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Abstract

resident-year.

Purpose Given the wide prevalence of advanced illness and frailty among residents in long-term care (LTC), a
palliative approach to care can support comfort and quality of life. Yet, significant gaps exist with the provision of
palliative care in LTC settings. We aim to describe a palliative care consultation team designed to address this need.

Methods A single-centre retrospective cohort study was conducted at a LTC home in Toronto, Ontario, Canada. We
included residents referred to the palliative care consultation team between February 1, 2021, to February 1, 2023,
with at least six-months of follow-up time. We used a descriptive quantitative approach to examine access to the
palliative care consultation team, changes to advance care plans, and hospital transfers.

Results Eighty-seven residents were referred and seen by the palliative care consultation team. The mean age was 85
years, 71.3% were female, and 48.3% had three to four comorbidities. Most residents were seen once (55.2%). Among
residents that died (n=53), 41.5% were referred with greater than three months of survival time. Among residents
that had advance care plans documenting “Transfer to Hospital” (n=41) and “Full Code” status (n=17), 53.7% adjusted
to“Do Not Transfer”and 76.5% to “Do Not Resuscitate” orders, respectively. The hospitalisation rate was one per 1000

Conclusions At this LTC home, palliative care consultation teams represented an important service to improve the
provision of palliative care particularly around facilitating advance care planning discussions. The findings of this study
may inform further research on palliative care interventions for LTC residents.
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Background

The number of Canadians aged 65 and older is projected
to increase significantly in the coming decades. By 2036,
this age group will constitute 25% of the population.
Further, the number of Canadians aged 80 and older is
expected to nearly triple to over 3 million by 2036 and
almost quadruple to more than 5 million by 2061 [1].
This poses a number of challenges on the healthcare sys-
tem both from a resource and capacity standpoint, and is
contributing to an increased demand for long-term care
(LTC) [2]. The LTC residents of today live with multiple
chronic illnesses and severe disabilities, leading to higher
complexity and acuity, as well as reduced life expectancy
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[3, 4]. Therefore, there is a recognized need for palliative
care in LTC settings to support the needs of this popu-
lation. Palliative care in LTC should not be restricted to
end-of-life care. Rather, a palliative care approach should
be integrated early in the course of an illness to provide
support throughout its disease trajectory [4].

Between 2012 and 2022, 19% of LTC residents in Can-
ada received some form of palliative care in the last year
of life. Additionally, 28% of LTC residents who died in
hospital were admitted specifically for end-of-life care
[3]. Given that LTC homes have access to around-the-
clock nursing care, medical care, and social care, resi-
dents should be able to die in place. However this is not
often possible, as LTC homes have inadequate staff, a lack
of resources and equipment, as well as a need for pallia-
tive care education [3, 5-7]. Overall, there is a need to
improve palliative and end-of-life care within the LTC
sector. Enhancing these services will not only support the
quality of life for residents but also reduce unnecessary
hospital transfers for end-of-life care.

Palliative care providers have a unique role in sup-
porting people living with advanced frailty and multiple
life-limiting illnesses. As part of a framework for imple-
menting and improving palliative care in LTC [8], pallia-
tive care teams can take a critical role in enhancing early
identification and management of symptoms; provide
psychosocial and spiritual support; as well as enhance
shared decision making to ensure that care is aligned
with one’s wishes. In LTC, previous research has demon-
strated that palliative care consultation teams can reduce
depression and emergency department visits [9]. Pallia-
tive care consultations in LTC are associated with lower
rates of potentially burdensome transitions to hospital,
especially at the end-of-life [10]. The aim of this paper
is to describe the integration of a palliative care consul-
tation team in a single LTC home within a major met-
ropolitan centre in Ontario, Canada. Study objectives
include describing the study cohort, examining access to
the palliative care consultation team, reviewing changes
to advance care plans, and measuring hospital transfer
rates.

Methods

Study population and setting

We conducted a retrospective cohort study at Kensington
Gardens, a not-for-profit LTC home in Toronto, Ontario.
The LTC home provides 350 beds with around-the-clock
nursing care and interdisciplinary support. The LTC
home census (i.e., occupancy rate) was above 97% dur-
ing the study period. All residents who were referred to
the palliative care consultation program were included in
the study. The accrual period was for a two-year duration
from February 1, 2021, to February 1, 2023, and residents
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were followed for at least a six-month period until the
study end date of August 1, 2023.

Palliative care consultation team

The palliative care consultation team involved two pallia-
tive care physicians and a social worker with a doctoral
degree in palliative care. They provided on-site consulta-
tions once a week. The consultation team worked collab-
oratively with the LTC interdisciplinary team members
including the most responsible physician, nurse practi-
tioners, nurses, personal support workers, social workers,
and other LTC staff to support implementation and con-
tinuity of care. The palliative care consultation provided
direct clinical care with identification and optimization
of pain and symptom management, psychosocial and
spiritual support, advance care planning, goals of care
discussions, and end-of-life care. Palliative care referrals
could be initiated by the LTC interdisciplinary staff mem-
bers and could be requested by residents and their care
partners for any of these domains of palliative care. The
palliative care consultation team aimed to see all referrals
in-person for their initial consultation. The consultation
team continued to provide follow-up support in-person
or virtually by telephone or video as needed.

Prior to and after LTC residents were assessed by the
palliative care consultation team, the team debriefed with
front-line LTC staff to learn about the residents’ care
needs and share the results of the assessment. The pallia-
tive care consultation team also provided capacity-build-
ing at the LTC home. This included interdisciplinary case
discussions and formal educational sessions to enhance
LTC staff, resident, and care partner knowledge in pal-
liative care principles. These capacity building initiatives,
along with the direct clinical care provided, aimed to
ensure acceptance of the palliative care consultation team
for LTC residents when required.

Cohort characteristics at the time of palliative care
consultation

Data on age, gender, primary language spoken, marital
status, primary life-limiting diagnosis, and comorbidi-
ties at the date of the initial palliative care consultation
were collected retrospectively. We collected data on
comorbidities at the time of consultation, including car-
diovascular-related diseases such as atrial fibrillation,
diabetes, hypertension, chronic kidney disease, heart fail-
ure, peripheral vascular disease, and stroke or transient
ischemic attack. We collected information on chronic
pain and mental health conditions including alcohol mis-
use, depression, dementia, and schizophrenia. We also
collected other clinically important comorbidities such as
asthma, chronic pulmonary disease, severe constipation,
inflammatory bowel disease, rheumatoid arthritis, and
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cancers of lymphoma, metastatic, and non-metastatic
nature [11].

As a measure of function, the Palliative Performance
Scale (PPS) was determined at the time of the first pal-
liative care consultation. Using the PPS, 50% is mainly
sit/lie, 40% is mainly in bed, 30% is bed bound, 20% with
minimal intake, and 10% with mouth care only [12]. The
most recent CHESS (Changes in Health, End-stage Dis-
ease and Signs and Symptoms) score prior to the initial
palliative care consultation was also collected for the
study. CHESS scores are based on the interRAI assess-
ment data, which is collected on a quarterly basis and
determined by the clinical team at the home. CHESS
measures severity of frailty and overall health instabil-
ity to identify residents at risk of serious decline. CHESS
scores range from O with no health instability to 5 with
very high health instability [13]. Sociodemographic,
comorbidity, function, and CHESS data were extracted
from the electronic health record via chart review.

Advance care planning

During the initial palliative care consultation, advance
care planning discussions may result in a change in code
status (i.e. “Full Code” versus “Do Not Resuscitate”) and
future wishes for hospital transfer (i.e. “Transfer to Hos-
pital” versus “Do Not Transfer”). The discussion would
occur with a resident if capable, or their substitute deci-
sion maker if incapable. In Ontario, all residents legally
have a designated substitute decision maker by hierar-
chy determined by the Health Care Consent Act, which
is usually their closest living relative. Substitute decision
makers can also be legally appointed. If there are no rela-
tives or legally appointed substitute decision makers,
then the Public Guardian and Trustee can act as the sub-
stitute decision maker [14].

Hospital transfers rates and end-of-life care

Hospital transfers were defined as transfer out of LTC to
hospital for a stay of at least 24 h after the first palliative
care consultation. This data was collected retrospectively
from the electronic medical record, which includes the
dates of admission to LTC, transfers in and out of LTC
to hospital for at least 24 h, and the date of death. End-
of-life care is generally defined by the last days to short
months of life, i.e. less than 90 days of life [15].

Data collection and analysis

All data were collected retrospectively from the elec-
tronic medical health record at the LTC home. Descrip-
tive statistics were used to describe the residents who
received palliative care consultations. We reported data
in frequency (percentage), mean (standard deviation or
SD), or median (interquartile range or IQR between 25th
and 75th percentiles). We calculated the hospitalisation
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rate per 1000 resident-years. For confidentiality pur-
poses, we did not report small cell sizes (n<6). Data
analyses were conducted with Microsoft Excel software.
The University of Toronto Research Ethics Board granted
approval and waiver of patient consent on Oct 17, 2022
(#00043339).

Results

Eighty-seven residents were referred to the palliative care
consultation team in the LTC home. The median follow-
up was 231 (IQR 47-424) days. The mean age was 85
years (SD 9.1). Many residents were between 80 and 90
years old, female (71.3%), had English as their primary
language (72.4%), and were widowed (54.0%). The most
common primary life-limiting diagnosis was demen-
tia (50.6%) and frailty (17.2%). Many residents had 3 to
4 comorbidities (48.3%). The most common comorbidi-
ties were hypertension (59.8%), dementia (58.6%), and
depression (40.2%). Most residents had a CHESS score
of 0 (no health instability) to 2 (low health instability),
and only 10.3% had a CHESS score of 4 or 5 (high or very
high instability). At the time of their first palliative care
consultation, many residents had a PPS of 30% (48.3%).
The most common substitute decision makers were chil-
dren (62.1%). See Table 1 for details.

All LTC residents referred to the palliative care con-
sultation team were seen. Most residents were seen
once (55.2%), while 25.3% were seen for one follow-up
visit, and 19.5% were seen for two or more in follow-up;
median one visit (IQR 1-2). Almost all the initial consul-
tations were seen in-person. Some of the follow-up visits
were seen virtually either by telephone or video (21.8%).
See Table 2 for details.

Among residents that died during the study period
(n=53), the median survival time was 76 (IQR 21-263)
days. 25% of the residents were referred to palliative care
more than 90 days prior to death. On the other hand,
most of the residents (58.5%) were referred with less than
90 days of survival time. See Table 3 for details.

Among residents with an advance care plan with docu-
mentation of “Transfer to Hospital” (n=41), 53.7% were
agreeable to transition their advance care plan to “Do
Not Transfer” and receive supportive care in LTC. For
residents with “Full Code” status prior to palliative care
involvement (n=17), 76.5% of them transitioned to a “Do
Not Resuscitate” status afterwards. 22% of residents had
one or two hospital transfers after the initial palliative
care consultation, a median of one hospital transfer per
year among residents with at least one hospital transfer
(IQR 1-4). The hospitalisation rate was one per 1000 res-
ident-year. Among the 60.9% of residents referred to pal-
liative care that died during the study period, almost all
residents died at the home. Due to the small number of
in-hospital deaths ( < 6), they are not reported here.
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Table 1 Characteristics of long-term care residents at the time

of palliative care consultation

Baseline characteristic LTC resi-
dents
(n=87)
Age (years), mean (SD) 85(9.1)
Age categories
60 to <80 24 (27.6)
80 to <90 35(40.2)
90 to <100 28(322)
Gender
Female 62 (71.3)
Male 25 (28.7)
Primary language
English 63 (72.4)
Portuguese 7 (8.0)
Other 17 (19.5)
Marital status
Widowed 47 (54.0)
Never married 16 (184)
Married 14 (16.1)
Divorced or separated 10(11.5)
Primary life-limiting diagnosis
Dementia 44 (50.6)
Frailty 15(17.2)
Other 28 (32.2)
Number of comorbidities
Mean (SD) 4(1.5)
1to2 18 (20.7)
3 22(253)
4 20(23.0)
5 17 (19.5)
>6 10 (11.5)
Comorbidities
Hypertension 52 (59.8)
Dementia 51(58.6)
Depression 35(40.2)
Stroke or transient ischemic attack 23 (26.4)
Diabetes 21(24.0)
Non-metastatic cancer 19(21.8)
Hypothyroidism 15(17.2)
Atrial fibrillation 14 (16.1)
Chronic pulmonary disease 14 (16.1)
Chronic heart failure 13(14.9)
Chronic kidney disease 9(10.3)
Chronic pain 8(9.2)
Myocardial infarction 8(9.2)
Parkinson’s disease 8(9.2)
Palliative Performance Scale
40 to 50% 35 (40.2)
30% 42 (48.3)
10 to 20% 10(11.5)
CHESS score
Time (days) CHESS score prior to consultation, mean 37 (25.7)

(SD)

CHESS score prior to initial consultation
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Table 1 (continued)
Baseline characteristic LTC resi-
dents
(n=87)
0 25(28.7)
1 24 (27.6)
2 20 (23.0)
3 9(10.3)
4to5 9(10.3)
Substitute decision maker
Children 54 (62.1

4(62.1)
Spouse or partner 11(12.6)
Siblings 10(11.5)
Any other relative, friend, or Public Guardian and Trustee 12 (13.8)

N (%), unless otherwise specified. CHESS: Changes in Health, End-Stage Disease
and Signs and Symptoms scale, LTC: Long-term care

Discussion

Key findings

The findings of this study provide information about
a palliative care consultation team that serves a medi-
cally complex and frail older adult population residing
in a single LTC home. Many residents who were referred
to palliative care at this LTC home had multimorbidity,
along with a primary life-limiting diagnosis of dementia
and/or frailty. Most of these residents had a PPS of 30%
or greater with low CHESS scores, indicating low levels
of health instability. Approximately 40% of the residents
who died during the study period accessed palliative care
earlier than the last three months of life. These findings
underscore the importance of supporting LTC residents
with serious, life-limiting, and typically non-malignant
diseases by integrating palliative care consultation teams.
These teams can provide direct patient care in LTC set-
tings when needed. This approach has the potential to
facilitate symptom management and advance care plan-
ning for residents with complex palliative care needs,
reduce hospitalisations, and support residents to die in
place, if that is their preference.

What this study adds

Previous research has identified four main types of pal-
liative care programs in LTC homes: (1) referrals to pal-
liative care consultation teams for end-of-life care only,
(2) end-of-life care in hospice-like units, (3) capacity-
building activities to enhance primary palliative care, and
(4) capacity building facilitated by palliative care teams
without their direct patient care [16]. The findings of this
study highlight the utility of referring to palliative care
consultation teams to address palliative needs before end
of life, particularly for non-malignant diseases such as
dementia and frailty, which have similar pain and symp-
tom burdens as cancer [17-19]. The integration of pallia-
tive care teams in LTC also has the potential to decrease
unnecessary and avoidable hospital transfers. We report
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Table 2 Access to the palliative care consultation team in long-
term care
Access to palliative care consultation team

LTC residents

(n=87)

Number of times seen, median (IQR) 1(1-2)
One consultation only 48 (55.2)
Number of follow-up visits (if required)

1 22 (25.3)

>2 17 (19.5)
Modality of palliative care visit
Number of in-person visits per resident

1 51(58.6)

2 19(21.8)

>3 14 (16.1)
Number of virtual visits per resident

> 1 telephone visit 9(10.3)

> 1 video visit 11(12.6)

> 1 telephone or video visit 19(21.8)
Survival time (days) from initial consultation, n=53

Median survival time (IQR) 76 (21-263)

0to <30 days 15 (28.3)

30 to <90 days 16 (30.2)

> 90 days 22 (415)

N (%), unless otherwise specified. IQR: Interquartile range, LTC: Long-term care

Table 3 Outcomes on advance care planning, hospital transfers,
and disposition among long-term care residents referred to
palliative care

Outcomes LTC resi-
dents
(n=87)
Advance care plan with “Transfer to Hospital’,n =41
Transitioned to “Do Not Transfer” after consultation 22 (53.7)
“Full Code” status, n=17
Transitioned to “Do Not Resuscitate” after consultation 13 (76.5)
Number of hospital transfers per resident
None 68 (78.2)
1to2 19(21.8)
Median (IQR) of hospital transfers per year,n=19 1(1-4)
Disposition
Alive 34(39.1)
Died 53 (60.9)

N (%), unless otherwise specified. LTC: Long-term care

a relatively lower rate of hospital transfers among LTC
residents receiving palliative care, one hospitalisation
per 1000 resident-year in our study compared to 358 per
1000 resident-year among residents with similar demo-
graphics in not-for-profit LTC facilities across Ontario
[20]. Our findings demonstrate the potential for palliative
care teams to deliver resident-centred care tailored to
their last months to years of life. This approach may also
make acute care beds available for those in need, thereby
optimizing the use of system resources. However, future
comparative studies between LTC homes are warranted
to further examine these findings.
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For LTC residents with complex palliative care needs,
it is not ideal to make late referrals to palliative care con-
sultation teams. Crisis management plans and end-of-
life care plan decisions should be made well in advance
to ensure the resident’s wishes, values, and beliefs are
respected [21]. Having conversations about what is
important to the resident before they reach the end of
life ensures that they are prepared for decision-making
when the time comes [22, 23]. Palliative care consultation
teams can also play a critical role in training, driving cul-
tural change, and enhancing meaningful conversations
about advance care planning that are led by the primary
care team. This ensures that residents and their care part-
ners are ready to engage in discussions about what mat-
ters most to them [16].

Limitations

The results of this study should be considered in context
of its limitations. Firstly, we present an observational
single-centre cohort study that is limited in its generaliz-
ability. Nevertheless, this study establishes a foundation
for future multicentre comparative research on palliative
consultation teams in LTC. Secondly, the prevalence of
comorbidities may be underreported in resident medical
records. For example, chronic kidney disease is likely to
be underreported when compared to national Canadian
data on the prevalence of chronic kidney disease among
older adults [24]. However, major comorbidities that
impact resident quality of life since admission into LTC
are likely to be captured. Thirdly, the CHESS scores are
likely to be underestimated as they were collected from
available records prior to initial palliative care consul-
tation and not determined on the day of consultation.
However, the mean days between the CHESS score and
initial consultation was only about a month apart, which
still informs the relative instability of those referred to
palliative care. Finally, we did not examine pain, symp-
tom, psychosocial, and caregiver needs as part of this
study. We also did not examine the knowledge, skills,
or perspectives of LTC staff. In this study, we focused
on describing LTC residents and their outcomes after
referral to palliative care. Further research is required to
understand the effect of integrated palliative care consul-
tations teams in LTC homes on symptom management,
psychosocial supports, and internal capacity of LTC staff
to deliver a primary palliative approach to care.

Conclusions

We report on an original retrospective cohort study of
a palliative care consultation team for LTC residents in
Toronto, Ontario. The findings of this study highlight the
potential benefits of integrating palliative care consulta-
tion teams within a LTC home, particularly for residents
with non-malignant life-limiting diagnoses. The findings
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of this study also suggest that such models of care can
improve the delivery of palliative care, facilitate advance
care planning discussions, and reduce hospital transfers.
The insights gained from this study provide a foundation
for future implementation research aimed at enhancing
palliative care delivery in LTC homes.
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LTC Long-term care
CHESS  Changes in health, end-stage disease and signs and symptoms
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