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Do learners implement what they learn? 
Commitment-to-change following an 
interprofessional palliative care course
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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

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

•• 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

•• 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.

•• Learners who submitted reflections 4 months after the course self-reported that they had implemented three quarters 
of commitments they made.

•• 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

•• Commitment-to-change offers a useful approach for palliative care educators.
•• 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.1,2–4 
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.5–7 There is emerging evidence that courses of 
varying length do address some of these gaps.8

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.9–11 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.15–17 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.18–21 Increasingly it is also used to 
evaluate the impact of education interventions and pro-
grams.15,18,22–24 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.25–29

There are many variations in how the commitment-to-
change approach is applied.15 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.30,31 
The post/follow-up approach is increasingly preferred.18,23,24, 

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.24 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.33 In-depth explanations of 
the theoretical and practical foundations, and ethical 
implications underlying commitment-to-change are 
described in the literature.32,34

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.4 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.35,36 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.4,37,38

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) “I have 

had no opportunity to implement the change”; (b) “I 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.39–41 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.42–44 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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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.45

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, 

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 
workers

All others

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

 Number of learners who responded (% of all learners) 2574  559 1672  66  64 213
 Response ratea 56% 64%  56% 66% 50% 40%
  Total number of statementsb 10288 2231 6685 264 256 852
Reflections 4-months post course
  Number of learners who responded to 4-month post 

reflection survey
1063  226  664  24  33 116

  Response rate relative to number of learners who 
posted CTC statements immediately post-coursec

42% 40% 407% 36% 52% 55%

  Response rate relative to number of learners enrolled 
in coursesd

23% 26%  22% 24% 26% 21%

 Total number of statements reflected one 4250  904 2654  96 132 464

Pharms: pharmacists.
aResponse rate: [Number of learners who responded divided by number of learners who enrolled in courses] × 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  
(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.
cResponse rate: [Number of learners who responded to Reflection survey 4 months post-course divided by number of learners who completed 
Statements immediately post-course] × 100.
dResponse rate: [Number of learners who responded to 4 months post-course Reflection divided by number of learners who enrolled in cours-
es] × 100.
eTotal number of commitment statements made immediately post-course that were reflected on 4 months post-course.
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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 

Table 2. Implementation rates of Commitment-to-Change statements 4-months post-course of LEAP Core course participants.

Total Physicians Nurses Pharms Social 
workers

All others

Number of learners who provided 4-months 
post course reflectionsa

1063 226  664 24  33 116

Total number of commitment statements 
reflected on 4-months post coursea

4250 904 2654 96 132 464

 Number of statements implemented (%)b 3081 (73%) 668 (74%) 1946 (73%) 69 (72%)  80 (61%) 318 (69%)
  Number of statements for which no 

opportunities to implement presented (%)
 830 (20%) 169 (19%)  500 (19%) 22 (23%)  38 (29%) 101 (22%)

 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 (%)*

Post-course 4 months 
post-course

Number of commitment statements and reflections 10,288 1063
 Early initiation of palliative care and principles of palliative care 1259 604
 Opioids and other medications 1129 518
 Increased use of screening and assessment clinical tools 733 134
 Pain management 273 85
 Advance care planning 273 74
 Symptom management (other than pain) 219 57
 Hydration or nutrition issues 122 38
 Palliative Sedation 103 44
 Grief and bereavement care 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.
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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

I 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)

Opioids and other 
medications

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

Increased use of 
screening and 
assessment clinical 
tools

Consistent use of screening tools (ESAS, PPS, FICA etc.). (Social worker)
I will use the screening tools - ESAS and PPS more often in my assessments, I will also use them at 
the beginning of the palliative care process. (Physician)

Pain and symptom 
management

“. . . 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)

Advance care 
planning (ACP)

I 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

Through the pallium course I have realized the benefits of early referral to the palliative team for counselling, 
support, and many other aspects of palliative care that I 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. I 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)

Opioids and 
medications

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 I have been able to advocate on behalf of residents who need 
additional or a change in pain medication. (Nurse)

Increased use 
of screening 
and assessment 
clinical tools

In my hospital role, as a team member in Medically Complex Care, I 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)
I have used the Palliative Performance Scale and the Edmonton Symptom Assessment System. The first helps 
to communicate with other Health Care providers. . . ..(Physician)

Advocacy 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)

Pain and symptom 
management

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)

Grief and 
bereavement care

“I created an education session which I 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. I have used the tools myself and have provided several bereavement visits since the education 
session in November.” (Nurse) 
I have taken additional training on palliative care support and grief and loss. This has helped me understand 
my bias with palliative care. I have weekly debriefings with my co-worker and supervisor. (Social Worker)

(Continued)
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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’ 

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 I see hydromorphone and midazolam 
continuous infusions started. This course has given me  
the knowledge and confidence to do all of the above. 
[Pharmacist]

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

Physicians: Advance care planning
Opioids and other medications
Pain management (other than opioids)
Hydration and nutrition
Symptom management
Palliative sedation

Pharmacists: Opioids and other medications
Symptom management
Palliative sedation
Hydration and nutrition

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 I 
provide home visits. Also, with COPD, HF and chronic conditions [Physician]
The knowledge I learned has helped me to have effective conversations with clients and their caregivers. For 
example, I had a client who was not accepting of his situation. By making little steps with the communication 
strategies I 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]
I 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 I 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, I have had opportunity to encourage ACP for my friend recently diagnosed with cancer 
and she has completed all aspects. [Nurse]

Table 5. (Continued)
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The day after this course I 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. I 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 I 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.15,17,18,21,23–25,46–48 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.17–19,21,23–25,30,46 Only a small number of com-
mitments (8%) had not been implemented despite oppor-
tunities to do so. Adams et al.,48 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.24,47,49 
Rehring et al.,24 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.50,51 
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

Dolcourt33 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.15 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,29 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.17

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.15,24,33,53 Our 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.54 Reassuringly, there is evidence 
that reported changes submitted in commitment-to-
change reflections are generally reliable.15,24,25,31,33,55,56

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.15,22,24,30 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.24,25

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.38 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.29 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.20,29,57

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.15,23,30 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.60,61 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.62,63

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.32 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.

Presented previously in part at the 
following conferences

1. Annual International Conference of the North 
American Primary Research Group (NAPCRG). 
Chicago, United States of America. 11 Nov 2018.

2. 10th World Research Conference of the European 
Association of Palliative Care. Berne, Switzerland. 
25 May 2018.

Acknowledgements
The authors are grateful to the many collaborators, partners, 
and facilitators who have contributed to the design, produc-
tion, delivery, spread, and evaluation of the LEAP Core course 
and the various LEAP course versions over the years. We wish 
to thank the Pallium Canada leadership over the years including 
Michael Aherne, Kathryn Downer EdD, Jeff Moat, and past and 
present Board Directors for their support of the LEAP program. 
Thank you to Brady Riordan for his assistance with managing 
the database used in the study, and to Jonathan Faulkner (Vice 
President, Operation, Pallium Canada) for his ongoing support 
of this work.

Author contributions
JP conceptualized the work and study and all authors contrib-
uted to the design of the study. Database preparation was done 
by DK, LM, and JP. Qualitative analyses were undertaken by LM 
and TS, with input from JP. Quantitative analyses were under-
taken by DK and JP. All authors contributed to the preparation of 
the manuscript drafts. All authors approved the version for 
publication.

Declaration of conflicting interests
The author(s) declared the following potential conflicts of 
interest with respect to the research, authorship, and/or 
publication of this article: José Pereira (Scientific Officer), 
and Jonathan Faulkner (Vice President of Operations) are 
both paid staff members of Pallium Canada. Lynn Meadows 
and Dragan Kljujic received stipends for their initial 
contributions.

Funding
The author(s) disclosed receipt of the following financial support 
for the research, authorship, and/or publication of this article: 
This work was supported by Health Canada and a contribution 
from the Patrick Gillin Estate, Ottawa, Canada.

ORCID iD
José Pereira  https://orcid.org/0000-0002-5974-7833

References
 1. Knaul FM, Farmer PE, Krakauer EL, et al. Alleviating the 

access abyss in palliative care and pain relief—an impera-
tive of universal health coverage: the Lancet Commission 
report. Lancet 2018; 391: 1391–1454.

 2. Stjernswärd J, Foley KM and Ferris FD. The public health 
strategy for palliative care. J Pain Symptom Manage 2007; 
33: 486–493.

 3. Murray SA, Firth A, Schneider N, et al. Promoting palliative 
care in the community: production of the primary palliative 
care toolkit by the European Association of Palliative Care 
Taskforce in primary palliative care. Palliat Med 2015; 29: 
101–111.

 4. Pereira J, Chary S, Faulkner J, et al. Primary-level palliative 
care national capacity: Pallium Canada. BMJ Support Palliat 
Care. Epub ahead of print 27 July 2021. DOI: 10.1136/
bmjspcare-2021-003036.

 5. White KR and Coyne PJ. Nurses’ perceptions of educational 
gaps in delivering end-of-life care. Oncol Nurs Forum 2011; 
38: 711–717.

 6. Osborn R, Moulds D, Schneider EC, et al. Primary care 
physicians in ten countries report challenges caring for 
patients with complex health needs. Health Aff 2015; 34: 
2104–2112.

 7. Carey ML, Zucca AC, Freund MAG, et al. Systematic review 
of barriers and enablers to the delivery of palliative care 
by primary care practitioners. Palliat Med 2019; 33: 1131–
1145.

 8. Thoonsen B, Groot M, Verhagen S, et al. Timely identifica-
tion of palliative patients and anticipatory care planning 
by GPs: practical application of tools and a training pro-
gramme. BMC Palliat Care 2016; 15: 39.

 9. Dowling S, Last J, Finnegan H, et al. How does small group 
continuing medical education (CME) impact on practice for 
rural GPs and their patients, a mixed-methods study. Educ 
Prim Care 2020; 31: 153–161.

 10. Shaw T, Long A, Chopra S, et al. Impact on clinical behavior 
of face-to-face continuing medical education blended with 
online spaced education: a randomized controlled trial. J 
Contin Educ Health Prof 2011; 31: 103–108.

 11. Huang D, Chervoneva I, Babinsky L, et al. Application of 
forcing functions to electronic health records is associ-
ated with improved pain control for patients undergoing 
radiation therapy for bone metastases. Am J Med Qual 
2020; 35: 479–485.

 12. Weston W. Do we pay enough attention to science in medi-
cal education? Can Med Educ J 2018; 9: e109–e114.

 13. Cervero RM and Gaines JK. The impact of CME on physician 
performance and patient health outcomes: an updated 

https://orcid.org/0000-0002-5974-7833


876 Palliative Medicine 36(5)

synthesis of systematic reviews. J Contin Educ Health Prof 
2015; 35: 131–138.

 14. Forsetlund L, Bjørndal A, Rashidian A, et al. Continuing edu-
cation meetings and workshops: effects on professional 
practice and health care outcomes. Cochrane Database 
Syst Rev 2009; 2009: CD003030.

 15. Shershneva MB, Wang M, Lindeman GC, et al. Commitment 
to practice change: an evaluator’s perspective. Eval Health 
Prof 2010; 33: 256–275.

 16. Purkis IE. Commitment for changes: an instrument for eval-
uating CME courses. J Med Educ 1982; 57: 61–63.

 17. Lockyer JM, Fidler H, Ward R, et al. Commitment to change 
statements: a way of understanding how participants use 
information and skills taught in an educational session. J 
Contin Educ Health Prof 2001; 21: 82–89.

 18. White MI, Grzybowski S and Broudo M. Commitment to 
change instrument enhances program planning, imple-
mentation, and evaluation. J Contin Educ Health Prof 2004; 
24: 153–162.

 19. Lowe M, Rappolt S, Jaglal S, et al. The role of reflection 
in implementing learning from continuing education into 
practice. J Contin Educ Health Prof 2007; 27: 143–148.

 20. Armson H, Elmslie T, Roder S, et al. Encouraging reflection 
and change in clinical practice: evolution of a tool. J Contin 
Educ Health Prof 2015; 35: 220–231.

 21. Ratelle JT, Wittich CM, Yu RC, et al. Relationships between 
reflection and behavior change in CME. J Contin Educ 
Health Prof 2017; 37: 161–167.

 22. Dolcourt JL and Zuckerman G. Unanticipated learning out-
comes associated with commitment to change in continu-
ing medical education. J Contin Educ Health Prof 2003; 23: 
173–181.

 23. Lockyer JM, Fidler H, Hogan DB, et al. Assessing outcomes 
through congruence of course objectives and reflective 
work. J Contin Educ Health Prof 2005; 25: 76–86.

 24. Rehring SMA, Steiner JF, Reifler LM, et al. Commitment 
to change statements and actual practice change after a 
continuing medical education intervention. J Contin Educ 
Health Prof 2021; 41: 145–152.

 25. Wakefield J, Herbert CP, Maclure M, et al. Commitment to 
change statements can predict actual change in practice. J 
Contin Educ Health Prof 2003; 23: 81–93.

 26. Pereles L, Lockyer J, Hogan D, et al. Effectiveness of commit-
ment contracts in facilitating change in continuing medical 
education intervention. J Contin Educ Health Prof 1997; 17: 27–
31. https://journals.lww.com/jcehp/Fulltext/1997/17010/
Effectiveness_of_commitment_contracts_in.4.aspx

 27. Mazmanian PE, Daffron SR, Johnson RE, et al. Information 
about barriers to planned change: a randomized con-
trolled trial involving continuing medical education lec-
tures and commitment to change. Acad Med 1998; 73: 
882–886.

 28. Mazmanian PE, Johnson RE, Zhang A, et al. Effects of a sig-
nature on rates of change: a randomized controlled trial 
involving continuing education and the commitment-to-
change model. Acad Med 2001; 76: 642–646.

 29. Overton GK and MacVicar R. Requesting a commitment to 
change: conditions that produce behavioral or attitudinal 
commitment. J Contin Educ Health Prof 2008; 28: 60–66.

 30. Evans JA, Mazmanian PE, Dow AW, et al. Commitment to 
change and assessment of confidence: tools to inform the 
design and evaluation of interprofessional education. J 
Contin Educ Health Prof 2014; 34: 155–163.

 31. Wakefield JG. Commitment to change: exploring its role in 
changing physician behavior through continuing education. 
J Contin Educ Health Prof 2004; 24: 197–204.

 32. Mazmanian PE and Mazmanian PM. Commitment to 
change: theoretical foundations, methods, and outcomes. 
J Contin Educ Health Prof 1999; 19: 200–207. https://jour-
nals.lww.com/jcehp/Fulltext/1999/19040/Commitment_
to_change__Theoretical_foundations,.3.aspx 

 33. Dolcourt J. Commitment to change: a strategy for promot-
ing educational effectiveness. J Contin Educ Health Prof 
2000; 20: 156–163.

 34. Mazmanian PE, Waugh JL and Mazmanian PM. Commitment 
to change: ideational roots, empirical evidence, and ethical 
implications. J Contin Educ Health Prof 1997; 17: 133–140.

 35. Shadd JD, Burge F, Stajduhar KI, et al. Defining and measur-
ing a palliative approach in primary care. Can Fam Physician 
2013; 59: 1149–1150.

 36. Sawatzky R, Porterfield P, Lee J, et al. Conceptual founda-
tions of a palliative approach: a knowledge synthesis. BMC 
Palliat Care 2016; 15: 5.

 37. Pereira J, Chary S, Moat JB, et al. Pallium Canada’s curricu-
lum development model: a framework to support large-
scale courseware development and deployment. J Palliat 
Med 2020; 23: 759–766.

 38. Pereira J, Giddings G, Sauls R, et al. Navigating design 
options for large-scale interprofessional continuing pallia-
tive education: Pallium Canada’s experience. Palliat Med 
Rep 2021; 2(1): 226–236.

 39. Vaismoradi M, Turunen H and Bondas T. Content analy-
sis and thematic analysis: implications for conducting a 
qualitative descriptive study. Nurs Health Sci 2013; 15: 
398–405.

 40. Buetow S. Thematic analysis and its reconceptualization as 
‘saliency analysis’. J Health Serv Res Policy 2010; 15: 123–125.

 41. Pope C. Qualitative research in health care: analysing quali-
tative data. BMJ 2000; 320: 114–116.

 42. White DE, Oelke ND and Friesen S. Management of a large 
qualitative data set: establishing trustworthiness of the 
data. Int J Qual Methods 2012; 11: 244–258.

 43. Thurston WE, Cove L and Meadows LM. Methodological 
congruence in complex and collaborative mixed method 
studies. Int J Mult Res Approaches 2008; 2: 2–14.

 44. Bradley EH, Curry LA and Devers KJ. Qualitative data 
analysis for health services research: developing tax-
onomy, themes, and theory. Health Serv Res 2007; 42: 
1758–1772.

 45. Goodrick D and Rogers PJ. Qualitative data analysis. In: 
Newcomer KE, Hatry HP and Wholey JS (eds) Handbook of 
practical program evaluation. 4th ed. Hoboken, NJ: Wiley 
Blackwell, 2015, pp.561–595.

 46. Armson H, Elmslie T, Roder S, et al. Is the cognitive com-
plexity of commitment-to-change statements associ-
ated with change in clinical practice? An application of 
Bloom’s Taxonomy. J Contin Educ Health Prof 2015; 35: 
166–175.

https://journals.lww.com/jcehp/Fulltext/1997/17010/Effectiveness_of_commitment_contracts_in.4.aspx
https://journals.lww.com/jcehp/Fulltext/1997/17010/Effectiveness_of_commitment_contracts_in.4.aspx
https://journals.lww.com/jcehp/Fulltext/1999/19040/Commitment_to_change__Theoretical_foundations,.3.aspx
https://journals.lww.com/jcehp/Fulltext/1999/19040/Commitment_to_change__Theoretical_foundations,.3.aspx
https://journals.lww.com/jcehp/Fulltext/1999/19040/Commitment_to_change__Theoretical_foundations,.3.aspx


Pereira et al. 877

 47. Christofilos V, DeMatteo D and Penciner R. Outcomes of 
commitment to change statements after an interprofes-
sional faculty development program. J Interprof Care 2015; 
29: 273–275.

 48. Adams SG, Pitts J, Wynne J, et al. Effect of a primary care 
continuing education program on clinical practice of 
chronic obstructive pulmonary disease: translating theory 
into practice. Mayo Clin Proc 2012; 87: 862–870.

 49. Price DW, Miller EK, Rahm AK, et al. Assessment of barri-
ers to changing practice as CME outcomes. J Contin Educ 
Health Prof 2010; 30: 237–245.

 50. Beck I, Törnquist A and Edberg A-K. Nurse assistants’ 
experience of an intervention focused on a palliative care 
approach for older people in residential care. Int J Older 
People Nurs 2014; 9: 140–150.

 51. Friedrichsen M, Heedman P-A, Åstradsson E, et al. Does a 
half-day course about palliative care matter? A quantita-
tive and qualitative evaluation among health care practi-
tioners. J Palliat Med 2013; 16: 496–501.

 52. Price S, Doucet S and Hall LM. The historical social position-
ing of nursing and medicine: implications for career choice, 
early socialization and interprofessional collaboration. J 
Interprof Care 2014; 28: 103–109.

 53. Davis DA, Mazmanian PE, Fordis M, et al. Accuracy of physician 
self-assessment compared with observed measures of compe-
tence: a systematic review. JAMA 2006; 296: 1094–1102.

 54. Williams BW, Kessler HA and Williams MV. Relationship 
among knowledge acquisition, motivation to change, and 
self-efficacy in CME participants. J Contin Educ Health Prof 
2015; 35(Suppl. 1): S13–S21.

 55. Lowe M, Hebert D and Rappolt S. ABCs of CTCs: an intro-
duction to commitments to change. Occup Ther Now 2009; 
11: 20–23.

 56. Curry L and Purkis IE. Validity of self-reports of behavior 
changes by participants after a CME course. J Med Educ 
1986; 61: 579–584.

 57. Greenhalgh T and Papoutsi C. Spreading and scaling up 
innovation and improvement. BMJ 2019; 365: I2068.

 58. Habermann R, Butts N, Powers J, et al. Physician behavior 
changes following CME on the prospective payment sys-
tem in long-term care: a pilot study. J Am Med Dir Assoc 
2002; 3: 12–15.

 59. Evans JM, Mackinnon M, Pereira J, et al. Building capacity 
for palliative care delivery in primary care settings: mixed-
methods evaluation of the INTEGRATE Project. Can Fam 
Physician 2021; 67: 270–278.

 60. Moore DEJ, Green JS and Gallis HA. Achieving desired 
results and improved outcomes: integrating planning and 
assessment throughout learning activities. J Contin Educ 
Health Prof 2009; 29: 1–15.

 61. Moreau KA. Has the new Kirkpatrick generation built a bet-
ter hammer for our evaluation toolbox? Med Teach 2017; 
39: 999–1001.

 62. Gillan C, Lovrics E, Halpern E, et al. The evaluation of learner 
outcomes in interprofessional continuing education: a lit-
erature review and an analysis of survey instruments. Med 
Teach 2011; 33: e461–e470.

 63. Hammick M, Freeth D, Koppel I, et al. A best evidence sys-
tematic review of interprofessional education: BEME Guide 
no. 9. Med Teach 2007; 29: 735–751.


