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Abstract

Background Primary care providers play a critical role in providing early palliative care to their patients. Despite the
availability of clinical education on best practices in palliative care, primary care providers often lack practical guid-
ance to help them operationalize this approach in practice. CAPACITI is a virtual training program aimed at providing
practical tips, strategies, and action plans to provide an early palliative approach to care. The entire program consists
of 12 sessions (1 h each), divided evenly across three modules: (1) Identify and Assess; (2) Enhance Communication
Skills; (3) Coordinate for Ongoing Care. We report the protocol for our planned evaluation of CAPACITI on its effective-
ness in helping primary care providers increase their identification of patients requiring a palliative approach to care
and to strengthen other core competencies.

Methods A cluster randomized controlled trial evaluating two modes of CAPACITI program delivery: 1) self-directed
learning, consisting of online access to program materials; and 2) facilitated learning, which also includes live webinars
where the online materials are presented and discussed. The primary outcomes are 1) percent of patients identified as
requiring palliative care (PC), 2) timing of first initiation of PC, and self-reported PC competency (EPCS tool). Secondary
outcomes include self-reported confidence in PC, practice change, and team collaboration (AITCS-Il tool), as well as
qualitative interviews. Covariates that will be examined are readiness for change (ORCA tool), learning preference, and
team size.

Primary care teams representing interdisciplinary providers, including physicians, nurse practitioners, registered
nurses, care coordinators, and allied health professionals will be recruited from across Canada. The completion of all
three modules is expected to take participating teams a total of six months.

Discussion CAPACITIis a national trial aimed at behavior change in primary care providers. This research will help
inform future palliative care educational initiatives for generalist health care providers. Specifically, our findings will
examine the effectiveness of the two models of education delivery and the participant experience associated with
each modality.

Trial registration ClinicalTrials.gov NCT05120154.

*Correspondence:

Hsien Seow

seowh@mcmaster.ca

Full list of author information is available at the end of the article

©The Author(s) 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or

other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativeco
mmons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12904-022-01124-x&domain=pdf

Seow et al. BMC Palliative Care (2023) 22:2

Page 2 of 12

Keywords Palliative Care, Education, Health Personnel, Training Programs, Professional Competence, Cluster

Randomized Controlled Trial

Background

Several systematic reviews have found that a palliative
approach to care can be effectively delivered by primary
care providers (PCP) working in community-based
interprofessional teams to improve patient and family
outcomes [1, 2]. Considering longitudinal relationships
and continuity of care, primary care providers are ide-
ally positioned to identify the need for palliative care and
to initiate it early in the trajectory of serious chronic or
terminal illness among their patients [3]. Research shows
PCPs are willing to provide palliative care [4, 5] but often
cite the lack of knowledge, confidence, tools, and prac-
tical supports to operationalize this approach in practice
[6, 7]. Comprehensive palliative care education programs
combined with appropriate supports play a critical role in
addressing these gaps.

One exemplar education program is the Gold Stand-
ards Framework (GSF) Training Program in the United
Kingdom. Beginning in 2003, GSF has spread across the
country, training over 20,000 providers in 3,500 teams
in primary care, long-term care, and hospitals across the
country [8-10]. A review of 15 publications evaluating
the Gold Standards Framework found the program led
to more patients identified on a palliative care registry,
earlier access to palliative care, strengthened interprofes-
sional coordination and increased family caregiver satis-
faction [8]. Knowledge translation science underscores
how its success in achieving outcomes and spreading
widely is, in part, related to the program’s emphasis on
applied knowledge, skills, and tools that are adaptable
and tailored to the local context [11-13]. For instance,
the UK has palliative care patient registries via wide-
spread electronic medical records, and financial incen-
tives for reaching targets in the registry.

In Canada, where financial incentives and electronic reg-
istries for palliative care do not exist, Pallium Canada has
been the national leader for palliative care education since
2000. For instance, between 2015-2019, over 1,600 Pallium
Learning Essential Approaches to Palliative care (LEAP)
courses were taught across Canada to nearly 30,000 inter-
professional health care providers [14, 15]. LEAP has been
shown to be effective across multiple domains of pallia-
tive care competencies [16, 17]. Pilot studies in cancer and
primary care settings have shown that LEAP education
combined with practice supports, such as an integrated
care model, can increase provider confidence and access
to primary-level palliative care [18, 19]. Other practice
supports, such as commitment-to-change strategies, have

been shown to enable learners to apply knowledge into
practice [20].

Further research on effective strategies to optimize
the integration of knowledge into practice and behavior
change would be beneficial [21]. In particular, research
exploring virtual education programs are needed, since
this delivery method is becoming more acceptable, even
essential in the context of the COVID-19 pandemic [22],
and can address some geographic and access issues.
Moreover, since self-directed virtual education is becom-
ing more common, rigorous research on the benefits of
delivering case-based discussions, expert guidance, and
facilitation online to support practice change is needed to
address knowledge translation gaps.

Overview of CAPACITI and Pilot Study

Our study team developed CAPACITI, which stands
for the Community Access to PAlliative Care via Inter-
professional Teams Improvement program, to provide
PCPs with practical skills for better incorporating a pal-
liative approach to care into practice. CAPACITI is a
virtual training program aimed at providing practical
tips, strategies, and action plans to help primary care
teams operationalize and deliver an early palliative care
approach to patients with life-limiting illnesses. Our
recently completed pilot study of CAPACITI with 22
teams across Ontario [23], demonstrated the feasibility
and potential efficacy of this intervention in a pre/post
evaluation. Based on the quantitative and qualitative
findings from the pilot study, we refined the format and
content of CAPACITI and designed this cRCT for robust
evaluation. This randomized trial examines the benefits
of self-directed education alone versus education plus
facilitation using case-based discussions to support local
adaptation and practice change.

Aims

We intend to conduct a randomized controlled trial of a
refined version of CAPACITI to examine the impact of
this training intervention more empirically on general-
ist providers. In this article, we present the design and
procedures of the CAPACITI trial. The intervention and
study implementation process will be described. The
intervention will be a facilitated model of CAPACITI
training education, and the comparator will be the same
materials provided in a self-directed, non-facilitated
format. The key aim of the study will be to assess the
impact of the Facilitated versus Self-directed versions
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of CAPACITI on patient identification, core competen-
cies, change in practice, and team collaboration, towards
providing a palliative approach to care. Our hypothesis
is that the facilitated format will be more effective on all
outcomes.

Methods

Study design

We are conducting a prospective cluster randomized
controlled trial (cRCT) in which the clusters are primary
care practices (teams) randomized to either a Facilitated
or Self-Directed model of CAPACITI. This program con-
sists of three distinct education modules, each which will
be evaluated separately. The primary comparison will
be between the trial arms upon completion of a mod-
ule to compare effectiveness of the two approaches. Our
study will also measure the change in outcomes within
the same team, before and after completion of a mod-
ule. The anticipated completion date of the cRCT is July
2023. Ethical approval for this study was obtained from
the Hamilton Integrated Research Ethics Board (#13867)
(see  https://clinicaltrials.gov/ct2/show/NCT05120154
for approved operating protocol).

CAPACITI Intervention

The development of CAPACITI has been described
previously [23]. This intervention originated from an
extensive review of existing palliative care training pro-
grams and input from national and international experts.
CAPACITI differs from other educational interventions
in that it is intended to complement established pro-
grams that teach core palliative care skills by focusing
on the application of these skills in practice by general-
ists using facilitated, case-based, virtual education. The
current iteration of CAPACITI was revised based on the
feedback of the pilot study, for example, additional case
examples, more concise content, and shorter program
duration. In this intervention, participants will enroll in
three distinct modules, taken in order; each module is
comprised of four sessions (1 h long).

Each module addresses a critical component of imple-
menting a palliative approach to care into primary care
practice: (1) Identify and Assess; (2) Enhance Com-
munication Skills; (3) Coordinate for Ongoing Care
(including involvement of family and specialists). Over
bi-monthly sessions, each CAPACITI module integrates
3 components: clinical education in the form of expert
advice and tips; evidence-based tools; and case studies to
serve as practical examples. Between sessions, PCPs are
to complete an activity to encourage them to apply the
session content in practice. The session content of each
module is presented in Table 1 and the learning compo-
nents in Fig. 1. CAPACITI will be provided virtually to
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participants, hosted on an online learning management
system (Moodle, https://moodle.org/). Emails will be sent
from the learning management system to participants to
notify /remind them of module /session dates, assign-
ment completion, etc.

Study groups

The control group will receive access to the online ses-
sion slide decks, tools, “cheat sheets’, resources, and
assignments. The intervention group will receive the
same access to the online session materials but will also
be invited to participate in facilitated virtual webinars,
that includes a presentation of the session slide deck and
open discussion of the content (Fig. 1).

o Control group: Self-Directed — Access to online
CAPACITI materials only (no live presented ses-
sions)

o Intervention group: Facilitated — Access to online
CAPACITI materials plus each session is presented
on a live interactive video conference, including
group discussion of the material for adaptation to
local context.

We hypothesize that the interactive sessions and
opportunity for open discussion offered to the facilitated
group in CAPACITI will better assist them to overcome
challenges to knowledge translation and implementation,
compared to the self-directed group.

Outcomes
Study outcomes and corresponding measures, summa-
rized in Table 2, are as follows:

Primary outcomes

1. Palliative care access and timing, measured based
on self-reported: i) number of patients in case-
load and number (calculated %) reported as Identi-
fied as requiring a palliative approach to care in last
3 months, ii) Typical timing of when PCP initiates a
palliative approach to care for their cancer and non-
cancer patients, respectively.

2. Palliative care competency, measured by scores
on the End-of-life Professional Caregiver Survey
(EPCS). The EPCS is a 28-item scale developed to
assess palliative care-specific educational needs
within an interprofessional team related to three
main subdomains: Effective Care Delivery (ECD
8-items); Patient and Family-Centered Communi-
cation (PFCC 12-items); and Cultural and Ethical
Values (CEV 8-items) [24]. Each item is scored on
a 5-point Likert scale ranging from 1 (lowest level
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Session Components

Overview

ford ¢ Self reflection on session topic
() e Why is this topic important? )
Expert Perspectives
* Tips, tools and techniques and their
application in practice J

Case Studies
o Exemplar case(s)
e Self reflection
¢ Take home messages

l’ﬁll

J

Post-Session Resources & Activities

Homework & Resources

techniques
¢ 14 day assignment
¢ Additional resources
¢ Knowledge check (Moodle)

¢ "Cheat sheet" summary of tips, tools &

Fig. 1 CAPACITI virtual session components

of skill) to 5 (greatest level of skill). Items repre-
sent care-provider comfort with a variety of situ-
ations related to palliative and end-of-life care.
The EPCS covers all eight domains of the national
palliative care guidelines and core lessons of phy-
sician-specific and nurse-specific end-of-life edu-
cation curricula in the USA. The EPCS exhibits
strong internal consistency (alpha=10.96). For the
purposes of this study, we will exclude the CEV
sub-domain items from the EPCS.

3. Assignment completion and perceived change
in practice, measured by number of module
assignments attempted/completed (checklist) and
reported change in thinking, behaviour, processes,
and patient/family experience (Assignment Com-
pletion & Change Survey).

This survey is a two-part, study-created question-
naire based on the CAPACITI module activities.
Part A is unique to each module, asking partici-
pants to indicate the extent to which they were able
to complete each of the session assignments for the
module. Response options are: Have not started (1),
Started but not completed (2), Completed (3). Part
B contains four items assessing changes in thinking,
behaviour, processes, and patient/family experience,
respectively.
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Facilitated
éﬁ ,é_ Live

Presentation

Kﬁ/ of Session

Materials

¢ 14 day assignment
review and sharing
discussion

e Case study small and
large group discussion
(breakout rooms)

+)

Secondary outcomes

1. CAPACITI confidence in palliative care, where
primary care team member’s capacity is measured
by scores on the CAPACITI Competency Survey
[23]. The CAPACITI Competency Survey is a study
created questionnaire based on the CanMEDS
framework for improving patient care by enhanc-
ing physician training and the topics covered in
the CAPACITI program. CanMEDS, developed by
the Royal College of Physicians, delineates critical
competencies to effectively meeting the health care
needs of patients, including communication, exper-
tise, collaboration, advocacy, and commitment [25]
Each item on the Competency Survey is scored on
a 7-point Likert scale ranging from 1 (lowest level of
confidence) to 7 (greatest level of confidence). The
survey was developed and tested in the CAPACITI
pilot study, and exhibits strong internal consistency
(alpha=0.96) [23].

2. Team interprofessional collaboration, measured
by scores on the Assessment of Interprofessional
Team Collaboration Scale II (AITCS II) [26]. The
AITCS is an instrument designed to measure inter-
professional collaboration among team members.
The AITCS consists of 23 items considered charac-
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Table 2 Summary of study outcomes and measures by framework domain

Data Outcome Kirkpatrick Model

Domain Assessed

Outcome Measure/Instrument

Primary
1. Palliative care access and timing Results
2. Palliative care competency Learning
3. Assignment completion / Change in practice Learning
Behavior
Results
Secondary
1. CAPACITI confidence Behavior
2.Team interprofessional collaboration Behavior
3. Satisfaction with program Reaction
4. CAPACITI effectiveness by context Reaction
Learning
Behavior
5. Program analytics Reaction

6. Effectiveness on above outcomes by co-variates Impact on all domains

Access: Total case load, # identified PC,
Timing: Typical timing of when first palliative care will be initiated for
cancer and noncancer patients

End-of-life Professional Caregiver Survey (EPCS) - 20 items

Checklist of completion of module specific assignments (study cre-
ated survey)
Change survey - 4 items

CAPACITI Competencies Survey — 20 items

Assessment of Interprofessional Team Collaboration Scale Il (AITCS
Il) - 23 items

Perception of webinar content Self-report poll — 4 items

Semi-structured focus groups to access team perceptions of the
CAPACITI program

Learning management system (Moodle) metric tracking (# partici-
pants, module completion, time spent in session, downloads)

Team Registration Form (location, electronic medical record platform,
etc)

Team Member Registration Member Form (profession, learning prefer-
ence, palliative care training, years in role, etc.)

Organizational Readiness to Change Assessment survey (ORCA) — 31
items

teristic of interprofessional collaboration (how team
works and acts). Scale items represent three ele-
ments considered to be key to collaborative practice.
These subscales are: Partnership (8 items), Coop-
eration (8 items), and Coordination (7 items). Each
item is scored on a 5-point Likert scale indicating
the extent to which the team exhibits each, ranging
from 1 (Never) to 5 (Always). Internal consistency
estimates for reliability of each subscale range from
0.80 to 0.97, with an overall reliability of 0.98.

3. Satisfaction with CAPACITI program measured
by team members’ Session evaluations (poll survey
of 4 items).

4. Effectiveness and adaptations by local context,
focus groups to assess teams’ perceptions of the pro-
gram overall and impact on practice.

5. Program analytics, for each team member meas-
ured through the Learning Management System
(module pages accessed, time spend on platform,
quizzes completed, session attendance).

6. Effectiveness on above outcomes by co-variates,
contextual factors impacting effectiveness of program
outcomes, specifically across self-reported: i) Team/
member characteristics (profession, role, palliative
care training, years working with team, remuneration
model, team size, location), ii) Individual’s level of

readiness, measured by scores on the Organizational
Readiness to Change Assessment survey (ORCA)
[27], and iii) Individual’s preferred learning style (self-
directed or group facilitated).

The ORCA measures organizational readiness to imple-
ment evidence-based practices in clinical settings. The
survey was developed from the Promoting Action on
Research Implementation in Health Services (PARIHS)
framework, a theoretical model to guide implementation
of evidence-based interventions, which contains 3 major
domains of evidence, context, and facilitation [28]. The
ORCA is intended to be modified to ensure applicability to
the intervention being assessed — the modified version for
our study contains a total of 31 items with 8 subscales [27].

Data collection

All survey data will be collected online, self-reported
through the learning management system. Module sur-
veys will be completed by PCP participants from all
teams at five time points: before (T1) and after Module
1 (T2), after Module 2 (T3) and Module 3 (T4), and at
6 months following final module completion (T5). For
Module 2 and Module 3, the post module survey from
the immediately preceding module will serve as the base-
line survey. Completion of the baseline measures will be
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a prerequisite to enrollment in CAPACITI. We will fol-
low the Dillman Tailored Design Method to administer
the questionnaire with up to five follow-up emails to
non-responders [29].

We will conduct virtual focus groups (30 to 60 min in
length) approximately three weeks post module com-
pletion with a purposive sample of teams from inter-
vention and control groups: 6 to 10 teams in each arm
per module (12 to 20 teams total, representing 60 to 100
team members total). The focus group discussion guide
was developed and tested in the CAPACITI pilot [23].
In the focus group we will inquire if implementation
was perceived as successful (If so, how? If not, why?)
and what were the barriers and facilitators. These data
will be supplemented by field notes maintained by staff
during the study.

Statistical power /sample size

Sample size calculation is based on the assessment of
the primary outcomes of Effective Care Delivery (ECD
8-items) subdomain on the End-of-life Professional Car-
egiver Survey (EPCS) and the palliative care identification
variable (% of patients identified as requiring a palliative
approach to care).

Previous work using the EPCS with nurses, physicians,
and social workers identified a mean score of 3.6 for the
ECD subdomain and a standard deviation (SD) of 1.0
(scale from 1 to 5) [24]. We assumed that a difference of
0.5 in SD (i.e., a delta of 0.5 or a half point on the scale)
between treatment groups at T2 would be important to
detect. Accounting for the cluster design, we estimate
that the correlation between providers within teams
was 0.15 and that each team would have a minimum of
4 members participate. Given a two-sided alpha of 0.05,
a power of 80%, 192 providers from 48 teams would be
required. This will also allow for detection of a 1-point
difference increase of the % of patients identified as
requiring a palliative approach to care (SD=2).

We anticipate 100 PCP teams with an average of 4
members per team, in each module. The teams will be
from across Canada and geographically diverse (e.g.,
rural, urban, and remote), which is critical to generat-
ing evidence on generalizability in diverse communities
across the country.

Recruitment

Study participants will be members of PCP teams that
enroll in CAPACITI (See Appendix for CAPACITI infor-
mation sheet). Participants can also sign up as individu-
als or solo providers. Potential teams across Canada will
be informed about CAPACITI through a promotional
campaign, including direct solicitation and advertising
by our partner stakeholders and organizations, including
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Pallium Canada, Hospice Palliative Care Ontario, Saint
Elizabeth Health Care, Canadian Hospice Palliative Care
Association, and provincial professional associations,
e.g., Medical Association of Ontario. A team wishing to
participate in the program will complete a registration
form, indicating the team members that will be partici-
pating. Team members will then register individually on
the Moodle learning management system to enrol in the
program.

Eligibility

To be eligible the “team” or individual must be commu-
nity-based and willing to provide palliative care to their
patients, defined as managing symptoms, addressing
psychosocial needs, educating patients and families, and
coordinating care. Teams need to include at least one
prescribing clinician (e.g., primary care physician, nurse
practitioner). Participates in CAPACITI can include phy-
sicians, nurses, social workers, office assistants, patient
coordinators, etc. The program will be offered free to
teams, with the understanding that those participat-
ing will complete the educational and data collection
components.

Participants will be strongly encouraged to complete
an interprofessional, standardized, evidence-based, edu-
cation program, namely Pallium Canada’s LEAP course
(Learning Essential Approaches to Palliative care), prior
to starting CAPACITI. LEAP is the most widely recog-
nized palliative care education program for generalist
health care providers in Canada [14, 15, 20]. Some top-
ics include the palliative care philosophy and complex
management for common symptoms such as pain, delir-
ium, constipation, depression, grief, etc. The courses are
taught in-person, or via fully online or hybrid delivery,
by certified program facilitators [16]. Studies have shown
that the LEAP courses provide primary health care teams
with foundational skills that allow them to integrate pri-
mary palliative care in their clinics [18].

Randomization

The unit of randomization is the team: individuals clus-
tered within teams or the individual themselves as their
own team. Teams who register will be randomized to
either the intervention or control arm using a permuted
block design to ensure groups of equal sizes [30]. Rand-
omization to either the intervention or control arm will
occur independently for each module. That is, group
allocation for a module does not predetermine that allo-
cation for subsequent modules. Randomization will be
stratified by team size (small or large) and location (west,
central, or east) to ensure balanced sub-groups. Rand-
omization is performed independently by using a com-
puter-generated sequence. The randomization procedure
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will be centralized and managed by an independent
statistician.

Data analysis

The unit of analysis will be the PCP team. Survey (quan-
titative) data will be used to compare treatment groups
with respect to team and individual characteristics
(potential covariates) by tabulation methods (means,
standard deviations, frequencies). Both team level vari-
ables (e.g., region) and member level variables (e.g.,
palliative care training) will be tabulated. The primary
analysis will be a between treatment comparison of
intervention and control groups of the change in pre
versus post module scores on the primary outcomes
(EPCS and % identified for palliative care). Secondary
analyses will include comparisons of all team outcomes.
Mixed model ANOVA methods will be used, taking into
account the increased variance due to cluster randomi-
zation, for the assessment of the primary outcomes [30].
Multilevel mixed models with two levels, cluster and
repeated measures will be used to investigate the effect
of the intervention over time (baseline, post module,
6 months post module).

Qualitative analysis (focus group data)

We will conduct a thematic analysis using a constant
comparison method along a 4-stage process based on
Pope’s Framework Approach [31], as we have done previ-
ously [32, 33]: 1) Focus groups will be audio taped and
transcribed into a document, along with staff notes, for
analysis. 2) The Focus group questions will be used to
create a template for organizing each team’s data and
emerging ideas. 3) Emerging ideas from each template
construct will be coded and compared within and across
teams, first independently by two analysts and then
conjointly. Emerging themes will be compared and dis-
cussed until consensus is obtained between the analysts.
4) Common themes for each construct will be identified.
We will maintain an audit trail that documents and justi-
fies decisions in the analysis to promote consistency [34].

Evaluative framework

We will use the Kirkpatrick Model, a globally recognized
training evaluation framework, to frame the various pro-
gram evaluation components (Table 2). This model out-
lines 4 critical domains of an effective training program
[35]:

+ Reaction: The participant’s reaction or satisfaction to
the education program.

+ Learning: The participant’s acquired knowledge and
skills from the education program.
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+ Behaviour: The participant’s application of what they
learned during the program to their practice.

+ Results: The direct outcomes, e.g., patient outcomes,
that occur as a result of the education program.

Discussion

This study protocol details the implementation and eval-
uation of CAPACIT]I, a training intervention for guiding
generalist health care providers to operationalize a pallia-
tive approach to care in primary care practice. The find-
ings from this large-scale, national cRCT will contribute
to the evidence base on how to strengthen the ability of
primary care physicians, nurses, and other providers
to identify and manage their patients requiring pallia-
tive care, and in turn, build capacity for this care in the
health care system. In particular, we will assess the utility
of a facilitated approach to training education. CAPAC-
ITI was developed on the premise that context-relevant
practice supports are vital to impacting provider behav-
ior, based on knowledge translation science showing that
education or tools alone do not change practice without
context-relevant information [36—38].

One of the features of this intervention is that it aims
to build capacity among interprofessional primary care
providers in the community. Doing so does not preclude
the need for specialist palliative care in the community
but rather recognizes that not all patient needs require
secondary level palliative care by specialist teams [3, 4,
39, 40] As such, the program strengthens community-
based palliative care capacity within the existing team
and health system, capitalizing upon existing expertise,
without the need for new front-line human resources or
the implementation of formalized system structures [18].
Thus, any built-capacity is more likely to be sustained
beyond the program.

Our CAPACITI trial will help address a lack of high-
level evidence on knowledge and behavior change in
palliative care education for generalist providers using a
virtual format with case-based, facilitation. A recent sys-
tematic review of trials identified 22 palliative care edu-
cation interventions for health care providers [21]. Many
of these initiatives focused on illness communication
or symptom management rather than a wider array of
skills to implement a holistic palliative approach to care.
As well, most studies focused on a single provider type
rather than an interdisciplinary team. Overall, published
reviews have concluded that while interactive education
inventions for health care providers show potential for
building palliative care capacity among generalists, fur-
ther trial-based evidence is required, especially among
virtually delivered programs [41-44].
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The proposed CAPACITI cRCT has several conceptual
and methodological strengths to be considered. Many
previous randomized trials on palliative care education
had small sample sizes (20 to 40 per arm) and/or selected
participants from a single site [21]. Whereas we expect
to enroll a relatively large number of participants, over
200 PCPs per arm, from teams across Canada. This will
help ensure that our study has sufficient analytical power,
and that the findings are generalizable, at least to other
locales in this country. We have designed the program to
be virtual (materials and discussions) so that it is scalable,
accessible, and cost-effective to implement. The learning
management system (Moodle) will allow all participants
in the trial to have access to the education materials
and enable us to deliver the program to the anticipated
100+ teams that enrol. Moreover, the virtual platform
allows teams and providers in rural and remote areas to
access the program, overcoming the barriers of travel and

geography.

Limitations

This study has some foreseeable limitations deserv-
ing mention. Both study arms will have access to the
CAPACITI education materials and therefore we will not
have a randomized group that receives “no-CAPACITI
education” to compare. PCPs who sign up to the program
but receive no education would be unlikely to complete
the study measures. Previous RCTs have found non-
interactive or non-facilitated on-line palliative care train-
ing modules to be effective at improving Palliative care
knowledge [45] or attitudes [46] in palliative care. There-
fore, it is possible that both arms in the current study will
experience a positive effect, the difference which may be
negatable between arms, post intervention. Secondly, as
typical with RCTs of training interventions, participants
will be aware which study arm they have been allocated.
We deemed it unfeasible to blind participants to the
group arms. The use of self-reported measures presents
another limitation as these may be biased toward behav-
iour change. More objective measures of practice change,
such as patient outcomes and administrative data, are
warranted but obtaining these data present challenges
without existing systems that collect this information.
The impact of patient reported outcomes and health ser-
vice utilization at end of life could be examined in future
research. To help validate the quantitative outcomes we
will explore the impact of CAPACITI from a qualitative
perspective of the PCPs.

Conclusions

CAPACITI is a unique education program for general-
ist PCPs in that this intervention is interdisciplinary and
comprehensive, as well as virtual. Through this cRCT we
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will ascertain the added benefit of a facilitated approach
to the delivery of education materials, towards informing
the most efficient means of translating this knowledge to
practice among PCPs and other health care providers.
The findings from this health provider education trial
may also be applicable to non palliative care specialists
and health care providers in tertiary settings.

Abbreviation
pCP Primary Care Provider
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