statements sig-
naled that study participants, across profession groups,

demonstrated application of a palliative care approach.
This included, among others. better symptom manage-
ment and the regular use of symptom and needs screening
tools. Learners reported sharing their newly acquired
knowledge and skills with nursing colleagues. Some nurses
described increased ability to engage physicians regarding
patient care plans. Some participants mentioned providing
more holistic care.

4-months commitment reflections

The themes that emerged from the 4-months reflec-
tions and illustrative quotes are summarized in Table 5.
Practice changes related to the theme “early initiation
of palliative care” included initiating conversations
about palliative care earlier and being more proactive in
beginning a palliative care approach for cancer as well
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Table 4. LEAP Core Commitments to Change (CTC) immediately post-course: Top five most occurring themes with illustrative
quotes and comments (all profession groups).

Emerging themes

Sample quotes

Early initiation of
palliative care
Opioids and other
medications

Increased use of
screening and
assessment clinical
tools

Pain and symptom
management

Advance care
planning (ACP)

| will be more proactive and open in my conversations with patients in accessing the Palliative care
service early in a patient’s disease process (Nurse)

| will make recommendations for a laxative regimen for every patient starting opioid medications.
(Pharmacist)

| will be more aware of the signs of opioid toxicity and look to hydrate the patient and either reduce
the dose or rotate the opiod. (Physician)

Consistent use of screening tools (ESAS, PPS, FICA etc.). (Social worker)

| will use the screening tools - ESAS and PPS more often in my assessments, | will also use them at
the beginning of the palliative care process. (Physician)

“. . . to continue to practice the calculations in rotation of pain medication.” (Physician)

Monitor pain management once implemented - monitor efficacy, delirium, neurotoxicity, etc.
(Pharmacist)

Consider opioids as only one part of the total pain management plan (Physician)

| will ensure that my palliative care clients know why advance care planning is necessary. . .. (Nurse)
Implement advance care planning into regular practice (Physician)

To be more aware of resources available - especially advance care planning to be able to share with
patients that ask as well as direct family members to make their decisions. (Pharmacist)

Table 5. LEAP Core Commitment-to-Change reflections 4 months post-course: Examples of impact as described by learners across
the top seven most occurring themes with illustrative quotes.

Themes

Sample quotes

Early initiation of
palliative care

Opioids and
medications

Increased use
of screening
and assessment
clinical tools

Advocacy

Pain and symptom
management

Grief and
bereavement care

Through the pallium course | have realized the benefits of early referral to the palliative team for counselling,
support, and many other aspects of palliative care that | did not realize before. This is a big benefit to both
the patient and their families. (Physician)

Palliative care is not just for cancer patients who are dying. | have better knowledge now to screen patients
who could benefit from palliative care (Physician)

I now make a conscious effort to introduce the idea of palliative care as a symptom management modality
when an illness is incurable rather than just an end-of-life toolkit. (Physician)

I recently had a patient in community setting being switched from one opioid to another and it required
consultation with physician to correct the dosage. It had a huge impact on patent care because patient would
have been significantly under dosed and pain control would have suffered. (Pharmacist)

When doing physician rounds at the manor | have been able to advocate on behalf of residents who need
additional or a change in pain medication. (Nurse)

In my hospital role, as a team member in Medically Complex Care, | have been able to ensure the discussion
at patient rounds includes the use of standardized tools to more appropriately engage our available palliative
care team. (Nurse)

| have used the Palliative Performance Scale and the Edmonton Symptom Assessment System. The first helps
to communicate with other Health Care providers. . . ..(Physician)

We often work together with patients’ families as well as physicians when it comes to covering costs of some
palliative medications. If the prescribing physician does not have the PCFA license, we attempt to contact
that physician to see if there is an alternate physician caring for the patient who does possess this license. . ..
(Pharmacist)

Adjusting medications based on symptoms and addressing constipation issues early on with multiple
therapies such as PEG (Pharmacist)

I have been more compliant with ESAS and with reviewing/implementing the symptom management
guidelines through an app on my phone. (Nurse)

“I created an education session which | have provided twice on evidenced based Grief and Bereavement Care.
The tools are now available. and are being implemented with the support of Management and our National
Educator. | have used the tools myself and have provided several bereavement visits since the education
session in November.” (Nurse)

| have taken additional training on palliative care support and grief and loss. This has helped me understand
my bias with palliative care. | have weekly debriefings with my co-worker and supervisor. (Social Worker)

(Continued)
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Table 5. (Continued)

Themes Sample quotes

Advance care
planning

I have been able to discuss advance care planning with all my patients who a frail and elderly, for whom |
provide home visits. Also, with COPD, HF and chronic conditions [Physician]

The knowledge | learned has helped me to have effective conversations with clients and their caregivers. For
example, | had a client who was not accepting of his situation. By making little steps with the communication
strategies | was able to assist him in completing POA documents and starting conversations with his family

about is wishes at EOL. [Nurse]

I have set up reminders in EMR and discussed at patient subsequent visits. [Physician]

| spoke with one family on admission where their Mother had quite advanced Parkinsons and the family
had not discussed with the resident her view on DNR status. The family seemed to have conflicting view on
this but as the resident was cognitive | encouraged them to speak with their Mother. Several days later the
resident came to see me to put a DNR in place. She thanked me for helping her open up the discussion with
her family as she knew they did not agree. [Physician]

In my personal life, | have had opportunity to encourage ACP for my friend recently diagnosed with cancer

and she has completed all aspects. [Nurse]

as non-cancer populations. Commitments implemented
related to “opioids and medications” manifested as bet-
ter opioid and medication dosing and titration, and the
use of different modalities for pain and symptom con-
trol. Nurses described identifying patient discomfort
better and responding to these quicker, including using
non-pharmacological methods. A broader use of differ-
ent clinical tools such as the Surprise Question, the
Edmonton Symptom Assessment Scale (ESAS-V2) and
the Palliative Performance Scale (PPS-V2) was described.
In some cases, participants spread the use of these tools
throughout their services. In the theme “pain and symp-
tom management”, practice change led to observed
improved symptom management, both physical and
psychological. More appropriate management of hydra-
tion and nutrition was described in this theme.

The theme of “grief and bereavement care” was most
often mentioned by nurses. This included comments on
dealing better with their own grief at losing a patient and
the grief of family members. Learners across professions
described the impact of practice change related to ACP;
initiating ACP discussions more often and earlier across
disease groups, using resources more often, sharing
resources with patients and families, and promoting ACP
amongst colleagues. The course prompted some learners
to undertaken ACP themselves and to promote it amongst
family members and friends.

“Advocacy” emerged in the 4-months reflections
more predominantly than in the post-course state-
ments, especially amongst nurses, pharmacists, and
social workers. It included advocacy for patient needs,
resources, and system changes. Examples of initiating
quality improvement initiatives were also provided.
Some learners, for example, initiated projects to inte-
grate reminders of ACP in their practice’s electronic
medical records.

A comparison across the profession groups showed
similarities across the themes (see Table 6). Nurses’

Table 6. Most frequently implemented Commitment-to-
Change commitments by themes 4-months post-course for
different profession groups (not specifically in any order).

Nurses: Symptom management

Pain management (other than opioids)
Grief and bereavement care

Opioids and other medications
Hydration and nutrition

Advance care planning

Advance care planning

Opioids and other medications

Pain management (other than opioids)
Hydration and nutrition

Symptom management

Palliative sedation

Opioids and other medications
Symptom management

Palliative sedation

Hydration and nutrition

Physicians:

Pharmacists:

comments did however show a determination to be an
active and informed voice in providing a palliative care
approach. Physicians’ reflections demonstrated a deeper
understanding of early palliative care, more interprofes-
sional collaboration and the increased use of clinical tools.
Social workers described increased use of ACP resources,
to support their work.

Several themes were identified in the saliency analysis;
(a) improved communication and collaboration with other
professions, (b) improved palliative sedation, and (c)
empowered to challenge the status quo or “old” ways of
doing things.

I almost always have discussions with the nurses and/or
physicians when | see hydromorphone and midazolam
continuous infusions started. This course has given me
the knowledge and confidence to do all of the above.
[Pharmacist]
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The day after this course | was asked to do palliative sedation
on a client out of my district. . . . did have an RN present with
me to verify doses, meds, frequencies, pump settings, vitals,
etc. Also had direct contact with manager and pharmacy . . ..
Successful palliative sedation. Family pleased and client very
comfortable. [Nurse]

Several barriers were described by respondents. These
included lack of time because of busy clinic schedules,
system-level factors, and colleagues or managers who
were not acquainted with the palliative care approach.
This was the source of frustration and even moral distress
for some as they described being blocked from making
applying newly acquired knowledge and skills. Some
described ongoing efforts to implement commitments.

Unfortunately, this goal has not been met although this
change remains a commitment of mine. | had met with the
director of collaborative practice within my organization with
the hopes of proposing a number of changes to documentation
of patient wishes as well an interdisciplinary education on
end-of-life care and advance care planning. [Nurse]

I have implemented this change . . .however did learn that
my request [referral to a specialist team] was denied when
requested early. Due to the overwhelming demand for
palliative care, the palliative team did not get involved until
PPS was about [30%] or [less]. They did not want to see the
Client until all chemo and radiation treatments were complete
even if cancer was wide spread and treatment was only to
get more time. What | was taught in the course about
requesting early is not the reality. [Nurse]

Commitments that were more frequently not imple-
mented included using opioid continuous infusion pumps,
managing opioid neurotoxicity and managing major
depression in this patient population. The most common
reason was that no patients with these needs presented
post-course. Some reported that they were too busy to
incorporate clinical tools like symptom screening instru-
ments while others perceived these to be too time-con-
suming and burdensome for patients and care providers.

Discussion
Main findings

This study provides evidence that core palliative care
competencies related to providing a palliative care
approach acquired during a 2-day palliative care course
were implemented by primary care health care profes-
sionals from across profession groups who participated in
the study, at least up to 4 months following the course. It
also provides examples of the impact of implementing the
newly acquired competencies on patient care and ser-
vices. Benefits related to interprofessional collaboration
were also described.

Overall, just over half of learners (56%) submitted post-
course commitment statements. These post-course com-
pletion rates are consistent with rates reported by others
in non-palliative care contexts.1517,1821,23-2546-48 The
response rate at 4 months post-course for the reflections
was lower (23%). These lower compliance rates are not
surprising as participating in the commitment-to-change
statements and reflections was largely not obligatory and
health care professionals often have many competing
priorities.

For learners who submitted post-course statements
and 4-month post-course reflections, almost three quar-
ters (73%) of commitments were self-reported as imple-
mented. The highest rates were amongst physicians and
nurses (74% and 73%) and the lowest amongst social
workers (61%). These rates are similar to rates reported
previously.17-19.21,23-2530,46 Only a small number of com-
mitments (8%) had not been implemented despite oppor-
tunities to do so. Adams et al.,*® in a course related to
managing chronic airway disease, reported similar low
rates of non-implementation despite opportunities (6%).

Some of the barriers to implementing commitments in
our study were similar to those described by others.2447:49
Rehring et al.,2* for example, described barriers across five
categories, namely time barriers (competing demands),
clinician (hard to change habits, worry about clinical or
legal consequences), staff (staff shortages, lack of training
and incentives), organizational (lack of support from man-
agers or leaders, costs, computerized aids, organizational
priorities), and patient-related barriers (complexity,
beliefs and expectations).

For some, the newly acquired knowledge and confi-
dence was the source of frustration and even moral dis-
tress when they encountered barriers to implementing
their new-found skills in the workplace. This phenomenon
has been described elsewhere in palliative care.’05!
Traditional power imbalances—where nurses’ opinions on
care plans are not as valued as those of physicians’—may
lie at the root of some of these experiences, underlining
the need for increased interprofessional collaboration.52

Dolcourt3?3 noted a differential participation in commit-
ments to change between those professions that have
more autonomy (physicians and advanced practice
nurses) versus those professions with less (nurses and
physician's assistants). In our study the rates of imple-
mentation across the professions were quite similar, sug-
gesting the learners in the different professions identified
commitments that were mostly within their scope of prac-
tices and spheres of influence.

The commitment statements and reflections in our
study showed variability in style. This is not surprising
as they were free-text responses. This variability does
constitute a challenge to researchers when analyzing
commitment statements and reflections. Shershneva
et al.’> have suggested sorting commitment reflections
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into five categories, namely practice changes, additional
learning activities, attitude changes, confirmation of cur-
rent practice; and new commitments or changes. Overton
and MacVicar,?® noted that “commitment” is a multidi-
mensional construct, which may also explain some of the
variability noted in the statements. Among others, they
posited that commitment can be conceptualized in either
a behavioral or an attitudinal manner. Others have high-
lighted this multidimensionality.t”

Strengths and limitations

To our knowledge, this is the first large study that involves
the commitment-to-change approach in palliative care. It
involves over 2500 participants and 14,000 commitment
statements and reflections. Participants provided their
commitment statements, reflections and impact exam-
ples through free text, with no prompts to cue them and
potentially introduce response biases.

Our study has several limitations. First, the reflections
and implementation rates are self-reported by learners.
This limitation is acknowledged by educators and research-
ers who use the commitment-to-change approach and
those who study self-assessment of skills.1%24:33.53 Qur study
was not designed to independently confirm the response
rates, verify the examples of impact provided by the learn-
ers or study how well the changes had been implemented.
The commitment-to-change exercise in the LEAP courses is
a low-stakes activity in that the issuance of continuing edu-
cation certificates is not linked to whether learners imple-
mented a change or not. Evidence of reflection is all that is
required. There is therefore no apparent incentive to over-
state, invent or embellish implementation and examples of
impact or barriers experienced. Some learners may have
been subject to social desirability (and overreported imple-
mentation or impact) or attribution (ascribed lack of
implementation to external barriers when the reasons
resided in them) biases.> Reassuringly, there is evidence
that reported changes submitted in commitment-to-
change reflections are generally reliable.1%24.25.31,33,55,56

Second, the response rate for the 4-months commit-
ment reflections was relatively low (23%). This may have
introduced a self-selection bias in that learners who com-
pleted the reflections may have been more motivated to
implement change and to report these than those who
did not submit statements and reflections. However, our
study may have also underestimated the impact of the
courses as our commitment reflection form did not allow
for learners to report new commitments, changes not
linked to the commitments, or ongoing implementation
efforts.15222430 \We cannot assume that non-respondents
did not implement changes into their practices, especially
as there is evidence that completing a commitment state-
ment, even without a follow-up reflection, is predictive of
implementation.2425

What this research adds and implications
for practice

These results are encouraging in that they reflect the
course’s goals and learning objectives. This confirms
course instructional design choices.3® Participants pro-
vided their commitment statements, reflections and
impact examples through free text, with no prompts such
as lists to cue them.

Strategies to increase compliance and implementation
across the professions need to be incorporated.?® These
include great emphasis during the course on the impor-
tant role of the commitment-to-change activity, linking
CTC to continuous quality improvement activity, and peer
support.202957

Commitments are also more likely to be implemented
if they are clear, measurable, relatively easy to do, realis-
tic, linked to timelines, within the scope of influence of
the learner, and deemed important by the learner.17:55.58,59
In previous studies, learners who reported higher levels of
confidence in a change were also more likely to imple-
ment it.30

In the context of using commitment-to-change to eval-
uate education programs, the importance of including
other sources of evaluation information and not relying
solely on commitment statements and reflections has
previously been emphasized.1>?330 Change in clinical
practice is complex and the extent to which a single edu-
cational activity effects change is often not clear.

We believe that commitment-to-change reflections,
consisting of hundreds of examples of impact on
patients, services, and colleagues, even though self-
reported, represent “higher levels” of evidence in evalu-
ation frameworks such as Kirkpatrick’s and Moore
frameworks.6%61 In the absence of pragmatic, easily
available methods to collect reliable objective data at
those higher patient and health care system levels, com-
mitment-to-change provides some acceptable evidence
of impact.6263

Future research

The study raises several questions that warrant future
research. To what extent do self-reported commitment
reflections mirror actual changes in practice? To what
extent do non-responders make changes to their prac-
tices? Comparison groups may shed more light on the
relative impact of the commitments-to-change.3? Are
changes sustained on the longer term?

Conclusions

This large study provides evidence, through commit-
ment-to-change statements and reflections, that the
LEAP Core courses directly benefit patients, health care
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professionals and primary care services, at least as self-
reported by study participants. The study did not explore
the full extent of the impact, or the quality of care pro-
vided, or system improvements made as a result of the
changes. The benefits span a broad range of areas, includ-
ing initiating a palliative care approach earlier across both
cancer and non-cancer diseases, opioid use and symptom
management, advance care planning and goals of care,
communication and interprofessional collaboration.

The commitment-to-change approach is not a panacea
and has its limitations, but it is an approach available to
palliative care educators to enhance the application into
practice of education interventions, foster reflective prac-
tice and provide useful data for curriculum development
and evaluation.
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