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ABSTRACT

OBJECTIVE To assess challenges in providing palliative care in long-term care (LTC) facilities from the 
perspective of medical directors.

DESIGN Cross-sectional mailed survey. A questionnaire was developed, reviewed, pilot-tested, and sent 
to 450 medical directors representing 531 LTC facilities. Responses were rated on 2 different 5-point 
scales. Descriptive analyses were conducted on all responses.

SETTING All licensed LTC facilities in Ontario with designated medical directors.

PARTICIPANTS Medical directors in the facilities.

MAIN OUTCOME MEASURES Demographic and practice characteristics of physicians and facilities, 
importance of potential barriers to providing palliative care, strategies that could be helpful in providing 
palliative care, and the kind of training in palliative care respondents had received.

RESULTS Two hundred seventy-fi ve medical directors (61%) representing 302 LTC facilities (57%) 
responded to the survey. Potential barriers to providing palliative care were clustered into 3 groups: 
facility staff’s capacity to provide palliative care, education and support, and the need for external 
resources. Two thirds of respondents (67.1%) reported that inadequate staffi ng in their facilities 
was an important barrier to providing palliative care. Other barriers included inadequate fi nancial 
reimbursement from the Ontario Health Insurance Program (58.5%), the heavy time commitment 
required (47.3%), and the lack of equipment in facilities (42.5%). No statistically signifi cant relationship 
was found between geographic location or profi t status of facilities and barriers to providing palliative 
care. Strategies respondents would use to improve provision of palliative care included continuing 
medical education (80.0%), protocols for assessing and monitoring pain (77.7%), fi nding ways to 
increase fi nancial reimbursement for managing palliative care residents (72.1%), providing educational 
material for facility staff (70.7%), and providing practice guidelines related to assessing and managing 
palliative care patients (67.8%).

CONCLUSION Medical directors in our study reported that their LTC facilities were inadequately staffed 
and lacked equipment. The study also highlighted the specialized role of medical directors, who 
identifi ed continuing medical education as a key 
strategy for improving provision of palliative care. EDITOR’S KEY POINTS

• Medical directors of long-term care facilities, usually family physi-
cians, increasingly face problems in providing palliative care as more 
and more residents die in facilities rather than in hospitals.

• This survey of medical directors in Ontario highlighted barriers to 
providing palliative care that included inadequate facility staffi  ng 
and staff ’s lack of training in palliative care, directors’ own lack of 
knowledge or opportunity to obtain consultation, and the inad-
equate fee schedule given the heavy time commitments required for 
palliative care.

• Medical directors suggested better training for themselves and their 
staff  in palliative care, practice guidelines that would be available 
as resources, and better access to specialist consultation as ways to 
improve palliative care.
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Older adults are more frequently dying in long-term 
care (LTC) facilities.1,2 As a result, health care pro-
viders working in LTC facilities are increasingly 

challenged by the complex decisions associated with car-
ing for dying residents. Results of studies indicate that the 
care provided to dying LTC residents is inadequate,3,4 that 
pain and symptoms are managed poorly,5-8 that communi-
cation among service providers and with family members 
is poor,9,10 that there are unnecessary hospitalizations,6,11 
and that caregivers need better education.12-15

Medical practice in LTC facilities is different from 
that in other practice locations. These facilities rely on 
community-based attending physicians to provide medi-
cal care to LTC residents. While attention must be directed 
to acute problems and chronic disabilities, dementia and 
associated behavioural issues must also be managed. 
Also, medical care is provided within a regulatory, insti-
tutional, and reimbursement environment where attend-
ing physicians are expected to collaborate with facility 
staff and families to integrate the approach to care.5,16-21

Physicians are challenged to integrate and balance 
palliative care with chronic and acute care. Attending 
physicians are responsible for coordinating residents’ 
care, anticipating problems that might lie ahead, and pro-
viding possible solutions for coping with these problems. 
Physicians draw from their own experience as well as 
from the experience of residents, their families, and facil-
ity staff. A coordinating nurse and an attending physician 
form the core team in caring for a dying resident.5,16,18,19,22

In Ontario, LTC facilities provide care and services to 
patients whose needs cannot be met in the community. 
Facilities are designed for people who need on-site, 24-
hour nursing services and daily personal assistance and 
who could be at risk of harm in their current homes. 
The provincial government pays for physician, nursing, 
and personal care services; residents pay their accom-
modation costs. There are both for-profit and non-profit 
LTC facilities.

Medical directors are responsible for monitoring 
and evaluating the medical care and services provided 
in facilities and for taking action when standards are 
not met. They also provide advice to administrators in 
the areas of developing, implementing, and evaluat-
ing services and policies. Medical directors are usu-
ally also directly responsible for primary care of some 
residents.23

Little is understood about the perspective of physi-
cians who care for dying patients in LTC facilities.10,24,25 
Published research has identified the difficulty physi-
cians have in interpreting changes in residents’ sta-
tus and determining when the goals of care should be 
shifted to emphasize palliation.25 The purpose of this 
study was to assess challenges in caring for dying resi-
dents in LTC facilities from the perspective of medical 
directors. The study also elicited strategies to assist 
medical directors in providing palliative care. This study 
is the only one that has attempted to undertake a large-
scale survey on this issue and is the first such survey to 
be conducted in Canada.

METHOD

Design and participants
All licensed LTC facilities in Ontario with a designated 
medical director were considered eligible to participate 
in the cross-sectional mailed survey. Five hundred thirty-
one facilities were determined to be eligible, and 450 
physicians were identified as medical directors of these 
facilities (386 physicians were medical directors of 1 
facility, 51 of 2 facilities, and 13 of 3 or more facilities).

Survey questionnaire
Development of the survey questionnaire followed 
accepted questionnaire construction procedures.26 A lit-
erature review provided initial direction on development 
of items for the survey. Experts on end-of-life care and 
LTC reviewed various drafts of the questionnaire, which 
was then pilot-tested on a sample of medical directors 
and senior administrators working in LTC facilities.

Information was collected on respondents’ demo-
graphic and practice characteristics, the importance of 
potential barriers to providing palliative care, strategies 
that medical directors would use in providing palliative 
care, and training respondents had received in palliative 
care. Open-ended questions also solicited comments in 
which respondents could identify challenges and sug-
gest ways to improve care of dying residents in ways not 
listed in the questionnaire.

Procedure
The Ontario Ministry of Health and Long-Term Care 
provided a list of licensed LTC facilities. Information 
included facility address, name of the medical director, 
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number of beds, profi t status, and whether the facility 
belonged to a multifacility organization.

Implementation of the survey included up to 5 mail-
ings. Medical directors were sent a package containing 
a cover letter, the questionnaire, and a business reply 
envelope. As some medical directors had responsibilities 
in more than 1 LTC facility, respondents were asked to 
complete the survey in reference to the facility to which 
the questionnaire was addressed.

Analysis
Responses to questions that asked participants to 
select one response on a 5-point scale (1—not at all 
important, 2—not very important, 3—neutral, 4—fairly 
important, 5—very important) were collapsed into 
2 meaningful categories. For example, responses to 
questions on potential barriers to providing palliative 
care that indicated barriers were “fairly important” or 

“very important” were coded as “important”; all other 
responses were coded “not important” by default. For 
responses rated on the other 5-point scale (1—not at 
all likely, 2—not very likely, 3—neutral, 4—fairly likely, 
5—very likely), which was used for statements about 
using strategies to improve provision of palliative care, 
responses indicating “fairly likely” or “very likely” were 
coded as “likely,” and all other responses were coded 

“not likely” by default. Descriptive analyses were con-
ducted on all responses.

Principal component analysis was used to identify 
meaningful groupings of potential barriers to provid-
ing palliative care. Because it was possible that certain 
facility variables could infl uence the importance of bar-
riers to providing palliative care, the study examined the 
association of geographic location (urban, rural) and 
profi t status (for profi t, non-profi t) with potential barri-
ers. The Student t test was used to analyze the relation-
ship of these facility variables to each potential barrier 
to providing palliative care. The Ethics Review Board of 
the Faculty of Health Sciences at McMaster University in 
Hamilton, Ont, approved the study.

RESULTS

Respondent and practice characteristics
We received completed questionnaires from 275 med-
ical directors (61.1% of all eligible medical directors) 
representing 302 facilities (56.9% of the LTC facilities 
in Ontario). Some medical directors were involved in 
more than 1 facility. Accordingly, we present the char-
acteristics of each respondent (N = 275) and each facility 
(N = 302) (Table 1).

Most medical directors (61.6%) reported that they 
provided palliative care at least weekly. Relative 
to other care issues in their facility (eg, behaviour 

management, respiratory infections) respondents 
reported that palliative care was either a very (53.6%) 
or fairly (33.8%) important practice issue.

Barriers to providing palliative care
Principal component analysis clustered potential 
barriers into 3 groups: facility staff’s capacity to pro-
vide palliative care, education and support, and the 
need for external resources. Table 2 shows the bar-
riers associated with each of the 3 groups and the 
percentage of respondents who reported the barrier 
as either fairly or very important. Most respondents 
(67.1%) reported that inadequate staffing in their 
facilities was a barrier to providing palliative care. 

Table 1. Characteristics of medical directors and long-term care 
facilities
CHARACTERISTICS                N (%)

RESPONDENTS (N = 275)*
Sex

  • Male  242 (89.0)

  • Female 30 (11.0)

Practice type

  • Solo 118 (43.2)

  • Group 135 (49.5)

  • Other 20 (7.3)

Reimbursement

  • Fee-for-service 219 (80.2)

  • Other 54 (19.9)

No. of facilities under direction

  • 1 228 (82.9)

  • 2 39 (14.2)

  • 3 or more 8 (2.9)

FACILITIES (N = 302)*

Geographic location

  • Urban 180 (60)

  • Rural 120 (40)

No. of beds

  • Fewer than 100 149 (49.3)

  • 100-199 113 (37.4)

  • 200 or more 40 (13.3)

Profi t status

  • Profi t 164 (54.3)

  • Non-profi t 138 (45.7)

Part of a multi-facility chain

  • Yes 78 (25.8)

  • No 224 (74.2)

Residents for whom medical director is responsible for primary care

  • 0-24 31 (10.3)

  • 25-49 69 (23.0)

  • 50-74 84 (28.0)

  • 75-100 116 (38.7)
*N varies owing to missing data.
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This was followed by inadequate financial reimburse-
ment from the Ontario Health Insurance Program 
to provide palliative care to residents (58.5%), the 
heavy time commitment required for providing pal-
liative care (47.3%), and the availability of equip-
ment in facilities (42.5%). Student t tests revealed 
no statistically significant relationship between geo-
graphic location or profit status and potential barri-
ers to providing palliative care.

Strategies for providing palliative care
Table 3 shows, in order of medical directors’ preference, 
potential strategies for improving palliative care. The 

most highly rated strategy was provision of continuing 
medical education on palliative care (80.0%). This was 
followed by the use of pain assessment and monitoring 
protocols (77.7%), the need to improve fi nancial reim-
bursement for managing palliative care residents (72.1%), 
written educational material for the facility (70.7%), and 
practice guidelines for assessing and managing pallia-
tive care in the facility (67.8%).

Training for palliative care
Most respondents (90.7%) agreed that their undergradu-
ate medical education did not give them adequate train-
ing in palliative care. Most respondents (90.7%) reported 
that they attended continuing medical education events 
to develop skills in palliative care. Alternate sources of 
information on palliative care were reading journal arti-
cles and discussions with colleagues. When asked how 
confi dent they were in assessing and managing pain in 
palliative care, only 28.9% (n = 85) reported being very 
confident, 66.7% (n = 196) reported being fairly confi-
dent, 2.7% (n = 8) reported being neutral, and 1.7% (n = 5) 
reported being not at all confi dent.

DISCUSSION

In our study, most medical directors reported that palli-
ative care was an important practice issue in their facili-
ties. Currently, residents are admitted into LTC facilities 
with limited life expectancy where the overall mortal-
ity rate is 20% to 25% each year.2 There is also a grow-
ing preference among residents to remain in facilities 
to die rather than be transferred to hospitals. These 
changes in LTC facilities demand complex management 
of residents.

Medical directors identifi ed the most important bar-
rier to providing palliative care as inadequate staffi ng 
in their facilities. Many clinicians, researchers, and 
consumer groups consider current standard staffi ng 
levels in North American LTC facilities to be inade-
quate to ensure high-quality care.27-29 Recognizing this 
concern, a recent Institute of Medicine report recom-
mended that staffi ng levels be raised and adjusted in 
accordance with the case mix of residents.27 Many 
respondents (42.5%) also reported a lack of equipment 
in the facility as a barrier to provision of palliative care. 
Further investigation is warranted to identify the type 
of equipment needed to provide palliative care in LTC 
facilities.

Survey respondents reported that providing palliative 
care to dying residents required a heavy time commit-
ment that was not recognized in their remuneration for 
medical practice. Both the Ontario Medical Association30

and the College of Family Physicians of Canada31 have 
recognized concerns about family physicians’ remu-
neration. Adequate reimbursement for medical practice 

Table 2. Barriers to providing palliative care in long-term care 
facilities: N = 302.*

POTENTIAL BARRIERS

NO. OF FACILITIES 
WHERE BARRIER WAS 

MENTIONED (%)

CAPACITY OF STAFF TO PROVIDE PALLIATIVE CARE

Inadequate staffi  ng levels (nurses and health care 
aides) in facility

200 (67.1)

Lack of pain assessment and management skills of 
staff 

117 (39.1)

Lack of consensus in facility about what constitutes 
palliative care

  86 (28.8)

Staff ’s lack of knowledge and skills for providing care 
for dying residents

  79 (26.4)

Lack of support for interdisciplinary health care teams 
in facility

  76 (25.7)

Lack of access to appropriate pain- and symptom- 
relieving drugs

  64 (21.4)

Lack of communication with staff  concerning residents’ 
status

  59 (19.9)

EDUCATION AND SUPPORT

Lack of pain assessment and monitoring protocols 101 (33.9)

Lack of access to specialist palliative care consultation 
support

  95 (31.8)

Lack of practice guidelines related to assessing and 
managing palliative patients

  76 (25.7)

Lack of knowledge and specialized skills in palliative 
care

  69 (23.1)

Lack of access to literature on palliative care   58 (19.4 )

NEED FOR EXTERNAL RESOURCES

Inadequate Ontario Health Insurance Plan fee structure 
for amount of time required to manage palliative care 
in long-term care setting

175 (58.5)

Heavy time commitment required for providing 
palliative care to residents

142 (47.3)

Lack of equipment (eg, pain pumps) in facility 127 (42.5)

Lack of access to hospital admission when needed   79 (26.4)

*N varies owing to missing data.
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is viewed as having serious implications for recruitment 
and retention of physicians in family medicine and has 
been identifi ed as a priority issue for primary care.31

The most highly rated strategies that medical direc-
tors reported they would use to improve care of the dying 
were of an educational nature. While continuing educa-
tion is considered an important way to improve quality 
of care in LTC facilities, the effectiveness of continuing 
education to improve quality is unproven. The authors of 
a recent systematic review that focused on LTC continu-
ing education programs found very little rigour in evalu-
ation of these programs.32 There is a strong need for well 
designed studies to evaluate the effectiveness of continu-
ing education for attending physicians to improve end-of-
life care in Canadian LTC settings.

Limitations
Medical directors have a different role from other physi-
cians who work in LTC facilities. Thus, generalizing our 
fi ndings beyond our surveyed group must be done with 
caution. A potential limitation of the study is a response 
rate to our survey lower than desired. This said, the fi nd-
ings of this study have identifi ed salient issues that con-
cern medical directors caring for dying residents in LTC 
facilities.

Conclusion
Medical directors in our study identifi ed palliative care 
as an important practice issue that represents complex 
management in an environment with inadequate staff 
and equipment. The study also highlighted the special-
ized role of medical directors who identifi ed continuing 
education as a key strategy for improving their ability to 
provide palliative care in their facilities. 
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