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Abstract
Background: Sweden has a policy of supporting older people to live a normal life at home for as long as possible.
Therefore, it is often the oldest, most frail people who move into nursing homes. Nursing home staff are expected
to meet the existential needs of the residents, yet conversations about death and dying tend to cause emotional
strain. This study explores organizational readiness to implement palliative care based on evidence-based guidelines
in nursing homes in Sweden. The aim was to identify barriers and facilitators to implementing evidence-based
palliative care in nursing homes.
Methods: Interviews were carried out with 20 managers from 20 nursing homes in two municipalities who had
participated along with staff members in seminars aimed at conveying knowledge and skills of relevance for
providing evidence-based palliative care. Two managers responsible for all elderly care in each municipality
were also interviewed. The questions were informed by the theory of Organizational Readiness for Change (ORC).
ORC was also used as a framework to analyze the data by means of categorizing barriers and facilitators for
implementing evidence-based palliative care.
Results: Analysis of the data yielded ten factors (i.e., sub-categories) acting as facilitators and/or barriers. Four
factors constituted barriers: the staff’s beliefs in their capabilities to face dying residents, their attitudes to changes
at work as well as the resources and time required. Five factors functioned as either facilitators or barriers because
there was considerable variation with regard to the staff’s competence and confidence, motivation, and attitudes
to work in general, as well as the managers’ plans and decisional latitude concerning efforts to develop
evidence-based palliative care. Leadership was a facilitator to implementing evidence-based palliative care.
Conclusions: There is a limited organizational readiness to develop evidence-based palliative care as a result
of variation in the nursing home staff’s change efficacy and change commitment as well as restrictions in many
contextual conditions. There are considerable individual- and organizational-level challenges to achieving
evidence-based palliative care in this setting. The educational intervention represents one of many steps
towards developing a culture conducive to evidence-based nursing home palliative care.
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Background
Nursing homes provide assistance with activities of daily
life, such as maintenance of personal hygiene, preparation of special diets, and administration of medication,
for persons who are unable to fully perform such activities without help. Multi-morbidity and cognitive and
physical impairments are common reasons for nursing
home admission when older people cannot be cared for
at home [1]. Nursing home care is commonly provided
until their death [2]. However, in spite of the high mortality among the elderly persons, nursing homes have
not focused on palliative care, i.e., efforts to relieve suffering and preserve the best possible quality of life until
death [3]. Palliative care has traditionally been provided
in specialist palliative care clinics to hospitalized patients
with advanced-stage cancer [4], yet an aging population
in many countries means that an increasing number of
people would benefit from palliative care in nursing
homes. Palliative care has been defined by the World
Health Organization (WHO) as an approach that improves the quality of life of patients and their families facing the problems associated with life-threatening
illness, through the prevention and relief of suffering by
means of early identification and impeccable assessment
and treatment of pain and other problems, physical, psychosocial, and spiritual [5]. WHO has called for initiatives to improve palliative care for older people [5].
Sweden has a policy of supporting older people to live
a normal life in their own homes for as long as possible
[2]. Therefore, it is often the oldest and most frail individuals who move into nursing homes, which means that
a high proportion of all deaths among older people in
Sweden occur in nursing homes [6]. Staff in nursing
homes will increasingly encounter dying residents and
be expected to meet their existential needs. However,
studies have shown that nursing home staff tend to
avoid conversations about death and dying because such
issues cause emotional strain among the staff [7, 8]. The
lack of quality palliative care leads to increased suffering
among the nursing home residents because of the unmet
existential concerns [9, 10].
Recognizing the importance of achieving improved
palliative care in nursing homes and other settings, the
Swedish National Board of Health and Welfare has formulated goals based on the WHO guidelines for palliative care [11]. The Swedish recommendation is that
everyone should have access to evidence-based palliative
care when the need arises, regardless of diagnosis, form
of care, age, or where in the country a person lives [12].
Nursing homes in Sweden do not have a tradition of
providing palliative care. This means that the palliative
care in this setting tends to be experience-based, typically relying on the presence of more senior staff members who have encountered dying residents. This
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“knowing-doing” gap concerning evidence-based palliative care in nursing homes was the impetus for the project Implementation of Knowledge-Based Palliative Care
in Nursing Homes (Swedish acronym KUPA). The project was developed by researchers at three universities in
Sweden and involved managers, staff, older people, and
their relatives at 20 nursing homes. An educational
intervention was provided to nursing home staff and
managers, addressing knowledge and skills of relevance
to develop evidence-based palliative care [13]. This study
explores the organizational readiness to implement palliative care in nursing homes in Sweden based on the
evidence-based guidelines to support staff. The aim was
to identify barriers and facilitators to implementing
evidence-based palliative care in the nursing homes.

Methods
Study setting

The Swedish welfare system is largely funded by taxes
and provides equal access for everyone to health care,
elderly care, and social services based on each person’s
need of support. The system is characterized by shared
welfare responsibility between 21 county councils and
290 municipalities. County councils provide primary and
secondary health care, whereas municipalities are responsible for social services and providing health care
for older people living at home or in nursing homes.
In nursing homes, the residents live in their own
apartments with care provided around the clock. The
right to an apartment in a nursing home is based on the
older person’s need of everyday care assessed by social
workers in the municipality. This typically happens when
a person is too sick or frail to be able to manage an independent life at home. Staff in nursing homes consists
of assistant nurses (the largest group), registered nurses,
occupational therapists, and physiotherapists.
Study participants

The inclusion criterion for this study was managers
working in the nursing homes included in the KUPA
project. All managers in the 20 nursing homes who took
part in the educational intervention to achieve evidencebased palliative care agreed to participate in this study
and were interviewed. The responsible managers in all
nursing homes received an information letter about the
study from the project leader (GA) and were asked to
participate. Thereafter, the managers were contacted by
e-mail by the interviewer to set up an interview. The 20
nursing homes were located in seven municipalities in
the southern part of Sweden. In addition, two higherlevel managers who were each responsible for all elderly
care in a municipality were interviewed. They received
information and were approached in the same way as
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the nursing home managers. Information on the interviewed managers is provided in Table 1.
The managers acted as key informants for their nursing
homes. Key informants are persons with relevant knowledge about the issues investigated [14], i.e., efforts to implement evidence-based palliative care in nursing homes.
The educational intervention

The educational intervention, i.e., the implementation
strategy (also referred to as implementation intervention),
intended to facilitate the development of an evidencebased palliative care, consisted of five seminars aimed at
conveying knowledge and skills of relevance for providing
evidence-based palliative care in the nursing homes. Two
Swedish documents were used as the basis for the seminars: a National Palliative Care program by the Regional
Co-operative Cancer Centers [15] and a national knowledge support document by the National Board of Health
and Welfare [12]. Both documents are based on the
Table 1 Managers interviewed for the study (n = 22)
Nursing
home

Educational
background

Age
(years)

Years as
manager

Number of staff in
the nursing home

A

Social worker

56

2.5

32

B

Registered nurse

42

5.5

32

C

Registered nurse

60

25

60

D

Registered nurse

65

25

74

E

Registered nurse

62

28

57

F

Social worker

48

6

44

G

Human resources
education

67

10

41

H

Social worker

55

2

51

I

Registered nurse

62

35

34

J

Social worker

50

8.5

34

K

Social worker

58

33

45

L

Several educations

37

1

45

M

Social worker

61

40

60

N

Social worker

42

9

48

O

Social worker,
nurse practitioner

58

17

43

P

Sociologist

61

13

110

Q

Social worker,
nurse practitioner

55

38

80

R

Social worker

52

19

78

S

Social worker

49

28

38

T

Human resources
education

45

3

90

U*

Behavioral
science education

49

12

Not applicable

V*

Social worker

49

23

Not applicable

*Higher-level managers who were each responsible for all elderly care in a
municipality. All managers were female

WHO definition of palliative care [16] and WHO reports
[4, 5]. The seminars combined lecture-style presentations
and more interactive group discussions. They were provided as an outreach course and took place in the participating nursing homes. This strategy was considered the
most appropriate on the basis of the presumed low level
of knowledge among the staff concerning evidence-based
palliative care principles.
The seminar content was determined after the discussions with staff, informal caregivers, and patients representing both hospital and community care. The research
team developed an educational booklet primarily based on
the two knowledge documents [12, 15]. The seminars and
accompanying educational booklet addressed five themes:
the palliative approach and dignified care, next of kin, existence and dying, symptom relief, and collaborative care.
The themes were adjusted somewhat based on the
expressed needs and interests at each nursing home. The
booklet included recommended assignments to do as
preparations before each seminar as well as assignments
to complete after each seminar. A list of references for further self-studying was also given in the booklet.
The seminar group at each nursing home consisted of
8–10 participants and met approximately once a month
over a period of 6 months. The participants belonged to
different professions and had different positions in the
nursing homes: manager, assistant nurses, registered
nurses, occupational therapists, and physiotherapists.
The seminars were led by five registered nurses and researchers (including LB and BW) and one registered
nurse who worked clinically, all with experience from
working as nurses in palliative and geriatric care settings.
The participants were selected by the manager of each
nursing home, with the aim of including different professions and some staff members who might continue as
seminar leaders for further training of the entire staff at
each nursing home. Approximately 200 staff members
and 20 nursing home managers participated in the
course at 20 nursing homes.
Data collection

A semi-structured interview guide was developed by the
research team behind the project. The guide was tested
in one interview with the main purpose of determining
whether the interview questions were suitable for
obtaining rich answers in relation to the study aims. The
questions were found to be clear and informative. Consequently, no revision of the interview guide was done,
and the test interview was included in the analysis. The
interviews were conducted by two of the authors of the
study (LB, BW) and took place from September 2015 to
December 2016. The nursing home managers were
interviewed in their respective nursing home, whereas
the municipality managers were interviewed at the two
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municipalities’ administrative facilities. The interviews
were conducted towards the end of the course, between
the fourth and fifth seminars. The interviews lasted between 31 and 65 min, with the average duration being
49 min.
The interviews were based on six overarching questions: What does the palliative care initiative mean for
the nursing home(s) you are responsible for?; Do you
have a plan for how the change effort will be carried out
after the seminars are over, and what are the plans from
a longer perspective?; How do you view readiness for
change among your staff?; How do you view your staff’s
motivation and commitment to the change?; What faith
do you believe the staff have in their own ability to
achieve change?; and What facilitates and what impedes
implementation of palliative care in your nursing home,
and how important are various facilitators and barriers
in your opinion? Probes and questions asking for clarification were added when needed. At the end of each
interview, the interviewer asked if there was anything
that had not been elucidated. All interviews were recorded and transcribed verbatim.

Theoretical framework

The interview questions were informed by the theory of
Organizational Readiness for Change (ORC) developed
by Weiner [17]. ORC was also used as a framework to
analyze the data by means of categorizing barriers and
facilitators for implementing evidence-based palliative
care in terms of the skills and knowledge addressed in
the seminars.
ORC is conceptualized as a “shared team property”
among organization members, but it can be assessed at
both individual and supra-individual levels (e.g., team, department, or organization) [17: 5]. We used ORC to study
the supra-individual level since the implementation of
more substantial changes in health care usually requires
collective and coordinated actions by many organization
members [17]. ORC posits that organization members’
change commitment and change efficacy promote
organizational readiness to implement change. The term
“readiness” connotes a state of being both psychologically
and behaviorally prepared to take action (i.e., willing and
able). The theory also describes contextual factors as a determinant of organizational readiness to change because
such factors can influence change commitment and
change efficacy. The three overarching determinants of
ORC are [17] as follows:
 Change efficacy: organization members’ beliefs in their

capabilities to execute the planned actions involved in
the change. Can they implement this change
effectively given the situation they currently face?
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 Change commitment: organization members’ resolve

to pursue the courses of action involved in change
implementation. To what extent do organization
members value the specific impending change?
 Context: resources, structure, and culture that
influence the organization members’ preparedness to
implement the change. How does the context affect
the organizational members’ willingness or ability to
take action?
Data analysis

The interviews were analyzed using conventional content analysis in accordance with the procedure described
by Hsieh and Shannon [18]. The analysis was done by
hand (no software was used). As a first step, all authors
read and re-read all transcripts to obtain an understanding of the whole. The next step in the process was led
by PN, who highlighted words and sentences in the text
that captured various key statements in relation to the
study aim. During this process, codes that reflected more
than one key statement developed; the codes were then
aggregated into clusters based on similarity of the
content and their relation to each other. After reexamination, the initial clusters were merged into subcategories, which were given labels that provided an
overall description of their content [18]. The subcategories were cross-examined to ascertain that they
were defined in such a way that they were internally as
homogeneous as possible and externally as heterogeneous as possible [19].
In the next step, the findings concerning the contents
of the sub-categories were compared and contrasted
with the three constructs (i.e., categories) of ORC, using
a deductive approach. The sub-categories were mapped
onto the three constructs by PN. All authors discussed
the contents of the categories using triangulating analysis, i.e., the authors independently analyzed the same
data and compared their findings. Discussion about this
mapping process continued among all authors until no
inconsistencies existed, and a shared understanding was
reached in order to prevent researcher bias and
strengthen the internal validity [20]. Representative
quotes were selected by PN in collaboration with the
other authors and translated from Swedish to English by
PN before being examined by all authors.

Results
The analysis of the data yielded ten factors (i.e., subcategories, in bold type in the text) acting as facilitators
and/or barriers to developing evidence-based palliative
care in the nursing homes, based on the managers’ statements (Table 2). Quotes from 15 managers (numbered
1–15) are used to illustrate the findings.
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Table 2 Quality content analysis of interviews with managers (n = 22)
Category in ORC

Sub-category

Explanation

Change efficacy

Competence and
confidence (F/B)

Competence and confidence have to do with the staff’s experience and knowledge concerning
palliative care issues and their beliefs that they can learn the principles of palliative care and
develop evidence-based palliative care in the nursing home

Face dying persons (B)

Facing dying persons concerns the staff’s beliefs in their capabilities to address or handle death
and dying persons to be able to develop evidence-based palliative care in the nursing home

Motivation (F/B)

Motivation concerns the staff’s willingness and determination to develop evidence-based
palliative care in the nursing home

Attitudes to work
in general (F/B)

Attitudes to work are associated with the staff’s interest and engagement in their work in general
of potential relevance for developing evidence-based palliative care in the nursing home

Attitudes to
changes at work (B)

Attitudes to changes at work are related to the staff’s resolve to pursue development of evidence-based
palliative care in the nursing homes despite experiencing many concurrent changes at work

Resources (B)

Resources refer to the availability of financial and personnel resources of relevance to developing
evidence-based palliative care in the nursing home

Time (B)

Time has to do with the availability of time to allow the staff to learn the principles of palliative care
and develop evidence-based palliative care in the nursing home

Plans (F/B)

Plans relate to developing structures or concrete strategies for continued efforts to develop
evidence-based palliative care in the nursing home

Leadership (F)

Leadership deals with the influence of the nursing home managers and other leaders on the staff
in order to develop evidence-based palliative care in the nursing home

Decisional latitude (F/B)

Decisional latitude refers to the nursing home managers’ autonomy to make work-related decisions
conducive to developing evidence-based palliative care in the nursing home

Change
commitment

Context

The three categories of the Organizational Readiness to Change (ORC) theory concern change efficacy, change commitment, and context [17]. The
sub-categories act as facilitators (F) and/or barriers (B). F are those that are likely to contribute to or enable development of evidence-based palliative
care according to the managers’ statements, whereas B are those factors that can be expected to hinder this development on account of the managers’
descriptions. Some factors functioned as both F and B (listed as F/B)

Change efficacy

The managers noted that some of the staff members have
sufficient competence and confidence and believe that they
can learn and provide evidence-based palliative care to the
residents. However, the managers also recognized that
other members of the staff would likely need a great deal
of support because they were unsure of their abilities. In
general, the managers believed that staff who had worked
longer were more competent and confident. Therefore,
based on the managers’ descriptions, current competence
and confidence function both as a facilitator and a barrier
to developing evidence-based palliative care.
The biggest obstacle is [lack of] knowledge. (1)
Yes, the [ability] varies, I believe. I think some feel
very… that I can do this gallantly, but there are also
those who think, ‘Can I do this?’ (2)
I think it [trust in one’s own ability] is mixed. But I think
it’s very dependent on how long you’ve worked. (3)
According to the managers, many nursing home staff
members express reluctance to face dying persons.
They do not appreciate talking about death or being
too closely involved when older people are dying in
the nursing home. Managers noted that such situations
tend to be perceived as uncomfortable for some staff who
may struggle with what to say or how to act. The

managers’ descriptions thus mean that hesitation in addressing or facing death or dying persons constitutes a
barrier to developing evidence-based palliative care in the
nursing homes.
Some have fear, because it exists. (3)
Especially those [older people] who may have lived
here for a while, you have created a relationship with
them. Then some may think that it is very difficult
when the person becomes palliative and will die.
Some think that it becomes too personal. (4)
Change commitment

The managers believed that the nursing home staff are
somewhat mixed with regard to their motivation to learn
and practice the principles of palliative care. Many staff
members appeared to be genuinely eager to develop
their knowledge and skills in palliative care, but interest
seemed to differ considerably among the staff, according
to the managers. Hence, motivation functions as both a
facilitator and barrier to developing evidence-based
practice in view of the managers’ descriptions.
After all, it’s very individual among the staff, how they
commit to this and how they handle it. ... And I think
it’s important to try to highlight the staff who have the
dedication and knowledge, and the desire to work
with this. (5)
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I saw when I was out to gauge interest in the
education, that it was considerable, so we had to
make it a lottery. So there is an interest. ... They want
knowledge about it. You just want to be safe and
secure [in what you do]. (6)
The managers acknowledged that most of the nursing
home staff members are engaged in their work and
assume a shared responsibility for providing quality
elderly care. The managers considered positive attitudes to work in general as an important asset for developing evidence-based palliative care. However, they
also noted that there were staff members who were
less passionate about their work and would therefore
be less inclined to learn or practice the principles of
palliative care. Based on the managers’ statements, attitude to work is therefore both a facilitator and barrier to developing evidence-based palliative care.
I’m mighty proud of their commitment. In connection
with palliative care, there is often an enormous
commitment to the people it concerns. They take
great responsibility. (7)
Then there are always exceptions and that’s the way it
always is, with everything. There are those who sigh
and think that this is futile. (8)
The managers believed that many staff members hold
overall negative attitudes to changes at work, decreasing
their commitment to learning the principles of palliative care. The nursing home managers and staff had experienced many changes over the years. The managers
believed there was a risk that the aim to introduce principles of palliative care would meet with limited enthusiasm as a result of a certain “change fatigue” among
many staff members, thus functioning as a barrier to
the development of evidence-based palliative care.
We have had a lot of changes here. I think they are
quite fed up. ... What makes it difficult is all the
changes we have made so far and they might be tired
of changes or improvement work. (6)
It may happen that you get saturated. And it’s
always about engaging and retaining this motivation
among the staff. If it becomes too much I think
you grow tired. (9)
We can never focus only on one thing because
there is so much happening in the rest of the
world, which affects us, decisions and changes of
laws and everything. That [the changes] may be an
obstacle. (10)
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Context

Many managers talked about restricted financial resources, which often made it difficult to carry out continuous professional education to achieve quality care
for the older people and provide support to the staff in
learning and developing new competencies, including
palliative care principles. According to the managers’ accounts, limited resources, therefore, are a barrier to developing evidence-based palliative care.
Resources are needed if we are to educate ourselves, if
we are to improve ourselves. ... We have a negative
[economic] balance and we cannot sit here and have
visions about doing many different things. (7)
I don’t want to initiate too much [activities], because I
feel that there is so much right now that we have to
finish first. I shouldn’t mention the economy, but I
have to lie low from time to time. You cannot start a
lot of stuff which you could before when we had
better economy. (10)
The managers expressed that development of staff competence could not always be prioritized with regard to
time to the extent they wanted. They recognized that acquiring and practicing knowledge and skills in palliative
care will require time. According to the managers, time
limitations restricted the staff’s ability to learn the principles of palliative care, thus functioning as a barrier to
developing evidence-based palliative care.
I think today everything goes so fast, so it’s never
anchored. … And that’s why it isn’t so good either. (11)
In order to make a change, it must take time and how
do we find time? Do we have the time? And when do
we take it? (12)
Everything has to be so fast and time is an opponent.
... We’re living in the future, we are not here in the
present. (13)
The managers described various ambitions regarding
plans to continue working towards evidence-based palliative care in the form of structures or strategies for the future, including having individuals as change leaders or
quality improvement developers. However, there were also
managers who admitted that they had not considered how
the knowledge and skills acquired by staff members in the
seminars should be transferred to colleagues or be maintained over time. Based on the managers’ statements,
plans for developing evidence-based palliative care practice, therefore, function both as a facilitator and barrier for
developing evidence-based palliative care.
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We have something called change leaders who are
chosen somehow ... We can use them as sounding boards
and I can discuss all kinds of changes with them. (7)
No, there is no plan at all. (14)
Leadership was not only associated with the influence of
the nursing home managers, but managers also viewed
registered nurses as potential role models from which
nurse assistants could learn how to talk about existential
issues and obtain knowledge about other principles of
palliative care. Competent leadership is therefore a facilitator to developing evidence-based palliative care on the
basis of the managers’ descriptions.
I think [registered] nurses have a key role in this. ...
For the nurse assistants usually do as the nurses do. ...
I have a really good nurse. She has competence and
she is calm and secure, which is evident to the staff
and [the residents’] relatives. (4)
It’s a lot about management. It’s a lot about cooperation between manager and nurse, and how you
work with the staff. (5)
The managers opinioned that their decisional latitude to
pursue work-related initiatives of potential relevance for
developing evidence-based palliative care was somewhat
restrained because of the need to carry out many topdown actions initiated at higher political and management
levels. Still, they believed that they had considerable autonomy to make decisions concerning nursing home activities
and goals. Thus, according to the managers’ statements,
room for decisions functions as a facilitator or barrier, depending on the mandate to make decisions to support the
development of evidence-based palliative care practice.
I have a mandate for our activities here, but I get the
decisions from above. … I must implement what I’m
told from above, even if I do not like it. (3)
We are a politically controlled organization, so it [a
directive] may come from politics, but there are
things we can influence at our unit. If you have some
ideas that are in line with what we are going to work
for, then you can try it. (15)

Discussion
This study sought to explore readiness to implement palliative care in nursing homes based on the evidence-based
guidelines from the perspective of managers. The three
overarching categories of ORC provided a framework for
the analysis of the interviews [17]. We found the structure
and contents of ORC to be relevant for the study, offering
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a plausible theoretical explanation of the determinants for
developing evidence-based palliative care and providing a
useful tool to categorize facilitators and barriers to achieving this care. We did not identify any barriers or facilitators that did not fit into the framework.
We found that four of the ten factors identified (i.e.,
sub-categories) acted primarily as barriers to evidencebased palliative care in the nursing homes. Fear or hesitancy among the staff to face dying persons and talking
with them about existential concerns were mentioned by
many of the managers interviewed for the study. This
finding is consistent with previous research, which has
shown that nurses and other health care practitioners
often do not know what to say or do when patients or
residents experience existential distress, and many feel
insufficiently prepared to provide existential care for the
dying [7, 21–25]. The need for training in all aspects of
spiritual and existential end-of-life care has been emphasized [10, 26].
The fear of facing the reality of death among nursing
home residents may be partially attributed to the prevailing culture in Sweden and many western societies,
whereby death is a sensitive or even taboo topic [27]. Increased medication and institutionalization of the dying
in contemporary society has led to fewer people having
experience of dying persons [28, 29]. In consequence,
many people today are unprepared for the existential uncertainty associated with dying [30]. The educational
intervention, i.e., the seminars, in which the managers
that we interviewed participated was intended to convey
knowledge and skills to enhance staff confidence and
competence to provide palliative care. The seminars
allowed for discussion and sharing of experiences concerning dying persons, which appeared to be valued by
the participants. Reflection is typically described as a
mechanism to translate experience into learning, by
examining one’s attitudes, beliefs, and actions, to draw
conclusions to enable better responses in the future [31].
However, Penrod [32] argues that feelings of existential
uncertainty can never be fully resolved, implying that
health care practitioners in palliative care must learn to
live with this uncertainty.
Attitudes to changes at work emerged as another barrier to evidence-based palliative care. The managers
found that many staff members were tired of changes,
which made them less interested in acquiring the new
knowledge and skills required to develop evidence-based
palliative care. Managers mentioned previous changes
that had lacked focus and were unsuccessful, which had
created a sense of change fatigue among the staff. The
concept of organization change fatigue has been defined
as a general sense of apathy or passive resignation by
individuals or teams towards organizational changes. It
is associated with increased stress and decreased
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organizational commitment [33, 34]. Our findings suggest that the concept of change fatigue has considerable
relevance with regard to implementing the changes required to develop evidence-based palliative care in nursing homes. Change fatigue indicates the importance of
forward-thinking coordination of changes to achieve
successful implementation of new practices. Somewhat
remarkably, timing or coordination of changes is not addressed in many of the determinant frameworks that are
widely used in implementation science to identify and
categorize factors that have an impact on implementation success [35].
As expected, resources and time both constituted barriers. This is consistent with other studies on efforts to improve palliative care for older people in nursing homes
[36–39]. Resources and time are closely linked; limited resources restrict the number of staff per resident, which
has an impact on the time available for staff to communicate with the residents, their families, and colleagues, as
well as the time that can be devoted to continuous professional education or improvement efforts. The resource
and time constraints also apply to health care in general;
these two factors have overwhelmingly been identified as
barriers to implementing evidence-based practices in various health care settings [40–43].
Leadership stood out as a potentially important facilitator. The importance of leadership for improving palliative care in nursing homes has also been recognized in
other studies (e.g., [39, 44]. The managers in our study
believed they could provide crucial support for the staff
to develop evidence-based palliative care. They also
pointed to registered nurses as having an important role
as informal leaders for the many assistant nurses
employed in nursing homes. A nursing home study in
Norway by Sommerbakk et al. [39] suggested that nurses
could act as local champions who would tutor colleagues
and give the staff ownership of the improvement project.
The importance of role models can be explained with
reference to social-cognitive theory [45], which posits
that self-efficacy, i.e., the belief in one’s capacity to carry
out a specific behavior, can be enhanced by means of
vicarious experience such as observing someone else
performing a task or handling a situation, e.g., addressing existential concerns with an older person.
Leadership is typically conceptualized as involving a
process of one person exerting intentional influence over
another person or group in order to achieve a certain
outcome in a group or organization [46]. It is important,
however, to distinguish between leadership and management. The leader sets goals and seeks new ways to work
towards the goals, whereas the manager maintains the
status quo and organizes, directs, and controls to
achieve goals [47]. Not all managers take on the role as
leaders, and not all leaders are managers because there
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can also be informal leaders, i.e., in line with the role attributed to some registered nurses, according to the
managers. The relevance of leadership in implementation science has been acknowledged, yet there has been
relatively little empirical research on this concept in this
field [48].
Leaders have an important role in shaping the culture
of a group, unit, profession, organization, or other social
group or unit [49]. Culture has been defined as the
shared values (important and lasting ideals and preferences for certain behaviors) and norms (beliefs about acceptable behaviors) and assumptions (unspoken beliefs
and expectations) among members of a collective [50].
Other studies concerning palliative care in nursing
homes have identified the importance of the culture
(e.g., [7, 51]). Changing the nursing home culture so that
the values, norms, and assumptions support evidencebased palliative care represents a profound challenge as
the palliative care principles are transferred from cancer
care to more general care settings such as nursing
homes. Froggatt [52] has emphasized that a cultural
change is needed as education alone is not sufficient to
bring about changes in practice to achieve evidencebased palliative care in nursing homes.
Five of the ten factors acted as both facilitators and
barriers for evidence-based palliative care based on the
managers’ statements. The managers described their staff
as being mixed with regard to competence and confidence in their ability and motivation to learn and practice the principles of evidence-based palliative care. This
finding is consistent with much implementation research, which points to motivation, competence, and
confidence as important determinants of implementation success [53–55].
Attitudes to work in general also emerged as a “mixed”
facilitator and barrier. Although the managers emphasized that most of their staff expressed positive work attitudes, they also recognized that there were those who
were less enthusiastic about their work and might be less
motivated to learn or practice the principles of palliative
care. Attitudes to work can be understood in terms of
work climate, i.e., patterns of behavior, attitudes, and
feelings, that characterize life in an organization or other
unit. Whereas, the culture tends to be deep and stable;
the climate is more amenable to change [56]. Sommerbakk et al. [39] identified work climate problems as an
important barrier to change. They noted that there was
a lack of support from colleagues when some of the staff
members were given training and responsibilities that
took them away from their daily clinical work.
Finally, plans with regard to structures or strategies to
continue efforts to develop evidence-based palliative care
and the ability to make decisions concerning such efforts
also functioned as both a facilitator and barrier based on
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the managers’ descriptions. The managers were asked to
choose participants for the seminars who could continue
as seminar leaders for further education of the staff.
Such train-the-trainer schemes have shown promise for
disseminating various evidence-based principles and
knowledge in different settings (e.g., [57–59]). However,
not all managers had considered this option and had not
identified suitable individuals who might be willing and
able to carry on teaching their colleagues.
Some methodological issues must be considered when
interpreting the findings. A qualitative approach was
chosen because little is known about facilitators and barriers to developing evidence-based palliative care in
nursing homes in Sweden. Interviews with managers
were considered the most relevant method for collecting
information and gaining a deeper understanding of the
nursing homes’ organizational readiness to develop an
evidence-based palliative care. The barriers and facilitators identified in this study are not intended as an exhaustive list of all possible determinants; other studies
may yield different barriers and facilitators or give different priorities to other factors. The results cannot be directly transferred to other nursing homes in Sweden or
internationally. Instead of statistical generalization, we
sought analytical (also referred to as theoretical)
generalization by comparing our findings with other
studies on palliative care in nursing home settings and
research on implementation of evidence-based practices
in general. It was deemed more appropriate to interview
all managers instead of sampling some of them. The data
analysis confirmed that data saturation was reached before cessation of the interviews. Transcripts were not
returned to the participants for comments, and they
could not provide feedback on the findings. An important reason for this is that the same participants will be
interviewed for a follow-up study 9 months later, and we
did not want them to be influenced by the interpretation
of this study.
We used the ORC theory as a framework for the
study. According to De Dierckx et al. [60], using a preconceived framework runs the risk of prematurely excluding alternative ways of organizing the data that may
be more illuminating. However, we used ORC to broadly
inform the questions presented to the managers, and it
was not applied until the second phase of the data analysis, after the data had first been analyzed inductively to
arrive at facilitators and/or barriers (i.e., sub-categories).
The two authors (LB, BW) who conducted the interviews were also part of the team of six persons who led the
seminars. This double role could potentially induce bias,
but the managers were in an independent position to
them. Furthermore, the interviews did not address the
educational interventions, focusing instead on if the managers had plans for how the change effort would be carried
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out, their views concerning the staff’s readiness, commitment and ability to achieve the change, and what might facilitate or impede the change. The interviewers have
considerable interview experience and conveyed to the
managers that they should respond as truthfully as possible
and should not provide answers to please the interviewer.
The managers acted as key informants for their nursing homes. We sought key informants in accordance
with the prerequisites for using this approach. Thus, the
managers we interviewed had roles that exposed them
to the information we sought, had access to the desired
information, and had absorbed the information meaningfully, and were willing and able to communicate their
knowledge to the interviewer in an intelligible manner
[14]. The managers participated in the seminars and
were interviewed after the fourth of five seminars in the
course, which means that they could be expected to have
a good understanding of the meaning and requirements
of evidence-based palliative care and the responses of
colleagues participating in the course. However, this
does not necessarily mean that the managers were fully
aware of the attitudes, beliefs, and motivation among all
staff members. Leadership emerged as the only factor
that did not constitute a barrier to developing evidencebased palliative care. This finding should be interpreted
with caution, because the managers effectively spoke on
behalf of themselves as leaders. We did not interview
staff who participated in the seminars since we focused
on the supra-individual level, which is relevant when
applying ORC to explore the implementation of more
substantial changes that require collective and coordinated actions by many organization members [17]. ORC
is conceptualized in terms of being “a psychological state
that organization members hold in common” [17: 5].
Accordingly, the aim was to obtain an understanding of
the organizational readiness for implementing evidencebased palliative care. Interviews with individual staff
members could have provided insights into individuals’
beliefs, attitudes, motivation, and other individual-level
cognitions, but such an approach would probably have
yielded insufficient information about the readiness of
the nursing homes as a whole.
The multidisciplinary research team was a strength of
the study, because it permitted different perspectives on
the issue of palliative care in nursing homes. The team
consisted of three (female) nurses with experience in
clinical patient work as well as work on miscellaneous
issues concerning research on older people (GA, LB,
BW) and an experienced implementation researcher
(male), who is an economist and organizational analyst
(PN). Another strength was the relatively high number
of interviews. This allowed us to use quotations from
many different managers, which added transparency and
trustworthiness to the findings.
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The study contributes important knowledge with regard
to implementation science. While the concept of ORC has
been widely applied to understand changes in various organizations [61], few empirical implementation science
studies in health care settings have used Weiner’s theorybased ORC framework [17]. It was found to provide an
excellent framework for informing the data collection and
analyzing the data. Choosing one theory, model, or framework often means placing weight on some aspects at the
expense of others, thus offering only partial understanding. However, ORC was found to be sufficiently broad to
allow for a fairly inductive approach. The study findings
point to difficulties in changing a practice when it essentially requires a cultural change. Some of the determinants
described in the study are well-known across implementation studies in different settings, but the study also identified a unique barrier in the form of fear or hesitancy
among the staff to face dying persons. It suggests the considerable challenge of implementing an evidence-based
practice when the desired behavior is emotionally charged
and may present difficulties even after participation in
educational interventions to acquire necessary skills and
knowledge. Rafferty et al. [62] suggest that affective aspects of change readiness have been overlooked, arguing
that both theoretical and empirical studies support the
relevance of the affective element of attitudes since it may
negatively influence change efficacy and change commitment. The study also highlighted the importance of the
timing of implementing new practices, which could possibly be seen as an underlying explanation for some of the
barriers which are often described in implementation
studies, e.g., insufficient time and lack of motivation
among staff. The timing of implementation is important
to address in implementation studies, which tend to investigate one change initiative at a time rather than viewing
them in a broader perspective of the many concurrent
change initiatives that practitioners typically face.
In terms of implications, the study suggests the relevance of several initiatives that would build on the identified facilitators to increase the organizational readiness
for an evidence-based palliative care. Certain staff members could act as local champions for palliative care and
provide support for further education and training in
palliative care principles. Rogers [63] and many implementation researchers (e.g., Nilsen [35], Greenhalgh
et al. [40], and Damschroder et al. [43]) have emphasized
the importance of champions in order to support new
practices and overcome indifference or resistance concerning a new way of working. Registered nurses may be
best suited to take on such a role. Involving them in
train-the-trainer schemes would enable a continuation
of the educational intervention after the research project
has ended [52, 57–59]. They could tutor colleagues in
their own nursing homes and possibly visit other nursing
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homes. Another option is to designate work time for discussion groups where nursing home staff meet to reflect
more informally on palliative care issues. Research suggests the importance of scheduling forums that provide
legitimacy for reflection [64, 65]. Both train-the-trainer
schemes and discussion forums depend on the managers’ leadership and legitimization to give the activities
priority, which is required to develop a culture where
facing dying residents’ concerns becomes normal and
expected among the staff.

Conclusions
There is a limited organizational readiness to develop
evidence-based palliative care because of considerable
variation in the nursing home staff’s change efficacy and
change commitment as well as restrictions in many contextual conditions. The findings show that there are considerable individual- and organizational-level challenges
to achieving evidence-based palliative care in this setting. The educational intervention undertaken by managers and staff to acquire knowledge and skills in
palliative care should be considered one of many steps
towards developing a culture conducive to evidencebased nursing home palliative care.
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