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Population aging is a global phenomenon that has presented capacity and resource challenges for 
providing supportive care environments for older people in later life (Bone et al., 2018, Finucane et 
al., 2019). Aging-in-place was introduced as a policy driver for creating supportive environmental 
and social care to enable individuals to live independently at home and in the community for 
as long as possible. Recently, there has been a move towards offering care for people with a 
terminal illness at home and in the community (Shepperd et al., 2016); and when appropriate, to 
die in supportive, home-like environments such as care homes (Wada et al., 2020). Aging-in-place 
principles can, thus and, should be extended to enabling supportive, home-like environments at 
the end-of-life. Yet, first, we must consider the appropriateness, availability and diversity of options 
for community-based palliative and end-of-life care (PEoLC), in order to optimise supports for older 
people who are dying at home or within long-term/residential care environments. 

Globally, across places with similar health and social care systems and service models such as in 
Scotland and in Canada, community-based PEoLC options are currently not uniformly available. 
Given that people entering into long-term/residential care homes are increasingly closer to the 
end of life, there is now an even greater demand for PEoLC provision in residential facilities (Kinley 
et al., 2017). Although most reported deaths occur within an inpatient hospital setting (50%), the 
proportion of overall deaths in a care home setting is projected to increase from 18% to 22.5% 
(Finucane et al, 2019). This suggests that long-term/residential care homes are to become the most 
common place of death by 2040, evidencing the need to develop and sustain appropriate and 
compassionate PEoLC to support those who are able to die at home and those living in residential 
care facilities (Bone et al., 2018; Finucane et al., 2019). This research initiative is premised on the 
notion that aging in place matters throughout the life-course, including at the end-of-life and that 
the socio-environmental aspects of care homes need to enable this. 
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Background and Aim
Background and Rationale

This project explored the current state of community-based PEoLC supports (feasibility, availability, 
appropriateness and sustainability) and possible solutions to address the unmet needs of those 
who are approaching the end of life whilst living in long-term/residential care environments in the 
UK and Canada (with a focus on Scotland and the province of British Columbia). The long-term 
goal is to use findings to leverage funding for an upscaled project to develop a platform for change 
and innovation leading to enhanced community-based PEoLC that supports aging-in-place at the 
end of life. 

Aim and Goal
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To address the aim, we undertook an environmental scan and investigated the present state of 
community-based PEoLC support, including any promising technology solutions to enable older 
people to age well in place at the end of life in long-term/residential care environments. An 
environmental scan is a needs assessment tool used to guide the systematic acquisition and use 
of a broad range of data (e.g., peer-reviewed and grey literature, consultation and sector-specific 
data) to inform design and planning of programmes, supports and services tailored to the needs of 
the community (Rowel et al., 2005).

Guided by a Transdisciplinary Working approach (Grigorovich et al., 2018), we maximised the benefits 
of each team member’s unique disciplinary background and expertise to work alongside sectoral 
collaborators. The design of this project was transdisciplinary in that it brought together critical social 
science concepts and theories from across disciplines of community-based public health (needs 
assessment and social determinants of health), community planning (community resource mapping), 
social work (transitions theory and notions of care), and gerontology (ageing in place and AgeTech).  

Together with our project collaborators, we completed an environmental scan of the literature and 
conducted 10 structured interviews with individuals working in or working with residential care 
contexts in Scotland and British Columbia, Canada.

Methods and Activities
What we did

We applied the PCC (population, concept, context) framework to identify key search terms. 

The Environmental Scan Process

Population: older people OR adults OR seniors

Concept: palliative OR end of life care

Context: long-term care OR care homes OR hospice AND Canada OR Scotland

By combining the key terms, we searched Ageline, ASSIA, CINAHL+, Cochrane, Google Scholar 
(20 pages), ISI Web of Science, Medline, PsychInfo, SCOPUS and Social Services Abstracts 
databases for literature published between 2013 and 2023. We also searched government 
websites and specialist websites of organisations that provided guidance and information on either 
long-term care or palliative and end of life care within Scottish and Canadian contexts.

On completing the search and screening of titles, abstracts, and full-texts, we identified a final 
subset of 55 articles for data extraction and analysis. A PRISMA diagram which outlines the 
screening process and search results can be found in Figure 1.
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A coded data extraction spreadsheet was 
co-created by the team to identify and 
subsequently extract key information from the 
resources. Once the data was populated into 
the spreadsheet, team members conducted a 
co-analysis of the barriers, facilitators, resources 
and unmet needs of palliative and end of life 
care within residential care contexts. 

6

Ten participants, six from Canada and four from 
the UK completed a structured questionnaire 
(Appendix I). The structured questionnaire 
interviews were conducted online using Zoom 
and Microsoft Teams and by telephone covering 
the areas as outlined in Appendix I. The findings 
were thematically analysed by two researchers 

The Interview Process

Findings were used to inform the next phase 
of the environmental scan which consisted of 
a consultation with stakeholders who had a 
personal stake in this project and these included 
care home management, formal and informal 
carers, older people, policy analysts and 
academics.

Figure 1: PRISMA Flow Chart: Search Results and Screening Process

using Braun and Clarke’s (2006) framework. 
Ethical approval was received from ethics 
review boards from both Scottish and Canadian 
Institutions (the University of Dundee and 
Simon Fraser University) prior to conducting the 
stakeholder consultation.

Identification of studies via databases and websites
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Records identified from*: 
 
Databases (n = 5468) 
 
Websites (incl. Google Scholar) 
(n = 265)

Records removed before screening: 
 
Duplicate records removed  
(n = 560)

Records screened: 
 
(n = 5173)

Reports sought for retrieval: 
 
(n = 200)

Reports assessed for eligibility: 
 
(n = 198)

Records excluded**: 
 
(n = 4973)

Reports not retrieved: 
 
(n = 2)

Reports excluded: 
 
47  Inappropriate setting 
21  Insufficient data specific to review 
20  Inappropriate study focus
18  Inappropriate study design
14  Not of Canadian or UK focus
9    Not population of focus
8    Insufficient contextual information
4    Insufficient study details
2    Inappropriate intervention 

Studies included in review: 
 
(n = 55)
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Most participants reported that the average age 
and complexity of needs of residents entering 
long-term care facilities had increased in recent 
years. Long waiting times for entering long-term 
care were noted as a cause for residents’ care 
needs being higher at the point of admission, 
than when they were initially assessed as being 
suitable for long-term residential care. 

The most common reason cited for older 
people’s admittance to long-term care was 
informal caregiver burnout related to the 
amount, and intensity, of care required. 
This highlights a lack of support within the 
community as a key driver of relinquishing care. 
Informal caregivers were typically supporting 
individuals with cognitive health issues, or 

What We Learned
The Structured Questionnaire/Interviews

multiple comorbidities and either chose not to 
continue as the primary caregiver or felt they 
were unable to do so.  

In terms of the criteria for a person transitioning 
into residential care, participants who worked 
in care homes all reported that they were 
responsible for completing an initial assessment 
of need and indicated that this was the first step 
either directly before the resident moved in or 
at the time of moving.  Only in rare cases would 
a home be deemed unsuitable for placement 
(for example, insufficient staffing capacity to 
safely support multiple residents living with 
cognitive impairment), and ultimately family or 
informal carers were often those who made the 
decision regarding placement. 

In terms of what we learned from the scan of 
literature, a situational analysis of the findings 
generated five key themes presented in Table 
1, providing context into the current state 
of PEoLC supports in terms of feasibility, 
availability, appropriateness and sustainability.

Some participants mentioned that they were 
also providing care to younger clients (as 
young as 30-years-old) with complex, long-term 
nursing needs who were placed in long-term 
care facilities because there were no  
other appropriate options available  
in the community. Additionally,  
participants reported seeing  
more residents with housing  
 

Environmental Scan

issues, (i.e. homeless individuals with 
deteriorating health, for whom there was no 
alternative provision). 
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Table 1: Scan of literature: key themes

Themes

Anticipatory  
Care Planning  
that Supports  
End of Life  
Care for All  
(Including  
Staff)

How Theme Supports a 
Good Death Challenges

Future Priorities  
and Supports

• Open communication with 
the person who is dying and 
their family: Creation and 
maintenance of interpersonal 
relationships to ease the 
emotional experience of a 
family member dying through 
creating a plan
• Anticipatory care plans as 
a form of communication 
that enables the person who 
is dying and their family to 
manage their expectations 
and preferences and for staff 
to act upon these
• Supports the timely 
provision of adequate and 
appropriate medication

• Discomfort of staff in 
opening conversations about 
death and dying
• Resistance of the person 
who is dying and their family 
to initiate conversations 
about death and dying, and 
to engage with anticipatory 
care planning 
• Inconsistence in 
approaches to care planning 
between residential contexts
• Lack of anticipatory care 
planning can cause distress 
to the person who is dying, 
and those around them, in 
particular with regard to their 
preferred place of death and 
care choices
• Absent or insufficient care 
planning leading to death in 
a hospital unnecessarily  
• Conflicting values/
experiences between staff & 
family members or resident

• Supporting staff in finding 
ways to find times and ways 
to support conversations 
about death and dying
• Finding methods of 
introducing and discussing 
anticipatory care planning
• Development and support 
of care plan digitisation 
• Policy development and 
review

Good 
Communication 
Between Care 
and Clinical 
Staff

• Supports the timely 
provision of adequate and 
appropriate medication
• Supports timely 
identification of a person 
nearing end of life
• Supports fulfillment of 
anticipatory care plans
• Shared knowledge and 
skills to make the best use of 
resources
• Ethical decision making that 
includes all involved in the 
care of the resident 

• Lack of trust between 
professionals which affects 
when and how care plans are 
enacted, especially in terms 
of medication
• Delays in prescribing can 
be detrimental to the person 
who is approaching death, 
but also those who care 
for them in a personal or 
professional manner
• Continuation of medication 
that may no longer be 
necessary or helpful as a 
result of poor communication 
and relationships

• Provision of mental health 
support and guidance for staff
• Encouraging a culture in 
which death and dying are  
not taboo
• Use of palliative specific 
clinical staff such as specialist 
nurses to create and maintain 
links between medical 
services and residential 
contexts
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Themes

Identifying and 
Naming End of 
Life

How Theme Supports a 
Good Death Challenges

Future Priorities  
and Supports

• Gives families and staff time 
to begin to prepare for the 
end of life, practically and 
emotionally 
• Enables staff and clinicians 
to have medication and 
resources (such as spaces 
for family and equipment, 
additional charting) in place to 
provide good care

• Supporting staff in gaining 
the skills to start identifying 
when the end of life may 
be approaching, and what 
steps to take or supports are 
available to them at that point
• Having palliative care 
champions embedded in 
residential care contexts
• Use of strategies such as the 
surprise question: ‘Would you 
be surprised if that person 
were to die in a couple of 
months?’ 

End-of-Life 
Specific Staff 
Knowledge and 
Training

• Knowledgeable, confident 
staff feel more capable of 
supporting others in end of 
life and palliative care

• Minimal or no end-of-life 
specific training provided 
to many members of staff in 
care and nursing homes 
• Staff feeling insufficiently 
confident to provide the  
kind of care they would like  
to provide
• Hesitancy on the staffs’  
behalf to bring up 
conversations about death 
and dying

• Training that is up to date 
and specific to end of life 
care in the particular type of 
residential context (this might 
include dementia or other 
illness specific training)
• Accessible end of life 
specific policies/guidance that 
are relevant to a non-clinical 
residential environment 
• Development of statutory 
training
• Provision of mental health 
support for staff

Time as 
a Crucial 
but Scarce 
Resource 

• Adequate time to provide 
physical and emotional care 
without rush or pressure is 
important for the physical and 
emotional wellbeing of the 
person who is receiving care, 
but also those providing care
• Can allow staff the 
opportunity to reflect on their 
work and their relationships 
with each other and residents

• Insufficient time as a 
barrier to care provision, 
relationships, and staff 
wellbeing
• Increasingly high care 
needs of people coming into 
long term care 
• Low staff to resident ratios
• Staff distress as a result 
of feeling they don’t have 
enough time to provide the 
right kind of care

• Adequate distribution 
of work hours to take into 
consideration greater care 
needs when approaching the 
end of life into consideration
• Adequate and sustainable 
staff recruitment and limited 
staff turnover
• Allowing time after the 
death of a resident for 
reflection and to deal with 
grief, including the use of 
memory books for residents 
who had died
• Having space in schedules to 
provide flexibility to residents, 
staff and other people who are 
providing care

• Lack of confidence 
amongst staff to be the 
ones to identify a person is 
approaching end of life
• Resistance of clinical staff 
to provide prognoses
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Aligned with the findings from the scan of 
literature, thematic analysis of the structured 
questionnaires from the stakeholder 
consultation generated seven additional 
themes. Below, we provide condensed 
summaries of the themes.  
 
End of Life Medication: Anticipatory  
prescribing and accessing appropriate  
clinical support 
 
There are two strands to this theme, the first was 
alluded to in the literature and further uncovered 
during interview: Anticipatory prescribing is 
not always adequate, appropriate, accurate 
and available. This meant that people did not 
consistently have access to medication that is 
recommended at the end of life (particularly 
noted in Finucane et al., 2014), that people 
may have been prescribed the medication but 
finding a chemist to dispense it was a challenge, 
or that staff who were able to administer the 
medication were unavailable and people who 
were approaching death had to wait for relief 
even when the medication was in the room.
 
The second strand of accessing appropriate 
clinical support pertains more to interview data 
in which scenarios where clinical staff (general 
practitioners or district nurses) do not carry out 
the requests of care home staff at the time of the 
request. An example of this was visiting clinical 
staff not seeing a person being actively agitated 
and deciding not to prescribe medication, 
despite care home staff communicating that the 
person’s calmness was temporary. 

Both strands lead to potential discomfort and 
agitation, as well as emotional distress during 
the final days or hours of a person’s life, for the 
person who is dying, but also for family and 
formal caregivers/care staff/workers.  
 
Initiating Conversations about Death  
 
A consistent challenge for care home staff is of 
finding the right moment to discuss anticipatory 
care planning, death, or dying with a resident or 
their caregivers. Although this type of planning 
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is important to begin as early as possible, 
especially if someone might be at risk of losing 
capacity, it is repeatedly reported that many 
people feel uncomfortable raising or exploring 
the subject at the time of joining a care home.  
 
This was true for staff, families and residents, 
with people reporting that while some families 
manage to talk about death, others shut down 
completely and won’t consider the topic – one 
care home developed a ‘take-home booklet’ for 
families who might find conversations difficult. 
Finding the right moment and way of opening 
‘the conversation’ is critically important to 
supporting a good end of life later on.  
 
While care home staff understand the value of 
initiating early conversations about anticipatory 
care planning, death, and dying with residents 
and their families, they acknowledged the 
difficulty of doing so. Some care homes we 
spoke with were actively working on training 
their staff to initiate these conversations earlier in 
the process. There is a general recognition that 
public understanding of the distinction between 
palliative and end-of-life care is poor, and this 
lack of understanding can make it difficult to 
initiate conversations about end-of-life care.  
 
Because the terms end of life and palliative 
care are often used interchangeably, initiating 
conversations about palliative care was seen as 
particularly challenging. Participants consistently 
mentioned that family members often struggled 
to understand the distinctions between end-
of-life care and palliative care. However, 
participants also noted that care home staff 
were sometimes unclear on the differences 
between the two, and that more education was 
needed in this area.  
 
Recognising and Acknowledging Change  
 
Reluctance of clinical staff, particularly doctors, 
to be open and honest about a person 
approaching the end of their life was reported 
to be harmful to those who were dying and, 
particularly, to the family or caregivers around 
them. Some care home staff talked about 
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having experience or training that helped 
them to recognise that maybe a person was 
approaching the end of their life, but that 
conveying that to family, or having it confirmed 
by clinical staff was sometimes problematic. This 
reticence to speak about death, and sometimes 
inexperience in recognising death, meant that 
people were not always as prepared as they 
may have wanted to be towards the end of life.  
 
One care home manager reported that contrary 
to expectation, some families welcome the news 
that the person they care for was approaching 
death, because it was too challenging to them 
to either bring it up with the care home for fear 
of being misconstrued, or because they weren’t 
sure how to recognise permanent change rather 
than temporary illness. 
 
Being Prepared for Death  
 
Linked closely with the first theme of End-of-
Life Medication, in the “Being Prepared for 
Death” theme, the focus is on the care home’s 
preparedness for death. For the care provider 
there is a logistical challenge to supporting 
a good death. Policies must be accessible 
and easy to follow, during a time that can be 
emotive and stressful for staff. 

Staff need to be trained and confident enough 
to feel capable of working with a person who 
is dying and their family or caregivers, or to 
communicate what is happening to family who 
may be far away.  
 
Appropriate medication must be prescribed, 
dispensed and administered as well as tracked 
to ensure timeliness and safety, this can be a 
challenge if staff have to wait for nursing staff 

to attend the resident in order to administer or 
prescribe medication.  

Staff also need to consider and support any 
family or caregivers at this time, often providing 
food, drinks, comfort and information. The 
person who is dying needs comfort as well as 
physical requirements such as frequent turning, 
food and drink charting and sometimes advocacy 
in accordance with their chosen care plan.  
 
This complexity in providing an individual service 
was met in some contexts by the digitisation 
of notes and prescribed medication, the use of 
video calling for family or caregivers living at a 
distance, and policy. In order to be prepared for 
death, one care home suggested having a ‘grab 
box’ of simple policy highlights and step by step 
instructions for certain end of life activities as a 
way to support care home staff. 
 
Interdisciplinary approaches to palliative and 
end-of-life education 
 
Participants emphasized the need for improved 
education for all individuals involved in palliative 
and end-of-life care. They felt that education should 
be expansive, covering all roles and disciplines, 
from physicians and care staff to housekeeping, 
laundry, catering, and maintenance.  
 
Several participants noted that physicians 
who enter care homes are often ill-equipped 
to provide palliative and end-of-life care 
and stressed the importance of addressing 
this issue. The need for an interdisciplinary 
approach to palliative and end-of-life care was 
also emphasized, with participants stressing 
the importance of involving all programs and 
departments in this process.
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Challenges
Three key types of challenges were 
identified focusing on shortage of resources, 
broader global challenges and information 
insufficiency.

Key Messages

• Staff discomfort in death and dying 
discussions 
• Family and caregivers/staff 
being unable to access useful and 
appropriate information about 
dying, care processes and resident(s) 
they care for  
• Inadequate guidance for staff 
about when and how to identify the 
end of life or initiate palliative care

Information Insufficiency 

• Limited use of technology to 
support palliative care  
• Common use of technology was 
in the context of quality monitoring 
systems but was recognized that 
these systems were not being used 
to their full potential

Limited use of technology 
challenges

• Lack of staff and availability of 
quality time for residents and their 
family or caregivers  
• Poorly resourced physical 
environments

Shortage of Resources 

• Increasing aging population  
• Shift towards people being frailer 
at point of moving into residential 
contexts and nearer end of life

Global Challenges

Opportunities
In terms of opportunities, these focus on 
ways to better prepare for an evolving long 
term care situation. As such, the findings 
indicate a strong recognition for an increasing 
and urgent need for PEoLC services and 
supports within residential care contexts. 

• Provision of person-centred 
advanced care planning for those 
who feel it is the right thing for them 
• Digitisation of anticipatory care 
plans to use as ‘live documents’ that 
can easily be shared and updated 
between all involved in a person’s care

Supporting Accessible 
Advance Care Planning 

• Training and open discourses on 
the topics of death and dying, to 
allow staff to facilitate confident and 
positive interactions with residents, 
families and caregivers 

Promoting Communication

• More financial resources can 
enable staff to invest time in 
providing quality care 
• More financial investments in care 
environments can allow residents and 
their families of caregivers’ space, 
comfort and support to grieve  
• Involving volunteers in supporting 
the end-of-life care process can help 
provide companionship and comfort 
to residents whilst alleviating care 
responsibilities of formal and 
informal carers

Increasing Resources
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Final 
Remarks

Through funding received from the Institute of Social Science Research at the University of 
Dundee, we were able generate a solid evidence base on the current state of PEoLC supports 
offered within residential care settings in order to inform programme design and planning in 
Scotland and Canada (specifically BC) and to leverage future funding.  

This was the first research activity which brought together cross-national academics from 
across disciplines and sectors in the production of new insights into the problem of unmet 
PEoLC needs in residential care environments in Scotland and Canada. 

We found that during the research process, the exchange of everyday accounts of agency 
or lack thereof when accessing PEoLC (for example, the challenges in training, frustrations 
around resources and emotional experiences) during the research process was therapeutic 
for our stakeholders and participants working in residential care. It was also interesting to 
observe that the changes, obstacles, and potential solutions experienced by those working in 
long term care settings in Scotland and Canada were, for the most part, aligned despite great 
geographical distance and working under different governance. 

In terms of future steps, we will work towards translating findings into real impact with 
the long-term goal of transforming the experiences of PEoLC supports within community 
residential care settings in Scotland and Canada, with a focus on resourcing, capacity building 
and developing innovative solutions to enhance sustainability of this sector.

Final Remarks
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Appendix I:  
Structured Questionnaire
1) In your experience, what has been the age range of people who have moved to this long-
term care home? For example, 55-64 years, 65 – 74 years, 75 – 85 years or 85 years or older. 
 
2) Have you found that this has this changed over the years? If so, how has this changed? 

3) The literature notes that being unable to meet the medical and non-medical needs of 
people with a chronic illness or disability, low life satisfaction, dementia problem behaviors, 
caregiver burnout and/or high task demand as the five common reasons for a person to enter 
into residential care. In your experience, what are the most common reasons for older people 
entering into long-term care? Please describe up to five common reasons. You may wish to 
draw on this list.

4) In your experience, what are the criteria for taking in people into your long-term care home? 
In other words, how do you determine if you are the right service for prospective residents? 
 
5) Do you use any specific checklists or questionnaire? If so, can you please tell us what these are. 

6) On the flipside, in your experience, how do residents decide that you offer the right type 
of services for them? 

7) In your experience, do you talk about palliative and end of life care with the family or the 
individual at the point of the person moving in? 

8) What types of palliative and end of life care services does your long-term care home provide?  

9) In your experience, how often and how are the palliative and end of life services that are 
available reviewed? 

10) In your experience, in what ways and in what situations do palliative and end of life care 
services work best?  

11) In your experience, what are the biggest challenges when providing palliative and end of 
life care services for residents? Who are they a challenge for? Who benefits the most from the 
types of palliative and end of life care services that you offer? 

12) In your experience, do you feel well-resourced to provide end of life care services? What 
are the key types of resource challenges? What are some ways these challenges can be 
addressed and what needs to happen to improve end of life care for residents? 

13) What are your organisation’s policies for providing palliative and end of life care services? 

14) What type of technologies do you use that you feel have help to enhance the quality of 
care in your care home?’ 
 
15) Which of these technologies, if any, specifically support good palliative and end of life 
care for residents?’
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