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Abstract 

Background  Palliative care needs rounds have been introduced to improve palliative and end-of-life care in resi-
dential aged care homes. As part of the Australian Government initiative ‘Comprehensive Palliative Care in Aged Care 
Measure’, needs rounds have been trialled in seven metropolitan and fifteen regional/rural aged care homes in South 
Australia. This qualitative study examined stakeholders’ perspectives about potential values and factors that facilitate 
or hinder the implementation and sustainability of needs rounds.

Methods  A qualitative approach was employed by using individual interviews and focus groups. Semi-structured 
interviews (n = 13) were conducted with executives, project team members and staff from both sites. Additionally, 
four focus groups were facilitated in regional/rural sites (n = 10) to further unpack specific elements of needs rounds’ 
model that were tailored based on their needs. The interview and focus group data were recorded and transcribed 
verbatim. The transcripts were transferred into the qualitative data management software NVivo (version 14) for cod-
ing and analysis. Guided by a coding framework, thematic analysis was undertaken.

Results  Participants found palliative care needs rounds valuable in providing a structured approach to improving 
palliative care planning and enhancing workforce knowledge and confidence in identifying and managing care 
towards the end of life. Access to telehealth facilitated needs rounds participation, especially in regional/rural areas. 
Comparing the nurse practitioner with the medical consultant led needs rounds revealed that there is no ‘one size 
fits all’ approach with advantages and disadvantages for each model. Successful implementation of such a model 
depends on the context within which needs rounds are implemented such as organisational needs, capacity 
and infrastructure, geography, and resources. Organisational commitment to palliative care, preparedness for change, 
strong leadership and financial support, and access to online platforms were noted as key factors enabling successful 
implementation of needs rounds.

Conclusions  Palliative care needs rounds can contribute to improving organisational culture and workforce knowl-
edge in palliative and end-of-life care. Policy commitment and financial support to adopt and tailor palliative care 
needs rounds that meet local needs are highly recommended.
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Background
The share of population over 60 years of age is increas-
ing worldwide and is predicted to almost double from 
12% in 2015 to 22% in 2050 [1]. As with many other 
developed countries, Australia’s population is also age-
ing. Between 2000 and 2020, the proportion of the Aus-
tralian population aged 65 years and over increased from 
12.4% to 16.3%, and by 2066, this percentage is projected 
to be approximately 23% [2]. This has led to an increas-
ing number of older people living and dying in residen-
tial aged care homes. Over a time period of 10 years 
(2011–2021), the number of Australian people who used 
aged care homes permanently increased from 165,000 to 
184,000, an increase of almost 11% [3]. This increase was 
greater (15%) among those aged 85 years and older [3] 
who are more likely to have multiple health conditions, 
moving towards end-of-life stage, and utilise healthcare 
services. For example, a study of transfer to the hospi-
tal emergency department during 2009–2013 revealed a 
fourfold greater percentage of older people in the aged 
care group than in those living in the community [4]. 
These figures highlight an urgent need to focus on resi-
dential aged care homes as a priority setting for designing 
and delivering palliative and end-of-life care models to 
prevent avoidable hospital transfers and improve quality 
of life and death for this population group.

In Australia, improving palliative and end-of-life care 
in aged care has been emphasised in national and juris-
dictional policies and strategic plans. The final report of 
the Australian Royal Commission into Aged Care Quality 
and Safety highlighted the need for improved palliative 
care in aged care homes, including better distribution 
and training of the workforce, access to specialist pal-
liative care staff, improved integration between aged and 
health care systems as well as primary and specialist pal-
liative care services, and stronger engagement with resi-
dents and families [5].

Aged care system in Australia provides a range of gov-
ernment subsidised care and support services for older 
Australians at home or in residential aged care homes 
[3]. This includes care provided by nursing staff who are 
employed by the residential aged care homes, as well as 
services provided by general practitioners, medical con-
sultants, pharmacists and allied health professionals who 
regularly visit the aged care home. Standards, tools and 
guidelines have been developed to monitor the quality of 
care services in aged care including palliative care [6].

Initiatives have been developed and trialled to improve 
palliative care in aged care, for example; palliative and 
end-of-life care training for the aged care workforce, 
outreach specialist care, and advance care planning [7]. 
End of Life Directions for Aged Care (ELDAC) pro-
ject supported by the Australian government, provides 

online training toolkits and information to support pal-
liative care [8]. However, palliative care training is not 
routinely provided to all care staff and depends on the 
resources available and access to specialist palliative care 
workforce. Palliative care needs rounds model (here-
after referred to as needs rounds) is an evidence-based 
approach that has been tested in Australia. The original 
model of needs rounds, as implemented in the Austral-
ian Capital Territory (ACT), involved monthly hour-long 
triage meetings led by a palliative care nurse practitioner 
or specialist palliative care nurse to identify residents 
at greater risk of dying and to plan and monitor pallia-
tive care for them [9]. Checklists have been developed to 
guide aged care staff in identifying residents at risk and 
prioritising areas for discussion and action. Evaluation of 
this model revealed a reduction in hospitalisation rates 
and length of hospital stays among residents, an increase 
in staff capability and confidence in planning and man-
aging palliative and end-of-life issues, and improvement 
in the quality of death and dying [10, 11]. The Australian 
needs rounds model has been adopted in other countries, 
such as the UK, where researchers codesigned and imple-
mented a scalable model that could meet their specific 
contextual needs [12].

Palliative care needs rounds in South Australian aged care 
homes
The Comprehensive Palliative Care in Aged Care Meas-
ure is an initiative by the Australian Government (2019–
2024) aiming to improve palliative care for older people 
living in aged care homes. Cost-sharing between federal 
and state governments encouraged buy-in and commit-
ment, with each jurisdiction customising their trial of 
palliative care models. The South Australian government 
undertook scoping activities to inform, identify and pri-
oritise models of palliative care [13, 14]. Needs rounds 
were identified as one key element of a pilot project 
called ‘Hospice in Residential Aged Care’. The project was 
implemented at two South Australian sites: 1) a not-for-
profit aged care provider (seven facilities in metropolitan 
areas with a total of 744 aged care beds); and 2) publicly 
funded facilities in regional/rural South Australia (fifteen 
facilities with a total of 573 aged care beds).

Between 2021 and 2022, monthly needs round meet-
ings—a new intervention for all project sites—were held 
face-to-face or online. The composition and facilitation 
of these needs rounds differed between the two sites. In 
metropolitan sites, needs rounds were led by a pallia-
tive care nurse practitioner and attended by a specialist 
palliative care nurse and other senior nurses and clinical 
leaders. In regional/rural sites, needs rounds were led by 
a palliative medical consultant and attended by senior 
nursing staff, general practitioners and pharmacists. Both 
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sites used similar referral checklists to identify residents 
at high risk and those in need of palliative care.

The evaluation of needs rounds in participating sites 
was commissioned by the South Australian Department 
for Health and Wellbeing and aimed to:

–	 examine the perspectives of aged care staff about 
benefits of needs rounds and their potential contri-
bution to better residents’ outcomes;

–	 explore factors that enable or hinder the successful 
implementation of needs rounds;

–	 compare needs rounds implementation and facilita-
tion processes in metropolitan versus regional/rural 
sites; and

–	 examine issues around the sustainability and trans-
ferability of needs rounds.

Methods
We employed a qualitative methodology for a deeper 
understanding of participants’ perspectives, needs 
rounds’ processes and perceived outcomes. Qualitative 
data were collected through individual interviews and 
focus group discussions with stakeholders. Semi-struc-
tured interviews were conducted with executives, project 
team members and nursing staff from both sites (n = 13). 
In regional/rural sites, four focus groups were facilitated 
by the research team and attended by those who were 
involved in needs rounds including site managers, sen-
ior nurses, general practitioners and pharmacists (n = 10) 
to further unpack specific elements of the needs rounds’ 
model that were tailored based on their needs.

The interviews and focus groups were conducted (face-
to-face or online) between September and November 
2022. An interview guide was developed by the research 
team and discussed in meetings that were held monthly 
with the South Australian Department for Health and 
Wellbeing and the project sites. With assistance from 
the project teams, an invitation along with a participant 
information sheet and consent form were sent to those 
who were involved in needs rounds in each aged care 
home. Participants contacted the researcher (first author) 
if they were willing to participate. Focus groups were 
organised at a time convenient to all participants.

The interview and focus group data were recorded and 
transcribed verbatim. The transcripts were transferred 
into the qualitative data management software NVivo 
(version 14) for coding and analysis. Guided by a cod-
ing framework, thematic analysis was used. We used a 
hybrid approach using deductive and inductive analy-
sis processes [15]. It involved codes developed deduc-
tively from the research questions and the literature and 
the generation of additional themes from the interview 
and focus group data during the inductive analysis. The 

coding framework and emerging themes were regularly 
discussed and revised by the research team to reach con-
sensus. Ethics approval was sought and granted by the 
Flinders University Human Research Ethics Committee 
(project number 5252).

Results
Sections below present the implementation process of 
needs rounds and participants’ views about tools they 
used to identify residents, facilitation of needs rounds, 
documentation of action plans and follow ups. It also 
presents perceived values of needs rounds and factors 
that enabled or hindered the successful implementation 
of needs rounds model.

Implementation of needs rounds
The implementation of needs rounds involved premeet-
ing activities to identify residents in need, facilitation and 
discussions during the meeting, as well as documentation 
and care monitoring afterward (Fig. 1).

Identification of residents at high risk
A referral checklist, previously developed by Forbat 
et al. [16], was used by senior nurses prior to the meet-
ings. Most participants felt that the checklist was valu-
able in helping them identify those who could benefit 
from further discussion about palliative care support. It 
also prompted a discussion between members of the care 
team about residents at higher risk.

We’ve got a referral form which we complete, which 
has got information about diagnosis and medical 
conditions, and what the concerns are and why we’ve 
referred, which is helpful. (nurse, regional site)
I’ve received this notification and checklist this 
morning about the meeting coming up in relation to 
the next round. So, I’ve touched base with other staff, 
and we’ve workshopped through our residents to 
see if there’s anybody there that’s deteriorating and 
might look like they’re heading towards a palliative 
phase. We go through our list of residents and just 
make sure that there’s anyone there that we might 
want to capture and discuss to be able to provide 
better care to them. (nurse manager, regional site)

An area for further improvement that was noted by 
some participants was related to better communication 
and information sharing prior to needs rounds particu-
larly with visiting professionals including general prac-
titioners and pharmacists who are not familiar with the 
residents.

The idea was that a list of patients would be sent out 
to everyone. I never got a list of patients whom we 
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were going to speak about. So, it was very hard from 
a pharmacy point of view to follow who we were 
talking about without actually having a chart in 
front of me to see what was prescribed. (pharmacist, 
regional site)

There was also inconsistency across sites in the under-
standing of palliative versus end-of-life stages. While 
some participants talked about selecting residents who 
were ‘heading towards a palliative phase’ and ‘dete-
riorating in the last month’, other sites took a broader 
approach, including residents with longer-term projec-
tion towards the end of life.

When I look at palliation, I probably look at the last 
few weeks of life… It is around the care when they’re 
actually passing that we’re looking at and maintain-
ing their comfort and dignity and all those aspects of 
palliative care. (nurse, metropolitan site)

Facilitation of needs rounds
The two sites undertook different approaches to needs 
rounds facilitation. This provided an opportunity to col-
lect stakeholders’ perspectives in relation to nurse prac-
titioner-led model used in metropolitan sites versus the 
medically led model in regional/rural sites.

Participants commented on the pros and cons of each 
model. Staff at regional/rural sites found a great benefit 
from having a palliative care medical consultant on board 
who provided specialised medical ‘knowledge’, ‘confi-
dence’ and ‘credential’.

It would provide a great deal of reassurance to the 
general practitioners that they have had an opinion 
from a specialist palliative care consultant. I think it 
is very valuable. (nurse, regional site)

From a pharmacist perspective, general practitioners 
were more likely to take on board the medication recom-
mendations when they came from the medical consultant 
rather than a pharmacist.

As a pharmacist, when I put through the suggestions, 
some of the suggestions are not being actioned…some 
doctors just stick to their approaches once they pick 
up certain things and they do not review certain 
medications. However, with input from the specialist 
consultant, you get them to think about what can be 
done better. (pharmacist, regional site)

One executive member of the regional team also noted:

I think the key success of our program is that we have 
invested in the medical field. Doctors listen to doc-
tors.

However, a few participants raised concerns about the 
clinical and medical dominance of needs rounds when 
led by medical practitioners.

There is a strong focus on medications. We’re not 
really triaging what needs to happen for the whole 
package; we’re looking at more of the clinical aspects 
of that person’s care… Needs rounds here are very 
much more formal, I guess. (nurse, regional site)

On the other hand, nurse practitioner-led needs rounds 
were found to be useful for addressing power hierarchies 
and enhancing interactions and contributions from nurs-
ing staff.

The great advantage of the nurse-led model is that 
we are engaging directly with the senior nursing staff 
in the facilities, and I guess it is a very safe environ-
ment for them to talk about their concerns about 

Fig. 1  Needs Rounds implementation and follow-up processes
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residents who may be approaching end of life… when 
doctors are involved, nursing staff may not feel as 
confident in raising questions and exploring ideas 
for fear of looking stupid. (nurse, metropolitan site)

Access to experienced palliative care nurses prior to the 
project and pre-existing relationships with general prac-
titioners at metropolitan sites were seen as factors that, 
despite the absence of a medical consultant, resulted in 
general practitioners being more receptive to recommen-
dations from needs rounds.

I think overwhelmingly, it has been positive that we 
have the nurse practitioners here who have devel-
oped truly good relationships with most of the gen-
eral practitioners and that they are usually very 
receptive to our suggestions. (nurse, metropolitan 
facility)

The key point raised in comparing the two models was 
related to sustainability and transferability issues. The 
nurse practitioner model was felt to be more sustainable. 
The affordability of engaging with palliative care medi-
cal consultants and their access particularly in rural and 
regional areas to lead needs rounds beyond the life of the 
pilot project was a concern.

Whether the respective governments, either Com-
monwealth or state, will continue to fund it [pallia-
tive care medical consultant] and expand it I guess 
remains to be seen. It looks like an expensive model, 
but I think that this program has proven to be quite 
cost-effective using palliative care consultant. (pro-
ject team member, regional site)

Furthermore, the monetary incentive provided to gen-
eral practitioners to attend the needs rounds was seen as 
a major enabler and that the ending of financial incentive 
will negatively impact the project roll out and sustainabil-
ity in the future.

I worry about the sustainability of it. We are get-
ting general practitioners along from some sites, and 
that is fantastic, and that is partly because there is 
a financial incentive for them to do that, and partly 
because they have an interest. However, beyond the 
scope of the project, I do not know how much buy-in 
we will get from them in that way. (nurse, regional 
site)

A few participants raised issues around equity and 
access to palliative care physicians in regional/rural areas 
as a broader system barrier requiring political and policy 
commitment, consideration, and investment.

I don’t really know whether you continue with the 
specialist palliative medicine input, which is very 

valuable, but it would need to be available for all 
of our facilities in regional and remote areas. There 
is such inequity in access to palliative care medical 
practitioners in regional South Australia. (nurse, 
regional facility)

Documentation and information sharing
Discussions and action plans from needs rounds were 
recorded using action sheets that were completed by sen-
ior nurses and clinical reports that were prepared by the 
medical consultant for sharing with general practition-
ers. Some participants felt the need for further improve-
ment in the documentation of needs rounds notes and 
action plans into the existing digital clinical systems that 
in turn facilitates access to information for other staff 
in the facility. While clinical systems in some aged care 
homes allowed the broader staff to access notes and rec-
ommendations, other sites had no structure in place to 
document and share needs rounds information with staff.

It does concern me that after the needs rounds [our 
general practitioner] visit the patient, that’s it. He 
doesn’t really document anything in [the clinical 
system]. I guess from an accreditation perspective, if 
they came along and wondered why someone’s medi-
cations changed, we don’t have the evidence other 
than a few times I’ve received a report from [medi-
cal consultant], and I’ve uploaded it to their notes… 
I think occasionally [general practitioner] might 
quickly document something, but it’s not consistent. 
(nurse unit manager, regional facility)

Perceived values of needs rounds
A majority of interview and focus group participants 
found the model feasible and valuable in providing a 
more structured approach to identifying residents at 
higher risk and discussing palliative care issues. Further-
more, it was viewed as an opportunity to enhance pal-
liative care capability and skills among staff. None of the 
participants had prior experience with needs rounds and 
felt that needs rounds are ‘very positive’, ‘respectful’, ‘truly 
beneficial’, and ‘professionally run’.

Comments from participants provided insight into how 
needs rounds can contribute to the organisational pallia-
tive care culture and capacity, the knowledge of aged care 
staff and the care quality of residents and their families.

The educational value of needs rounds was frequently 
noted. The interview and focus group participants pro-
vided strong views about the positive impact of needs 
rounds on improving knowledge and confidence in pal-
liative care, which in turn would assist in providing better 
care for residents. A nurse described her positive learn-
ing experience as follows:
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To actually be able to sit and discuss in a discussion 
setup around particular residents, and then their 
individual issues, to me is much more helpful than 
a learning course you go to for a day. (nurse, metro-
politan site)

General practitioners provided many examples of when 
advice from medical consultants assisted them in the 
clinical management of complex cases.

The [consultant] has been good in terms of sugges-
tions and doses and alternatives for medications 
that we normally wouldn’t use much. She once sug-
gested an alternative medication, which I’ve only 
ever used once before, and didn’t know it existed 
until then in a palliative setting. It’s been really help-
ful. (general practitioner, regional site)

Similarly, a pharmacist commented on his positive 
experience with learning:

It was good to get the [medical consultant] to talk 
about deprescribing of medications. They’ll be still 
taking a whole heap of oral medications, and I think 
it’s time to stop this. (pharmacist, regional site)

Despite all positive learning experiences expressed by 
people who were directly involved in needs rounds dis-
cussions, passing on this learning to the broader team 
within the aged care home seemed to occur more on an 
ad hoc basis.

Many participants perceived needs rounds as an 
opportunity to enhance multidisciplinary care for resi-
dents with complex needs and as a way to assist staff to 
provide appropriate and consistent palliative care advice 
for the benefit of residents and their families.

So, this gives me consistency of palliative care advice 
to residential aged care clients in a really effective 
manner. And it supports the staff supporting the cli-
ents. So to me, I can’t see anything other than posi-
tives out of this whole needs rounds process. (general 
practitioner, regional facility)

Perceived facilitators and challenges to implementing 
needs rounds
Needs rounds was a new initiative in both metropolitan 
and regional/rural sites. Organisational commitment 
to palliative care, preparedness for change, leadership 
and financial support, and access to online platforms 
were noted as key factors in the successful implementa-
tion of needs rounds. Both metropolitan and rural sites 
leveraged their existing infrastructure, capacities, and 
resources to facilitate needs rounds planning and engage-
ment. Prior to the commencement of the project, metro-
politan sites had already made palliative care a priority, so 

there was a more seamless establishment of needs rounds 
which built on existing expertise and relationships.

We were already committed to palliative care. 
We were already resourced for palliative care. We 
already had done a lot of work to raise the profile 
and to build the expertise of our staff for palliative 
care…higher level of baseline (executive, metropoli-
tan facilities)

Similarly, regional/rural sites utilised funding and 
resources from various internal and external sources to 
engage with stakeholders and to adjust models of care 
to meet their local needs. One example was additional 
funding that was allocated to increase general practition-
ers’ and pharmacies’ participation through the provision 
of monetary incentives.

Participants noted that telehealth and access to online 
platforms facilitated meeting attendance. This approach 
was particularly effective during the COVID-19 lock-
downs at both sites. Online platforms were particularly 
important at regional/rural sites where distance was a 
major barrier for external professionals to attend the 
meetings.

I think because of COVID-19, it [online meeting] 
probably helped make this process go. I think it’s 
made the most of technology and that’s actually 
working really well for this specific meeting. I just 
don’t think that they would get the oversight from a 
palliative care specialist if it was based face to face. 
(general practitioner, regional site)
It [online platform] gives us access to people no mat-
ter their situation, so people can be at home or wher-
ever, that opens up a better or varied option of when 
they can tap into the meeting, rather than having to 
physically come here, which is a three-and-a-half-
hour drive. Without it, I don’t think it would have 
happened every month, it’s not practical. (nurse 
manager, regional site)

Staff shortages and turnover and a busy working envi-
ronment in the aged care setting were major structural 
issues hindering the implementation of needs rounds. 
Additionally, during the COVID-19 outbreak in aged 
care homes, a large amount of time was absorbed by sen-
ior staff.

One of the key challenges was the timing of COVID-
19, as you can expect. It did delay some timelines 
and some of the actions. It was obviously significant 
because we had sites closed down…also the priori-
ties of our operational staff through COVID-19 are 
just getting enough staff to give people the basic care 
they need around medications, food, and hydration. 
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Therefore, people’s priorities can potentially shift. 
(executive, metropolitan site)

Engagement with general practitioners and pharma-
cists at regional/rural sites was found to be beneficial but 
extremely challenging. Time pressure was perceived as a 
major barrier for those who were externally contracted 
and not embedded in the aged care homes. Pre-existing 
and good relationships with general practitioners, con-
tribution from palliative care medical consultants, and 
offering monetary incentives were noted as factors ena-
bling general practitioners and pharmacists’ engagement. 
Nevertheless, the level of general practitioners engage-
ment varied across sites.

Both general practitioners and the pharmacists…, a 
lot of the services they provide to aged care, they’re 
providing it as a private business. They’re not in sal-
ary time whereas everybody else that attended needs 
rounds was within salary time…So yeah, it is the 
time constraints for a lot of general practitioners. 
(medical consultant, regional facility)

Discussion
This qualitative study confirms the contribution that 
needs rounds make to improved palliative care planning 
and enhanced workforce capability and skills. Previous 
studies have demonstrated that needs rounds contribute 
to improved knowledge and confidence in providing pal-
liative care, residents’ care planning and management and 
reducing hospital admission [17, 18]. Despite differences 
in organisational contexts, governance, and resources at 
the two participating sites, both have been able to build 
internal capacity and leadership, which would assist them 
institutionalising needs rounds within their care model.

Given the increasing trend in people living and dying 
in aged care homes, continued support to institutional-
ise and tailor needs rounds can provide an opportunity to 
address many challenges reported in relation to palliative 
care in aged care. However, a key finding from this study 
is that there is no ‘one size fits all’ approach to needs 
rounds. The characteristics of such a model depend on 
the context within which the needs rounds are imple-
mented such as organisational needs, capacity and infra-
structure, geography, and access to financial and human 
resources [12, 18, 19]. Palliative care needs rounds should 
be also tailored according to the organisations’ prioritisa-
tion and capabilities. Although the gap in access to spe-
cialist palliative care was addressed by the employment of 
a palliative care medical consultant at regional/rural sites; 
the metropolitan sites benefited from existing access to 
specialised palliative care nurses, organisational capaci-
ties, and interprofessional relationships.

Supporting needs rounds implementation requires 
clearer processes for resident identification, documenta-
tion of action plans, and knowledge transfer. Despite the 
development of guidelines, checklists, and procedures for 
needs rounds [16], a designated role within the facility to 
communicate needs rounds discussions and action plans 
with other staff is recommended. The role can also assist 
in training staff to prepare information for needs rounds, 
using checklists, and following up on actions. Further-
more, a consistent and linked electronic system that is 
accessible to all staff would be an effective way to docu-
ment action plans and to share information with other 
staff who are involved in residents’ care.

The training and educational aspects of palliative care 
needs rounds through case-by-case and on the job train-
ing for general practitioners, pharmacists, and nurses 
was highlighted in this study. Given the barriers to access 
and expanding formal training opportunities in palliative 
care for example time constraints to attend training and 
poor access to tailored content and mode of delivery to 
meet the needs of different organisations and health pro-
fessional groups [20–22], case-based discussions in needs 
rounds can provide a great opportunity to gain and sus-
tain new knowledge and skills in a real world setting.

Our study confirmed the findings from other stud-
ies [23, 24] that access to online platforms is critical to 
increase participation in needs rounds. The provision of 
appropriate digital infrastructure, especially in regional/
rural areas, will increase access and participation in 
needs rounds. Easy access and continuation of needs 
rounds during the COVID-19 pandemic confirms needs 
rounds as an effective strategy to maintain and improve 
palliative care services and interprofessional communica-
tion in residential aged care homes should another pan-
demic arises.

Finally, this study reaffirms the need for continued 
policy commitment and engagement with the aged care 
sector to identify needs for equitable access to specialist 
palliative care expertise across metro and regional areas 
if needs rounds are to be transferable across sites. For the 
medically led needs rounds’ model, greater investment 
and policy support are needed to ensure active partici-
pation of medical practitioners in needs rounds. Further 
research to prove the cost-effectiveness of engaging GPs 
and medical consultants in needs rounds will assist to 
inform future policies.

Our study had strengths and limitations. Comparing 
needs rounds implementation in two different contexts 
(not-for-profit metropolitan versus public regional 
sites) provided an opportunity to explore context-
specific factors which inform how the model can be 
tailored to meet organisational needs. The limitation 
of this study is the lack of engagement with residents 
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and families and aged care staff not directly involved in 
needs rounds. Likewise, the impact of the needs rounds 
on the residents’ health outcomes was not measured.

Conclusion
Palliative care needs rounds are an evidence-based 
model of care that is proven to be effective in improving 
quality palliative care in aged care and reducing unnec-
essary transfers to hospitals. Our study evaluating the 
implementation of needs rounds in South Australian 
aged care homes confirmed the potential contribution 
of needs rounds to improving organisational culture 
and workforce knowledge in palliative and end-of-life 
care. Policy commitment and financial support to scale 
up palliative care needs rounds that are tailored to meet 
local contexts and needs are highly recommended.
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