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PREFACE 
 
This paper was commissioned by the Hill House Hospice’s Capacity Building Task Force. Hill 
House Hospice (referred to as Hill House hereafter) intends to build its capacity to meet the 
palliative care needs of patients and families in Richmond Hill and York Region. The Capacity 
Development Task Force is charged with presenting a recommendation to the Board of Directors 
regarding capacity development of Hill House. This report is intended to inform a business case 
and strategy for reducing the gap between hospice palliative care needs and availability of the 
provision of hospice palliative care. 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



TABLE OF CONTENTS  
 
Acknowledgements  ......................................................................................................................2 
 
Preface  ............................................................................................................................................3 
 
Table of Contents  .........................................................................................................................4 
 
1. Introduction  ...............................................................................................................................5 

1.1 Purpose and Methodology  ........................................................................................6 
 

2. Findings  .....................................................................................................................................7 
2.1 Overview of the Reviewed Models  .........................................................................7 
 

3. Focus on York Region  ...........................................................................................................12   
3.1 Policy Background  ...................................................................................................12 
3.2 York Region Demographics  ...................................................................................13 
3.3 Local Adaptation of the Identified Elements in York Region  ............................14 

 
4. Conclusion  ..............................................................................................................................19 
  
Appendix A: Overview of Hospice Palliative Care  ....................................................................21 
 
References  ...................................................................................................................................44 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



1. INTRODUCTION 
  
York Region is under immense pressure to strengthen hospice palliative care locally.i Research 
and analysis conducted by the Ontario Palliative Care Network indicates a shortage of hospice 
beds available to serve the community of Richmond Hill and York Region at-large.ii  As a result, 
Hill House, the only residential hospice in Richmond Hill and one of three in York Region, 
endeavours to build its capacity to increase the availability of residential hospice care.  
 
By 2031, the percentage of older adults (aged 65 years or older) is expected to make up 21 per 
cent of York Region’s population with a commensurate increase in the percentage of life-
limiting illnesses and deaths.iii For family caregivers, there is a reduced capacity to provide 
informal care to loved ones with complex needs due to inadequate training, and competing work 
and family commitments. As a result, the demands for end-of-life care continue to grow in 
addition to managing the unexpected, and ongoing impacts of the COVID-19 pandemic.iv  
 
Further, the passage of Medical Assistance in Dying (MAiD) legislation in Canada (2016) has 
raised the importance of access to a range of end-of-life care, including palliative care. Five 
years after coming into force, the legislation obliges the Parliament to examine the state of 
palliative care nationally. This inquiry affords an opportunity to increase program development, 
referrals and funding towards palliative care programs. A national Framework on Palliative Care 
was also implemented in 2018,v which recognizes the need to engage stakeholders, address gaps, 
and move towards implementation. However, some missing priorities include bereavement care, 
palliative care for patients with dementia and pediatric populations, and data collection.vi  
 
There is a dire need to promote access to high quality palliative care and to encourage early 
conversations with patients with life-limiting illnesses and their caregivers about advance care 
planning. In fact, palliative care is no longer conceptualized as care needed in the last six months 
of life, but rather from the time of diagnosis. Although, Hill House typically sees patients only in 
the last month of life while other hospices see patients three months in advance. 
 
Increasingly, individuals are requesting hospice palliative care be provided at home or in a 
residential hospice, where they can be surrounded by loved ones while receiving 24-hour 
professional care. In addition to accommodating patient preferences, health system leaders also 
want to reduce inappropriate and costly hospitalization of patients, who could be better cared for 
in the community. A recent study by Canadian Institute for Health Information (2018) reports 
that 75% of all Canadians could benefit from palliative care in their last year of life, but only 
15% of those who died in 2016-2017 received publicly funded palliative home care.vii Further, 
recipients of home-based palliative care were 2.5 times more likely to die at home and less likely 
to seek care in emergency departments or intensive care units in the last stages of life.   
 
With these pressures in mind, several advocates are encouraging health care systems to shift 
hospice palliative care from a specialized service that has restricted availability to a more 
general, integrated service available across the continuum of care settings to many patients 
across diverse ethnocultural communities. 
 
However, the palliative care workforce required to meet this shift is not adequately trained. Few 



providers in Canada specialize in palliative care; and so, there is a need to increase expectations 
among all health care workers to be knowledgeable in delivering basic palliative care.viii From an 
education standpoint, these pressures mean changes to curriculum development, and additional 
training for those whose primary practice is not currently in palliative care. Increasing the 
number of general palliative care practitioners among family doctors, nurses, nurse practitioners, 
social workers, and personal support workers means they can help patients with less complex 
needs, so that specialized providers can support those who require their specific skillset.  
 
An integrated service delivery can also address the current issue of inequitable access to high 
quality palliative care in York Region. At both the system and provider level, palliative care 
requires adaptability and humility to respond to local community needs. A critical component of 
this response is recognizing the local population’s diversity in ethnic backgrounds, languages, 
cultures, and lifestyles. The adoption of an inclusive program is necessary to ensure that 
underserved populations are taken into consideration by providing culturally appropriate end-of-
life care to ensure all communities can benefit from these public services.  
 
Beyond ethnocultural accommodation, improving access at the system level also means ensuring 
timely referrals to palliative care services at diagnosis; access to technology so care can be 
received in a setting of the patient’s choice; and access to financial supports such as the federal 
Family Caregivers Benefit, the Employment Insurance Compassionate Care Benefits, the 
Canadian Pension Plan Disability Benefit, as well as other provincial and territorial drug plans 
and respite care plans. Such efforts are necessary to ensure universal access to palliative care. 
 
With these goals in mind, this paper aims to provide a better understanding of the various 
palliative care models implemented internationally to identify innovative elements that can be 
locally adapted to York Region. While no standard model exists, it is important to understand 
how other jurisdictions provide palliative care to meet the needs of their diverse patient 
populations and family caregivers. The first section of the paper presents findings from an 
environmental scan of international palliative care models. The second section discusses to what 
extent identified elements can be adapted and implemented in York Region. Further, it also 
examines the scope to strengthen the identified elements within the current health care 
transformation in Ontario.  
 
1.1 PURPOSE AND METHODOLOGY  
 
Accordingly, the purpose of this paper is to focus on how Hill House can strengthen the delivery 
of residential hospice care in York Region, which enables and supports the rest of the palliative 
care continuum regionally.  
 
An environmental scan was conducted to identify promising elements from international 
palliative care models that address diverse, complex needs of patients and their family 
caregivers. This scan includes a document review of relevant literature published in 13 
jurisdictions identified through an internet search and consultations. The scan identified 23 
models. Through desktop research, key details were collected about each model and their 
existing practices (Appendix A). After a thorough review of each model, seven elements 



identified from the environmental scan were selected for further analysis. The seven elements are 
discussed in a random order with no priority sequence.  
Consultations with six experts and key stakeholders in York Region’s palliative care network 
were conducted throughout July 2020. In these conversations, experts shared their perspectives 
on the utility of the elements identified and discussed current policy opportunities to strengthen 
these elements in York Region. 
 
2. FINDINGS  
 
2.1 OVERVIEW OF THE REVIEWED MODELS  
 
The review identified 23 provincial/state-level hospice palliative care models that support the 
delivery of palliative care across various care settings (e.g., nursing homes, long-term care 
facilities, primary care, residential hospices, and community palliative care programs). However, 
this scan is not comprehensive and does not include examples from every international 
jurisdiction. Rather, the objective was to provide a summary of select palliative care models that 
could potentially inform local reform. Two main limitations include reporting on models only 
available in public reports and/or websites, and those written in English. These models were also 
chosen because they serve a mix of urban, suburban, rural and remote populations, and deliver 
hospice palliative care services to culturally diverse populations. Governments, service provider 
organizations, and health professionals can discuss the relevance of these elements in developing 
an integrated palliative care system locally. 
 
None of the reviewed models were implemented at the national level, but rather at the regional, 
including four from Australia, four from Canada, three from the United Kingdom, two from New 
Zealand, two from the U.S and the remaining eight from Denmark, Spain, Romania, India, 
Taiwan, China, Vietnam and Tanzania. Appendix A presents a summary of all reviewed models. 
These models were implemented between 1967 and 2011.  
 
Each model had a different approach to providing palliative care in their local 
communities/regions, yet all share common elements that make them successful and promising 
to transfer to York Region. For example, to varying degrees, all models seek to increase 
palliative care capacity – mostly in primary care, home care and long-term care – to ensure 
universal access. Furthermore, most models are committed to an integrated palliative care system 
by ensuring their services range from primary to tertiary care. 
 
However, factors found missing in some models include spiritual, religious and existential 
aspects of care; cultural aspects of care, and affordability of care. There is a need for culturally 
sensitive services to meet the diverse needs of all patients. From an equity standpoint, it is 
critical to ensure culturally appropriate and affordable palliative care is available and accessible 
across urban, rural, and remote communities, and accommodates various cultural, faith, and 
linguistic groups, including vulnerable populations. In addition, because palliative care may be 
an out-of-pocket expense not covered by health care systems or insurance plans, it is equally 
pertinent that all eligible patients benefit from palliative care. 
 



Given the variation among the reviewed models, it is important to examine the promising 
elements in further detail. The seven promising elements include: integrated and coordinated 
system of palliative care; palliative care education within interdisciplinary teams; use of 
technology; psychosocial aspects of care and caregiver supports; advance care planning; policy 
frameworks to support an integrated system; and research for program evaluation and quality 
improvement. The seven elements are discussed in a random order with no priority sequence. 
Although each model did not possess all seven elements, where represented, they added value to 
the overall delivery. These elements will be discussed generally in terms of what they are, how 
they contribute to an integrated system, and select examples will be shared. 
 
Element 1: Integrated and Coordinated System of Palliative Care 
 
Several of the models (10 of 23) highlighted how palliative care should be accessible to all 
regardless of their preferred location of care, and appropriately meet patients' needs at any time. 
There is a widespread commitment to integrate primary, secondary and tertiary hospice palliative 
care services to facilitate communication and information-sharing between care providers and 
care settings during transitions. For example, the Edmonton Integrated Palliative Care model 
(Canada) integrates care across 5 settings: the home, 5 hospices (visiting and residential), a 
hospital-based tertiary palliative care unit, acute care hospitals and the regional cancer institute.  
 
Most models provide a 24/7 service with after-hours consultation and home visits in critical 
situations. A single call number to centralize case management allows coordinators to triage all 
incoming cases and ensure each patient receives the most appropriate care. Benefits of this 
approach include effectively deploying limited resources, reducing service duplication, and 
ensuring all partners are informed and involved without delaying patient care.  
 
Most models designated one organization to gather and engage all partners to support the patient. 
In eight reviewed models, the lead organization is the regional health authority, while in 15 
models it is a not-for-profit organization. Beyond designating a lead organization, several models 
recognize the need for full-time palliative care coordinators to convene partners, work across 
boundaries, and facilitate information sharing to support system-wide communication. 
 
Element 2: Palliative Care Education within Interdisciplinary Teams 
 
All models recognize the need for comprehensive palliative care education within 
interdisciplinary teams. Several models emphasize the need for culture change to engage staff at 
all levels (e.g., managers, nurses, cleaners, and gardeners). Some providers reported that 
interdisciplinary collaborations are not integral aspects of palliative care education.  
 
However, all models are based on or are working towards interprofessional teams because it is 
becoming a standard practice. Interprofessional teams are generally composed of the patient, 
family members, health professionals, care aides, and hospice volunteers as well as social 
workers, psychologists, spiritual advisors and healers, community leaders, and Elders. The level 
of involvement of the interprofessional team specialized in palliative care vary across the 
reviewed models. In some models, the team provides a significant amount of direct hospice 



palliative care, while in others, the team is a source of expert advice and consultation for family 
physicians who take the lead responsibility of their patients. 
 
Several of the identified residential hospice models also act as regional resources. For example, 
the Hospice Cassa Spreantei (Romania) is a regional center for palliative care education, 
designated by the World Health Organization, which exports their staff to teach other 
community-based providers about palliative care and support capacity building initiatives. 
Arohanui Hospice (Australia) also provides clinician-to-clinician support (shared care) or greater 
involvement such as transferring patients to specialist palliative care teams when necessary.  
 
These models suggest that competency-based education materials need to be tailored to the 
specific role of the health care provider. Models offer a range of training sessions such as short 
seminars, monthly sessions, and palliative care conferences focused on improving knowledge 
and attitudes about palliative care. There is a particular effort to educate personal support 
workers because they spend the most amount of time interacting with patients and families, and 
often are the first to notice any changes in a patient’s health.  
 
Most models also consider volunteers to be a critical part of their staff. Some models run 
exclusively or mostly on volunteers such as the Neighbourhood Network in Palliative Care 
(India) and Hospice Toronto’s homecare program (Canada), respectively. By leveraging the 
human resources available in local communities, organizations build capacity to accommodate 
the cultural, linguistic, and spiritual needs of clients while continuing to ensure their workforce 
representation reflects the communities they serve. Volunteers support hospices through direct 
care of residents or indirect care (e.g. administrative and facility management duties). These 
models highlight that a healthy volunteer program requires support and nurturing in the form of 
organizational investment and commitment to provide meaningful work. 
 
Element 3: Use of Technology  
Leveraging the use of technology enables health providers to provide care from remote locations 
and increase the number of patients they can support. For example, in the Palliative Care 
Northern Territory model (Australia), tele-palliative care offers the solution of improving access 
and the quality of care for those in rural settings where specialized palliative care teams are 
difficult to mobilize. Furthermore, the use of electronic patient records allows for timely 
dissemination of information, ensuring family physicians are kept abreast of the patient’s 
condition. Electronic systems facilitate good communication between the interprofessional teams 
and promote comprehensive care (e.g. medical care, nutritional advice, physiotherapy and 
pharmaceutical advice). Access to technology also facilitates online training, tutorials and 
educational support for health care workers as well as caregivers. 
 
However, the use of technology in palliative care can range from virtual appointments with 
health providers to a monitoring system supported through tele-homecare. AngelsGrace Hospice 
(USA) demonstrated that a tele-homecare program utilizing videoconferencing reduced their 
hospitalizations and length of stay and increased community-based hospice utilization. In this 
program, a palliative care provider monitors patient conditions from a distance, if a patient’s 
readings change, they then communicate with the patient to identify the problem and change the 
care accordingly. Subsequent actions include connecting the patient with other providers. It is 



important to also note that only a few models (3 of 23) use tele-homecare citing the cost to set up 
infrastructure and manage the program as a challenge. 
 
Element 4: Psychosocial Aspects of Care and Caregiver Support 
 
Some models recognize that a psychosocial assessment is necessary to identify and support a 
patient’ needs during their illness. Providers in the Fraser Health End-of-Life Care Program 
(Canada) allocate resources for culturally specific practices such as smudging to ensure that 
Indigenous patients feel comfortable in hospice environments. There is a significant emphasis on 
providing culturally safe care that supports people in embracing their ethnic, cultural, linguistic 
identities at end-of-life. Similarly, education also needs to be provided to services providers to 
ensure they understand the cultural practices in death and dying across various local 
communities. As a result, no one individual or professional is responsible for addressing a 
patient’s total psychosocial needs; rather, it requires expertise from an interdisciplinary team. 
 
Providing timely and comprehensive education to patients and family caregivers ensures they 
have reasonable expectations about the illness progression and are able to deal accordingly with 
a patient’s psychosocial needs. Some programs (e.g. Lotus Hospice Care, Taiwan) recognize that 
caregivers also need psychosocial support. For example, Dr. Rongchi Chen describes their 
caregiver education, which “is trying to teach [family caregivers] that filial duty and love should 
find its expression in being with the family member at the end of his or her life, and in 
encouraging acceptance of disease and peaceful passing.” ix All models provided one or a 
combination of the following supports: counselling, wellness programs, spiritual care, support 
groups, training, home care, and respite care. These supports recognize the physical, emotional, 
and financial distress caregivers experience in supporting end-of-life care. 
 
Several models (10 out of 23) provide culturally responsive patient care and cultural safety 
training to providers. In particular, models coming out of rural New Zealand and Australia are 
uniquely positioned to offer culturally responsive care because a significant portion of their 
clients (between 20% and 60%) are Indigenous. As a result, they have developed culturally 
informed approaches to serve Indigenous communities. In fact, these programs work closely with 
Maori communities, Aboriginal health and social services, and Indigenous health workers. They 
lead specific initiatives to also recruit and train Indigenous health workers, many of whom begin 
as personal support workers to gain hospice palliative care skills. Overall, these services 
demonstrate respect for Indigenous culture through defining palliative care in Maori or 
Indigenous terms while also providing support for their families and communities. 
 
Element 5: Advance Care Planning 
 
Few models (3 out of 23) explicitly recognize the need for advance care planning discussions to 
ensure the patient understands the serious nature of their illness and plan accordingly. These 
models seek to document patients’ goals and wishes, plan of treatment, preferred care setting, 
current and future care needs, and the resources required to meet those needs. This discussion 
usually identifies a future substitute decision-maker who can make decisions informed by the 
patient’s past wishes when the patient is no longer capable.  
 



However, advance care planning practice varies. Some hospice programs (e.g. Fraser Health 
Authority End of Life Care, Canada) that function as part of their regional health system 
integrate advance care planning into all sectors of care in order to facilitate transfer between care 
settings. In contrast, programs that primarily involve long-term care homes (e.g. Living Well and 
Dying Well, Australia) only initiate advance care planning discussions upon admission or within 
what is expected to be the resident’s last year of life.  
 
These models recognize that advanced care planning for patients with dementia is also 
challenging because they largely depend on advance directives made by the patient when less 
cognitively impaired. However, the Living Well and Dying Well program (Australia) recognizes 
the need to respect patients’ evolving preferences on a day-to day basis, especially when they 
refuse care. As a result, they developed a Dignity in Risk assessment which helps staff recognize 
their own tendencies to force care and how to manage these concerns to respect the resident’s 
dignity. 
 
Element 6: Policy Frameworks to Support an Integrated System 
 
In support of the integrated palliative care approach, policy frameworks ensure consistency of 
care, cross-collaboration across teams and settings by overcoming delivery silos, reduce 
duplication, ensure patients and their caregivers get the right support and care at the right time, 
while enhancing the role of primary care.  
 
Most models have policy framework to support the delivery of hospice care regionally. 
However, in few examples, models were developed in the absence of a policy framework (3 out 
23). In those cases, models depended on widely accepted standards of care, two of which were 
developed in the United Kingdom titled the Gold Standards Framework and the Liverpool Care 
Pathway.  
 
One noteworthy international community development program is the Creating Caring 
Communities movement, where volunteers collaborate with local social agencies to ensure 
neighbours with life-limiting illnesses receive palliative care at home. The division of labour is 
10% formal support from health care providers, while the remaining 90% comes informally from 
the community. Participating organizations in the Creating Caring Communities network are 
interconnected and share information about their programming.x 
 
Hospice Toronto (Canada), a not for profit that provides hospice palliative care in homes, has 
locally adapted the Creating Caring Communities framework. Their model taps into existing 
networks of local community leaders in the St. Jamestown community to offer in-home hospice 
palliative care through specialized training. Community volunteers work with family caregivers 
in a culturally and linguistically appropriate manner to address knowledge gaps about available 
care in the community, act as navigation support in the healthcare system, and provide on-going 
caregiver support. 
 
 
 



Element 7: Research for Program Evaluation and Quality Improvement  
 
All models gather program data in various capacities to monitor, assess and continuously 
improve their services. While recognizing the limited capacity of smaller, community-based 
programs, only a handful of models highlighted their commitment to conduct clinical and 
psychosocial research using demographic and clinical information from patient records, 
evaluation and performance indicators as well as patient/family satisfaction surveys and 
discussions to ensure evidence-based practice.  
 
A key indicator of success of integrated palliative care services is the reduction in hospital 
admissions and lengths of stay. Models linked to tertiary care such as Kamillianer Gaardens 
Hospice (Denmark), CHAT program (Tanzania), St. Christopher’s Hospice (United Kingdom), 
among many others, had hospital data to suggest a reduction in hospital admissions and support 
the development of community-based hospice care. For example, the Ho Chi Minh City Cancer 
Hospital (Vietnam) model demonstrated cost savings from reduced hospital use for palliative 
services due to a shift from acute hospital care to community-based settings. 
 
3. FOCUS ON YORK REGION   
 
Having reviewed the seven promising elements, it is important to understand the transferability 
of these elements to York Region by contextualizing these capacity development goals against 
the existing policy landscape. 
 
3.1 POLICY BACKGROUND  
 
In Ontario, the Ministry of Health and the Ministry of Long-Term Care provide leadership and 
direction for the healthcare system. The government pays for a wide range of home and 
community care services, such as home visits from nurses or personal support workers for 
Ontarians who require care in their home or in the community. The government also funds all 
licensed long-term care homes and residential hospices that provide 24-hour nursing, personal 
care and help with daily activities.    
 
In February 2019, the Government of Ontario announced its plan for a massive transformation of 
the provincial health care system, moving towards a new integrated care model under the Ontario 
Health Teams. The purpose of this new model is to group providers across the continuum of care 
together to ensure coordinated and integrated care for a defined geographic population. The 
government introduced the ‘Quadruple Aim’ of the health system transformation, including 
improving the patient and caregiver experience; improving the health of populations; reducing 
the per capita cost of health care; and improving the work life of providers.   
 
In the Preamble of the People’s Health Care Act, 2019,xi the Government of Ontario 
acknowledges equity and diversity as guiding principles of the new public health care system: 
 

“The people of Ontario and their government. . .believe that the public health care 
should be guided by a commitment to equity and to the promotion of equitable health 



outcomes” and “acknowledge that the public health care system should recognize the 
diversity within all of Ontario’s communities. . .”  

 
Ontario’s growing diversity makes it imperative that our system acknowledges the evolving 
needs of older adults from diverse backgrounds, including Indigenous and Francophone 
communities, to improve access to culturally appropriate care for all communities through 
publicly funded health and social services. 
 
While transformation is underway, within the current system, 14 Local Health Integration 
Networks (LHINs) across the province are responsible for coordinating admission to residential 
hospices and providing access to home and community care services for those seeking palliative 
care in the community. Funded by the Ministries of Health and Long-Term Care, the LHINs are 
non-profit crown agencies which fund and integrate health services for their local communities. 
The Ontario Health Teams (OHTs) will take over the responsibilities of the LHINs.    
 
With a commitment to build a connected and sustainable health care system, the province 
introduced the first 24 OHTs.xii The aim is to ensure that patients experience easier transitions 
from one provider to another while using a shared patient record. In its first year, the OHT will 
drive change in the following areas: access and navigation, improve resources for primary care 
providers, digital health connectivity, engagement and community mobilization, mental health 
and additions, and support for clients living with dementia and their caregivers.  
 
Given this health transformation, it is a timely period to review opportunities to improve 
palliative hospice care. It is also promising to know that two of York Region’s hospices, both 
Hill House and Vaughan, are members of the Western York Region Ontario Health Team. 
Furthermore, in its first phase, this OHT will focus on “medically and socially complex older 
adults with cognitive, physical, and functional limitations.”xiii 
 
3.2 YORK REGION DEMOGRAPHICS  
 
One important task of system transformation is to critically evaluate whether the current 
resources can adequately accommodate existing and future population needs. Current population 
demographics need to be considered in palliative care system planning to optimize equitable 
service utilization. This is a necessary step to understand how Hill House’s long-term strategic 
goal of facility expansion from a 3-bed to a 10-bed residential hospice can help meet population 
need.  
 
According to Census data, York Region’s population was 1, 109, 650 in 2016.xiv Seniors (age 
65+) were identified as the fastest growing age group between 2011 and 2016, increasing by 
34% (40, 975 people). Older adults remain the primary beneficiaries of residential hospices in 
York Region. Not enough data is available to comment on how well the needs of pediatric 
populations are met and whether there are gaps in service delivery.  
 
Waitlist data from Hill House shows that in the last four and a half years, a total of 588 clients 
were served, or an average about 130 families per year. Occupancy (until the COVID-induced 
reductions in 2020) was at or near 100% virtually every year.  There are some days of over-



capacity because of a discharge of one client and the admittance of another to the same room 
within a 24-hour period. Residential hospices provide support within the last three months of 
life; however, the average stay is short, ranging from 10 to 17 days in many facilities. 
   
All in all, Hill House’s beds have almost always been occupied, and there is a waitlist which is 
typically in excess of 10 potential admissions on most days. Currently, within the Central LHIN, 
the availability of residential hospice beds is 23 in total: with 3 at Hill House Hospice (Richmond 
Hill), 10 at Margaret Bahen Hospice (Newmarket), and 10 at Matthews House (Alliston). 
Additional beds are on the way in Vaughan. As the population ages, the demand for residential 
hospice beds increases and continues to be unmet by the current supply. Thus, there is a need for 
more beds.   
 
From a diversity standpoint, approximately 47% of York Region’s residents (515, 225 people) 
were born outside of Canada, among whom, 10% were recent immigrants (51, 410 people). 
There were 230 distinct ethnic origins reported. The language composition of York Region 
comprised over 120 different languages. The top ten most common non-official languages 
spoken at home by York Region residents include Cantonese, Mandarin, Farsi, Russian, Italian, 
Tamil, Korean, Urdu, Spanish, and Punjabi. From a service delivery standpoint, it is important to 
recognize population growth and evolving cultural and linguistic diversity to ensure all York 
Region residents can benefit from palliative care services.   
 
Further, about 18.1% of the senior population do not speak either official language. To further 
break this number down by local municipalities, 42.7% of seniors in Markham, followed by 
27.6% in Vaughan and 22.2% in Richmond Hill have no language skills in either English or 
French. Therefore, access to translation services is vital in palliative care to ensure that patients 
and their caregivers can effectively communicate with staff to receive quality care.   
 
Furthermore, while there is no Census data about on-reserve Indigenous populations, it is 
important to acknowledge and understand the unique needs of The Chippewas of Georgina 
Island First Nation located on Georgina Island in Lake Simcoe. 
 
3.3 LOCAL ADAPTATION OF THE IDENTIFIED ELEMENTS IN YORK REGION  
 
In the remaining section, the seven elements previously identified will be discussed in terms of 
York Region’s capacity for development. From all six consultations, stakeholders discussed how 
several members of the local palliative care network are working together to strengthen all seven 
elements. However, they agree that there is still room for growth and development.  
 
Before reviewing each element, it is important to identify the key players of York Region’s 
palliative care network and their contributions to the palliative care continuum. In York Region, 
there are four residential hospices with beds currently available or soon to be: Hill House 
Hospice, Margaret Bahen, Matthews House, and Vaughan. Residential hospices provide a bridge 
between community hospice and hospital services. There are eleven visiting hospices including 
Matthews House Hospice, Jewish Hospice program, Hospice Vaughan, Hospice Georgina, Hope 
House Community Hospice, Hazel Burns Hospice, Evergreen Hospice, Doane House Hospice, 
Margaret Bahen Hospice, Circle of Care, and Better Living Health & Community Services.  



Element 1: Integrated and Coordinated System of Palliative Care 
 
Integrated palliative care teams work together to ensure that patients are able to easily transition 
between health-care providers, while receiving services on a timely basis. In York Region, 
integrated care teams meet every morning with representatives from Central LHIN hospice 
palliative care (HPC) teams, homecare service provider organizations providing direct care, care 
coordinators from local long-term care homes, visiting, and residential hospices, as well as 
palliative care physicians. In these meetings, representatives exchange information about current 
patients’ needs and approaches to care delivery.  
 
Transfers to hospices can be made through a number of sources. The most common approach is 
through the palliative care bed registry, which is managed by the Central LHIN. However, in 
practice, access to a hospice should happen through any healthcare provider within the palliative 
care network of services. Hill House is currently adding their name to the bed registry, which 
will increase the number of admissions to people that could not be admitted to other hospices in 
the Central LHIN due to their capacity constraints.  
 
One area of improvement identified by stakeholders is timely referrals to residential hospice 
care. The statistics on waitlists are difficult to collect regionally because they are recorded at a 
program level and are mostly paper based. Further, patients are added to the waitlist when they 
have “visited” or been referred by the palliative team or physician.  However, they might not be 
“ready” to be admitted.  Moreover, based on occupancy, some people are not able to be admitted 
even when they are eligible due to no bed availability. Across all stakeholders, the main solution 
to long wait times was to increase bed supply in residential hospices.  
 
In contrast, patients have also died while waiting for placement even when there was bed 
availability due to delayed referrals to residential hospices. One solution identified is the need for 
two-way information sharing to ensure hospices can respond to LHINs in real-time regarding 
their capacity to care for potential patients. Currently, this dialogue is facilitated through 
telephone or email, which delays the placement of eligible patients. In order for seamless 
communication between all partners, each agency needs to be able to communicate with each 
other through a shared technology platform. 
 
Element 2: Palliative Care Education within Interdisciplinary Teams  
 
All stakeholders thought York Region’s hospice palliative care providers’ overall literacy in the 
discipline of palliative care was strong. Many mentioned leveraging existing training programs 
and frameworks (e.g. Palliative Alliance Long-term Care Toolkit program, Hospice Palliative 
Care Ontario online training modules, Gold Standards Framework, etc.) in their workplaces to 
build organizational capacity in palliative care.  
 
These programs often brought together health providers from several disciplines, which 
promoted interprofessional care. One good example is the recent collaboration between Margaret 
Bahen Hospice and York Region Paramedics. Margaret Bahen provides education and training to 
York Region’s paramedics to offer palliative care through their community paramedicine 



program to residents who are still living at home and do not want to go to the hospital or 
residential hospices. 
 
In consultations, some stakeholders acknowledged the initial hesitation oncologists and family 
physicians experienced in referring their patients to palliative care. They discussed how an 
educational paradigm shift encouraged more medical professionals to accept palliative care as an 
appropriate course of treatment and not as a ‘last resort.’ Collaboration between palliative care 
physicians and the Central LHIN has resulted in an improved transition of patients from family 
practice to palliative care settings. Practice privileges have been set-up for family health teams 
and physicians from local hospitals to visit their patients in home, long-term care homes, and in 
residential hospices. For example, at Margaret Bahen, six physicians from Southlake Hospital 
visit on a regular basis to referred clients to provide continuity of care.  

In addition to strengthening palliative care knowledge within the existing workforce, another 
area of improvement was the need for a province-wide mandatory education standard for 
students in all health professional schools. Healthcare students should have at least some 
education on end-of-life care. Current educational exposure reported by physicians and nurses 
ranged from having no additional palliative-care education to having completed a palliative-care 
program. As a result, the level of expertise on palliative-care units across York Region can vary 
significantly, which may affect the quality of patient care.  

Element 3: Use of Technology  

The use of technology is important to share patient information to provide seamless transitions in 
care and support remote clinical interactions that enable patients to stay in their preferred care 
setting. 

Technology use is also necessary for information sharing to inform patient-care decisions. 
However, there is no province-wide electronic patient records system that can be readily 
accessed by all service providers of palliative care within and across sectors (e.g. communication 
between hospitals, hospices, and LIHNs). Instead, most service providers relied on fax, phone or 
mail to transfer patient information. Due to gaps in providers and organizations’ ability to 
transfer information, clients and caregivers often experience unnecessary or duplicate in-take 
questions and medical tests. 

In York Region, several virtual hospices and tele-health opportunities have been set-up through 
the Canadian Virtual Hospice, and “Ask a Professional” service with palliative consultants. 
During the COVID-19 pandemic where all non- essential services were moved online to promote 
physical distancing and isolation measures, several appointments were made virtually between 
health providers, patients and caregivers, which was seen as a desirable and viable mode during 
the pandemic. This delivery mode was inexpensive with patients using their home computer, 
tablet, or phone to connect. However, one stakeholder was reluctant to move all palliative 
services online because virtual care is not the best form to communicate with patients and their 
families about intimate health matters because it is less interactive. Further, not all hospices have 
access to technology on site to make such consults possible.  



Element 4: Psychosocial Aspects of Care and Caregiver Support 
 
Stakeholders shared a lot of interest in improving ethnocultural accommodation of hospice care 
and many recognized the need to strengthen this area of care. In thinking about psychosocial care 
and caregiver support, stakeholders identified three important aspects. The first is increasing 
cultural awareness about palliative care services so more people can benefit. The second is 
updating existing services to accommodate the diverse needs of patients and caregivers from 
different communities. The third aspect is recognizing that caregivers are often too stretched by 
providing care to their loved ones and require more help.  

From a cultural awareness standpoint, stakeholders felt more families need to learn about 
palliative care, what services exist in the community, and how to access these services. 
Otherwise, there is a risk that patients will suffer unnecessarily by not receiving palliative care. 
One solution identified was strengthening York Region’s current crisis line (1-844-HERE4ME). 
Currently, the line primarily connects callers to a registered nurse in order to manage palliative 
pain and symptoms, and answer questions about medical equipment and general wellbeing. 
However, it is important that this line can also support inquiries about eligibility criteria for 
palliative services so that people can determine if available services are appropriate for themself 
or their loved one. However, based on anecdotal evidence, stakeholders argue that only a few 
families are familiar with the crisis line and regularly access its services.  

For cultural accommodations within existing services, all hospices in York Region develop an 
individualized plan to accommodate patients’ food, religious and linguistic needs to the best of 
their abilities. Some accommodations include hiring dieticians and volunteers to support in in 
food preparation (e.g. Cong-gee for East Asian population) and language accommodation, 
respectively. Alternative supports include translated flashcards and Dictaphones to manage 
language barriers. However, stakeholders discussed how the same level of care given to English-
speaking patients may not be achieved with non-English speaking patients due to loss of 
intimacy in conversations and delays in translations. This reality can contribute to some patients 
and their families feeling isolated within hospice care. Thus, without a viable option for hospice 
palliative care dedicated to providing culturally appropriate care, fewer patients from diverse 
ethnocultural communities may pursue hospices for end-of-life care. 
 
Another important accommodation is the inclusive acceptance of different cultural practices 
around death. While most hospices in York Region are non-denominational, there are several 
efforts taken to accommodate diverse religious and spiritual needs. Two examples from 
residential hospices include accommodating residents of Buddhist faith with uninterrupted access 
to the deceased patient’s room to participate in chant boxes as well as smudging to support 
Indigenous populations. If patients are unable to arrange their own funeral service visitation with 
religious and community leaders, staff support residents and their families to do so. Residents 
can also identify a death outfit. 
 
Stakeholders expressed how the experience of waiting for residential hospice care is difficult for 
caregivers because they are coming to terms with end-of-life care while managing their own 
experiences of being emotionally overwhelmed. As a result, stakeholders recognize that visiting 
hospices are well-positioned to support caregivers while waiting for placement. However, these 



referrals are often not made in time. But once the patient is accepted into a residential home, 
caregivers are better supported through respite care, psychosocial programs, counselling, 
wellness programs, and support groups on site. However, after the patient passes away, resources 
available to caregivers in terms of bereavement support declines. One stakeholder mentioned that 
there are not enough check-ups and communication halts. In some extreme cases, where the 
caregiver continues to be in distress, residential hospices may refer the caregiver to a visiting 
hospice if the caregiver needs more support. 
 
Element 5: Advance Care Planning  

In York Region, there is a growing investment in advance care planning. Although there is no 
formal policy on how to discuss advance care planning with patients, Hospice Palliative Care 
Ontario’s Advance Care Planning Community of Practice provides some recommendations. 
Locally, there are ongoing efforts to train service providers to encourage their patients to 
communicate their values and wishes to self-determine their future end-of-life care. In addition, 
Speak Up Ontario and similar national campaigns have raised awareness about early 
identification and advance care planning, particularly in primary care and hospital visits. 

However, without a standardized provincial policy on how to document advance care plans in 
patient charts, this information (when collected) is not readily accessible to all care partners. This 
oversight challenges health providers’ ability to obtain consent from the patient or their 
substitute decision-maker in a timely manner, especially in the event of an emergency. 

Stakeholders also mentioned that discussions about advance care planning should be culturally 
informed. Examples were provided where family members have requested palliative care 
providers to not disclose to the patient that they are receiving end-of-life care. In these situations, 
stakeholders identified the need for cultural sensitivity training around how to facilitate safe and 
comfortable discussions in advance care planning, while being respectful of the different cultural 
perceptions of suffering and death. 

Element 6: Policy Frameworks to Support the Delivery of Palliative Care 

Stakeholders acknowledge several collaborative efforts undertaken by individuals and 
organizations to advance palliative care locally in York Region. These collaborative efforts have 
formalized via the Central LHIN Palliative Care Action Plan. Provincial support for palliative 
care is also highlighted in the Declaration of Partnership and Commitment to Action, which 
seeks to advance high quality palliative care in Ontario. This Declaration has been endorsed by 
the previous Ministry of Health and Long-Term Care, the LHINs and palliative care stakeholders 
across the province. Yet, there is no clear direction about how the current government will 
address their commitment to palliative care.  
 
Without a provincial policy to ensure an integrated palliative care system, there is a lack of 
provincial consistency due to duplication of and gaps in services both within the LHINs and 
across the province. Instead, regional planners and service provider organizations are leading this 
effort. A prime example is one stakeholder’s commitment to the Compassionate Communities 
strategy citing how Hospice Toronto’s program of recruiting local community members to home-



based palliative care can be locally adapted to York Region. This stakeholder recognizes how the 
Compassionate Communities strategy provides pathways for early detection by identifying 
unmet needs of palliative patients and how local volunteers support patients with system 
navigation of palliative care services. 
 
Lastly, while the province, through the LHIN, covers the cost of nursing and personal care 
services, all of the costs for administration, building operations, repairs, and support staff is 
provided by the hospice through fundraising efforts. As a result, there was consistent agreement 
among all stakeholders to ensure policy decisions about hospice palliative care, in terms of 
strengthening the continuum and expansion of its services, are led by palliative care experts. 
 
Element 7: Research for Program Evaluation and Quality Improvement 

Research and data collection are necessary to track, monitor and report daily statistics to 
efficiently improve the delivery of palliative care regionally and provincially. Stakeholders 
discussed the limitations of anecdotal evidence received in feedback from clients, caregivers, 
staff, service providers, volunteers, and community members to justify service expansion to 
funders. Instead, many cited the need for crude data. Without reliable information on current 
service levels and demand for services, it is hard to make good decisions about where resources 
should be allocated to best meet the demand. 

Thus, research efforts include collecting and reviewing performance indicators to assess whether 
an existing program is effective and whether it is resourced appropriately. A provincial set of 
performance indicators should be established for comparisons to be made across similar 
programs to hold organizations accountable and to identify palliative care best practices. Some of 
these efforts are spearheaded by the Hospice Palliative Care Ontario Accreditation Program. 

Although hospice program data is not tracked in a consistent and comparable manner across all 
agencies, some information is collected by the InterRAI Palliative Care Assessment System, 
Ontario Palliative Care Network, and Canadian Institute for Health Information. The LHINs also 
record the number of patients served to understand current capacity of hospitals and community 
agencies. Most hospices also submit information to the Hospice Palliative Care Association on 
indicators such as the locations from which patients were admitted, age of patients served, and 
the number of deaths. They also send data about who they received referrals from and whether 
the patient was diagnosed with cancer. Lastly, stakeholders also identified a need for a shared 
information management system to ensure hospice program data is consistently collected and 
shared between all partners.  

4. CONCLUSION  
 
An integrated hospice palliative care system in York Region ensures all local residents receive 
appropriate end-of-life care at the right time. A strengthened continuum of care is essential to 
supporting palliative patients across all ages, suffering from a range of life-limiting illnesses, and 
from various ethnocultural backgrounds. 
 



Seven promising elements were identified in this environmental scan of international hospice 
palliative care models. From consultations with local stakeholders in York Region, these 
elements were determined promising in strengthening the current delivery of palliative care.  
 
Subsequent discussions with Hill House’s Capacity Development Task Force has identified that 
some of these elements can be directly championed by Hill House. However, the leadership for 
systematic improvements in hospice palliative care regionally needs to be driven by the 
Government of Ontario through the newly introduced Ontario Health Teams.xv  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Appendix A: Overview of Hospice Palliative Care 
 
Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Considerations 
for cultural, 
linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
Geography? 

Florida, 
United 
States of 
America 

Hope 
Hospice 

Integrated 
System 

1979 Expanded the 
scope of care 
to reach people 
(without an 
end of life 
prognosis) 

Expanding the 
circle of care, 
Hope 
collaborated 
with all area 
hospitals, 
nursing homes, 
assisted living 
facilities, 
specialists and 
other agencies; 
which resulted 
in additional 
cost-saving 
efficiencies, 
increased levels 
of service, and a 
more robust 
referral 
network. 

Increasing need 
for hospice 
care by those 
not eligible for 
hospice benefit 
or gaps in other 
health care 
coverages have 
been filled by 
private 
philanthropic 
funding. 

Revenue 
sources 
include 
Medicare 
(hospice 
benefit), 
Medicaid, 
insurance, 
private pay, 
grants, and 
community 
support. 

Hope serves 
approximately 
2,800 people 
each day, and 
their families. 
Hope cares for 
73% of all 
people at the 
end of life in 
our service 
area; the 
national 
average is 
41.6%. 

Supported 
newborns and 
children who 
have a life-
limiting illness 
Senior 
programmes 
enable them to 
remain at 
“home,” with 
daily living 
assistance, 
proactive 
medical care 
and disease 
management. 

 
 
 
 



Appendix A: Overview of Hospice Palliative Care (Continued) 
 
Location Name of 

Program 
Service 
Model 
Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Considerations 
for cultural, 
linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
Geography? 

New 
York, 
United 
States of 
America 
 
 

ProHealth 
AngelsGrace 
Hospice 

Home-
based and 
residential 
hospice 
palliative 
care 
program  

2004 Emphasizes 
telepalliative 
care, where 
patients and/or 
their 
caregivers 
have a virtual 
visit with any 
team member 
through a 
smart phone or 
laptop (20% 
patients utilize 
this service). 
The nurses 
support 
physicians 
when visiting a 
patient’s home. 
Patients with 
advanced 
health 
conditions 
qualify for the 
program. 

The palliative 
care team is 
comprised of 
registered 
nurses, social 
workers, 
doctors, data 
analyst, and 
administrative 
staff. The team 
also has 12 
volunteers, who 
visit patients at 
their homes. 
Most patients 
are seen at their 
home at least 
once a month 
with two 
telephone calls 
per month, with 
additional visits 
as needed. 

None 
mentioned. 

Compared 
to home-
based 
model, this 
costs 
$10,435 
USD lower 
per patient. 
 

This 
innovative 
model of 
palliative care 
may provide 
significant 
savings for 
healthcare 
systems while 
still providing 
excellent care 
to patients by 
providing 24/7 
access and 
meeting 
patient desires 
at end of life 
by with a 
majority 
(87%) dying at 
home rather 
than in the 
hospital 
 

 



Appendix A: Overview of Hospice Palliative Care (Continued) 
 
Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Considerations 
for cultural, 
linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
geography? 

Toronto, 
Canada 
 
 

Hospice 
Toronto 

Home 
Palliative 
Care 

1988 Community 
development 
program where 
local volunteers 
collaborate with 
social agencies 
to help patients 
who are home 
bound in 
culturally 
sensitive ways 
(as discussed in 
the 
Compassionate 
Care Model).  
 
Volunteers help 
patients and 
caregivers 
navigate the 
system and help 
connect them to 
palliative care 
supports. 

Staff work 
with local 
volunteers to 
build their 
knowledge 
about 
palliative care 
services and 
how to 
navigate the 
system. 
 
Community 
outreach is 
driven by the 
knowledge and 
trust 
volunteers 
have in the 
community to 
reach out to 
isolated 
patients. 

Volunteers are 
from the same 
local community 
as the patients, so 
to some extent, 
they are aware of 
some of the 
challenges the 
patient may face 
 
Volunteers will 
provide ongoing 
caregiving 
support to 
patients and 
caregivers in their 
own culture and 
language. 
 

 Provides 
service to St. 
Jamestown 
catchment area 

 



Appendix A: Overview of Hospice Palliative Care (Continued) 
 
Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Considerations 
for cultural, 
linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
geography? 

British 
Columbia, 
Canada 
 
 

Fraser 
Health 
End-of-
life care 
Program  

Integrated 
System 

2001 10 integrated 
community-
based 
interprofession
al teams, 
creating a 
network of 
services and 
promoting 
advance care 
planning 
before people 
become ill. 

Program 
provides 
hospice 
palliative care 
consultation 
services in all 
settings of care 
through inter-
professional 
consult teams. it 
also provides 
direct care for 
patients and 
families 
admitted to the 
program’s 
specialty units: 
three tertiary 
hospice 
palliative care 
units and nine 
hospice 
residences. 

None 
 

Mostly 
covered by 
the B.C. 
Medical 
Services 
Plan/B.C. 
Palliative 
Care 
Benefits 
program. 
For 
additional 
charges 
such as per 
diem costs 
in hospice 
residences, 
clients 
may be 
eligible for 
rate 
reductions 
(about 
20% of 
cases). 

Each year, the 
program 
provides direct 
care for 4400+ 
people who 
are at end of 
life care, and it 
partners with 
other 
providers and 
settings to 
influence care 
for the other 
roughly 5600 
people who 
are at end of 
life care in its 
catchment area 

Fraser Health 
Authority 
establishes the 
most 
comprehensive 
regional 
palliative care 
program in BC 
across all care 
settings. 
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Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics of 
Provider 

Considerations 
for cultural, 
linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
Geography? 

Alberta, 
Canada 
 
 

Edmonton 
Integrated 
Palliative 
Care 
Service 
Model  

Integrated 
system 
 
Model 
integrates 
care across 
care settings 
including 
the home, 5 
hospices, a 
hospital-
based 
tertiary 
palliative 
care unit, 
acute care 
hospitals 
and the 
regional 
cancer 
institute. 

1995 This model 
allowed for 
standardized 
care through 
locally 
developed 
tools and 
regional 
database 
ensured 
coordination of 
transfers of 
care, allowing 
ease of 
communica- 
tion across 
different 
institutions 
within the 
Edmonton 
Region, 
supported by 
research and 
evidence. 
 

Clients access the 
program using a 
single phone 
number. A triage 
physician screens all 
requests for consults 
and then directs the 
appropriate team 
members to the new 
consults based on 
need. Coverage is 
provided 24/7. 
Physician and nurse 
community 
consultation teams 
visit the patient at 
the site of care, 
including home, 
long-term care and 
community 
hospitals. The 
regional cancer 
centre cover 
inpatient and 
outpatient care. 

None 
 

The 
Family 
Physicians 
and Home 
Care are 
able to 
offer 24- 
hr care to 
patients 
and with 
the 
Alberta 
Health 
Care 
Insurance 
Plan, able 
to bill for 
visits with 
palliative 
care 
patients. 
 

Major 
Alberta 
metropolita
n areas of 
Edmonton 
and Calgary 
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Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Consideration
s for cultural, 
linguistic, 
socioeconomi
c statuses 

Funding 
Sources 

Estimated 
Size/ 
Geography? 

Nova 
Scotia, 
Canada 
 
 

Colchester 
East Hants 
Health 
Authority 

Integrated 
system 

X Staffs the 
community 
interprofession
al team with 
social workers 
to support 
integration. 

The core team 
includes 
physicians, 
nurses, 
pharmacists and 
social workers. 
The larger 
group includes 
palliative care 
consult team 
plus staff and 
volunteers from 
the hospice, 
pastoral care, 
continuing care 
coordinators 
(Nova Scotia 
Department of 
Health and 
Wellness), 
Victorian order 
of nurses and 
home support 
workers. 

None The program 
required 
initial 
investments 
to create the 
palliative care 
team and 
integrative 
structures and 
provide 
education. As 
the program 
matures, it is 
expected to 
be cost- 
neutral. 
Challenges to 
long-term 
sustainability 
include: staff 
turnover, 
changes to 
provincial 
government 
support. 

Serves a mix 
of urban and 
rural 
communities 
in central nova 
scotia 

Hospice enlists 
volunteers to 
support clients 
via food 
vouchers, 
equipment, 
advocacy and 
system 
navigation, and 
wish 
fulfillment. 
Provides 
community 
education 
(training and 
conferences  
for health 
professionals). 
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Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Considerations 
for cultural, 
linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
geography? 

Various 
locations, 
United 
Kingdom 

St. Giles 
Hospice 

Residential 
hospices 
and home-
based care 

1983 Hospice 
services are 
integrated into 
the local 
economy, 
because 
statutory 
primary 
healthcare 
teams are 
operating 
within the 
community. 

Additional 
therapies 
encourage 
personal 
contact, both 
social and 
therapeutic to 
enhance 
personal well-
being and 
resilience. 
These 
additional 
services ensure 
core supportive 
care is available 
to those with 
the most 
complex needs. 

The range of 
specialist 
services is 
provided free of 
charge to those 
who need it. 
 

Approxima
tely 40% 
of funding 
is from 
grants or 
contracts 
originating 
from 
National 
Health 
Service 
(NHS), 
and 
remaining 
60% is 
voluntary 
giving of 
the local 
community 
and 
operations 
of 
subsidiary 
companies. 

Palliative 
services are 
part of a 
national 
strategy and 
are 
increasingly 
being provided 
outside of 
stand-alone 
community 
hospices and 
in National 
Health Service 
Hospitals. 
Hospices need 
to integrate 
into the 
healthcare 
system and 
prove their 
value. 

Referrals are 
generated by 
statutory 
healthcare 
services. 
Service model 
is a mix of 
approximately 
240 paid staff 
to 1,200 
volunteers. 
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Location Name of 

Program 
Service 
Model 
Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Considerations 
for cultural, 
linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
geography? 

London, 
United 
Kingdom 

St. 
Christopher
’s Hospice  

Integrated 
system 
 
Expanded 
from a 
residential 
hospice to 
include an 
inpatient 
unit, home 
care, long-
term care 
homes, 
support for 
affiliated 
hospitals 
and an 
active 
research 
and 
education 
program.  

1967 It was the first 
regional 
training centre 
for the Gold 
standards 
framework 
(GSF), a 
systematic 
evidence-based 
approach to 
optimize care 
for patients 
nearing the end 
of life. 

St. 
Christopher’s 
initially 
provided one 
staff person to 
coordinate the 
project (and 
nurses who 
went into the 
homes to help), 
while the five 
health districts 
involved in the 
project hired 
first four and 
then eight staff 
to provide 
support. To 
maintain the 
program, the 
district health 
authorities and 
the care homes 
shared the cost 
of a salary for a 
nurse. 

None The care 
homes 
project was 
different 
from many 
other 
models in 
that the 
costs were 
shared with 
the care 
homes 
themselves. 
The homes 
paid a 
significant 
portion of 
the cost of 
curriculum 
materials 
and 
facilitators. 

Five local 
health 
districts 
involved 
(catchment 
area) 

GSF focused 
on systems 
change: 
influencing the 
way that care 
providers think 
about death 
and dying, and 
about what 
patients need 
during the time 



Appendix A: Overview of Hospice Palliative Care (Continued) 
 
Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Consideration
s for cultural, 
linguistic, 
socioeconomi
c statuses 

Funding Sources Estimated 
Size/ 
geography? 

Dorset, 
United 
Kingdom 

Dorset 
Primary 
Care Trust 
End-of-
Life Care 
Program 

Integrated 
system 
 
10 
community 
hospitals 
provide 
respite and 
end-of-life 
care when 
the patient 
cannot be 
cared for at 
home. 

2009 The national 
end-of-life 
care strategy 
encourages use 
of the GSF 
framework, 
which gives all 
care providers 
a standard of 
practice. 
Family 
physicians and 
community 
hospital staff 
have gained 
skills and 
confidence to 
provide end-
of-life care 
rather than 
leaving it to 
the acute 
hospital-based 
specialists. 

Community 
nurses and 
matrons, 
supplemented 
by Marie Curie 
nurses (a 
national nursing 
service 
provided at no 
cost to the 
patient), provide 
home care, 
which is closely 
linked to 
community 
hospitals. The 
three acute care 
hospitals have 
inpatient 
palliative care 
units and 
consultative 
teams. 

None A Primary care 
trust (PCT) is 
part of the NHS 
to support local 
health planning, 
primary care 
development, 
making 
secondary and 
tertiary care 
available to 
patients, and 
getting health 
and social care 
systems working 
together for the 
benefit of 
patients. there 
are 151 primary 
care trusts in 
England, and 
they account for 
80% of the NHS 
budget. 

Provides 
service in 
an area with 
a large rural 
population 
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Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Consideration
s for cultural, 
linguistic, 
socioeconomi
c statuses 

Funding Sources Estimated 
Size/ 
geography? 

Denmark Kamillianer 
Gaardens 
Hospice  

 

Integrated  
system 

Home 
hospice 
department 
and the 
examination 
facilities 
run by 
palliative 
team is 
attached to 
Aalborg 
hospital  

 

1999 Kamillianer 
Gaarden has 
trained 
hospital nurses 
in palliation to 
ensure 
availability in 
all hospitals, 
who can partly 
support 
patients, but 
also contribute 
to creating a 
link to the 
hospice and 
the palliative 
team for 
patients and 
their relatives.  

Doctors, nurses, 
social and 
health 
assistants, a 
priest, a music 
therapist, 
psychologist, 
physiotherapist, 
social worker, 
dietician, 
administrative 
staff and 
volunteers.  

Service of 
visiting the 
patients’ homes 
and facilities, 
where the 
patients have 
access to 
symptom 
control and 
examinations by 
a doctor. 

Talked about 
culture in 
terms of 
physical 
space and 
ensuring it is 
a welcoming 
environment, 
which 
contributes to 
a nurturing 
culture. The 
physical 
space plays 
supportive 
role to 
building 
hospice 
culture.  

Advantage of 
the economical 
synergy linked 
to having 
different 
competences 
gathered so 
closely together, 
as it would 
otherwise 
require a much 
bigger number 
of patients to 
cover running 
costs, with the 
services 
available today.  

 

 

 



Appendix A: Overview of Hospice Palliative Care (Continued) 
 
Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Considerations 
for cultural, 
linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
geography? 

Whangarei, 
Australia 

North 
Haven 
Hospice 

Residential 
hospices 
and home-
based care 

1985 The hospice 
social worker, 
counsellor and 
bereavement 
support 
coordinator 
provide a full 
range of 
psychosocial 
supports for 
families, 
including 
counselling, 
social services, 
education 
days, 
bereavement 
support, 
telephone 
support and 
referrals to 
other health 
and social 
service 
organizations. 

Palliative team 
visit families at 
home or meet 
them at the 
hospice.  
 
The living Well 
day program for 
patients who are 
active enough to 
attend provides 
respite for 
families as well 
as some 
activities that 
involve both 
families and 
patients (e.g., 
social events, 
creating a 
patient-family 
photography 
album). 

About 20% of 
the clients are 
Maori, who tend 
to present late in 
disease 
progression and 
require end-of-
life services 
soon after 
referral. The 
wha̅nau 
(extended 
family, 
community and 
kinship 
relationships) is 
central to Maori 
life, but many 
young people are 
moving away to 
cities, leaving an 
older population 
with fewer 
family resources.  

The hospice 
works closely 
with Maori 
health, a 
service 
funded by the 
district health 
board. at 
present, the 
Maori health 
workforce 
consists 
mainly of 
care 
assistants. 
Maori nurses 
are being 
trained but 
there is 
concern that 
they will 
leave the 
northern 
region after 
training. 

Serves in 
Whangerei 
(population 
50,000), 
provides 
services in 
the 
northland 
area, 
including 
outlying 
rural areas 
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Year Key Model 
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of Provider 
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linguistic, 
socioeconomic 
statuses 
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Estimated 
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geography? 

Tasmania, 
Australia 

Tasmania’s 
Living well 
and dying 
well 
Program 

Integrated 
system 
 
This 
program 
works 
with long-
term care 
facilities, 
to improve 
hospice 
palliative 
care for 
residents 
with 
dementia 

2011 One key 
feature is the 
electronic 
health record, 
funded by the 
Government of 
Australia that 
ensures 
residents’ 
clinical action 
plan and any 
other wishes 
be 
shared/updated 
electronically 
and 
communicated 
quickly in 
locations such 
as the care 
home, 
physician’s 
office or 
pharmacy. 

Listening to 
residents with 
dementia 
involves staff 
looking at the 
advance 
directive that 
the person may 
have made 
while less 
cognitively 
impaired and 
having repeated 
conversations 
with the patient 
to determine 
their wishes to 
the greatest 
extent possible, 
even if their 
substitute 
decision-maker 
might want such 
treatment. 

None This 
program, 
which was 
piloted in 
five aged 
care homes, 
focuses on 
the last year 
of life and is 
working to 
introduce the 
palliative 
approach 
earlier in 
residents’ 
care. If 
additional 
funding can 
be secured, it 
will be 
expanded to 
other aged 
care homes. 

Piloted in 
five aged 
care homes 
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Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Considerations 
for cultural, 
linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
geography? 

Two 
locations, 
Australia 

Palliative 
Care 
Northern 
Territory 

Residential 
hospice and 
home-based 
care 

1983 Organizing 
family meetings; 
acting as liaison 
between 
patient/family 
and 
medical/social 
services; 
coordinating 
interpreters and 
seeking advice 
from indigenous 
workers and 
elders; and 
arranging social 
and financial 
support; and 
supporting non-
indigenous staff 
who are caring 
for indigenous 
clients. 

Training 
aboriginal and 
non-aboriginal 
providers to 
ensure more 
culturally 
sensitive care  
 
Advance care 
planning is a 
challenge for 
Aboriginal patie
nts and families 
because of 
cultural taboos 
surrounding 
death and 
dying. The 
program works 
with Aboriginal 
organizations – 
“grandmothers” 
who are central 
to families 
addressed this 
issue. 

Employ an 
aboriginal 
palliative care 
model 
 
Ensure cultural 
safety to 
demonstrate 
respect for 
beliefs and 
understandings; 
recognizing the 
importance of 
kinship, gender 
and age; and 
facilitating 
traditional 
practices and 
practitioners 
 
Heavy use of 
telephone and 
telehealth to 
support 
providers in 
remote areas 

The 
program 
involves a 
palliative 
care 
aboriginal 
health 
Worker, a 
government-
funded 
position that 
is intended 
to provide a 
holistic 
approach to 
care. 

Serves a 
population of 
about 50,000 
spread over 
one million 
square 
kilometres. 
most of the 
region is rural 
and remote 
desert with 
small 
communities 
and 
settlements. 
about 34% of 
the population 
is indigenous; 
yet they make 
up half the 
palliative care 
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Program 
Service 
Model Type 

Year Key Model 
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Characteristics 
of Provider 

Consideration
s for cultural, 
linguistic, 
socioeconomi
c statuses 

Funding 
Sources 

Estimated 
Size/ 
geography? 

Many 
locations, 
Australia 

The 
Silver 
Chain 

Integrated 
system  
 
Services 
include 
specialist 
nursing, 
palliative 
care, home 
care and 
support 
services, 
home 
hospital and 
allied health 
services. 
 

1982 Upskilling 
family 
physicians in 
palliative care to 
support their 
peers; Making 
strategic use of 
up-skilled 
general 
practitioners and 
palliative 
medicine 
specialists. 
Taking a 
population-
based approach 
to hospice 
palliative care. 
Providing 
psychosocial 
and respite 
support for 
patients/families 

Silver chain is 
centrally 
administered. 
All patients and 
families 
requiring 
hospice 
palliative care 
are referred to a 
single point of 
access, where 
staff are 
responsible for 
case 
management 
and care 
coordination 
across a variety 
of providers and 
settings. silver 
chain is also 
able to integrate 
its hospice 
palliative care 
with its primary 
care services. 

None The long-term 
sustainability 
of its contract 
funding 
model with 
the 
government 
(the amount 
the 
government 
paid for the 
service last 
year did not 
cover actual 
costs, so the 
organizations 
had to use 
donations to 
close the 
gap), and the 
ongoing costs 
related to 
technological 
innovations, 
education and 
training. 

Silver chain 
has eight 
palliative care 
teams located 
in districts 
throughout the 
greater Perth 
metropolitan 
area.  
About 60% of 
the 3,000 
people 
admitted to the 
silver chain 
hospice 
palliative care 
service each 
year are 
supported at 
end of life care 
at home, 
compared to 
the national 
average of 
25% to 30% 
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Year Key Model 
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of Provider 
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linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
geography? 

Palmerston 
North, New 
Zealand 

Arohanui 
Hospice  

Residential 
hospices 
and home-
based care 
 
 

N/A Partnership 
between the 
medical team 
and the hospice 
specialist 
palliative care 
service integrate 
palliative care in 
the community.  
These initiatives 
avoid the de-
skilling of 
general 
practitioners that 
can occur when 
palliative care 
services are built 
around a 
specialist; in 
order to 
maximize 
existing services 
while meeting 
demand, and to 
prevent service 
fragmentation. 

Patients are 
referred to the 
hospice, which 
does the initial 
assessment. 
the palliative 
care team 
(specialist 
palliative care 
physicians and 
nurses, social 
workers, 
chaplains and 
counsellors) 
help develop a 
care plan held 
by the patient 
for 
discussions. 
The inter- 
professional 
team provides 
advice/support 

No cost to 
patients or their 
families. The 
program serves 
Maori, pacific 
people and 
Asian 
communities, 
people with 
disabilities, 
mental illness, 
elderly and from 
in rural towns. 
The hospice has 
Maori health 
workers and plan 
to enlarge its 
Maori staff. 
With a focus on 
person-centered 
care, staff work 
with Maori 
communities to 
develop 
culturally safe 
care. 

The hospice 
received 
funding from 
the district 
health board 
to develop 
the 
integration 
program, 
which is 
governed by 
a partnership 
group made 
up of the 
Arohanui 
hospice 
palliative 
care service, 
general 
practice 
teams and a 
regional 
independent 
practice 
association. 

Maori make 
up 17% of 
the 
population 
in the 
district and 
13% of 
hospice 
clients. 



Appendix A: Overview of Hospice Palliative Care (Continued) 
 
Location Name of 

Program 
Service 
Model Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Considerations for 
cultural, linguistic, 
socioeconomic 
statuses 

Funding 
Sources 

Estimated 
Size/ 
geography? 

Dunedin, 
New 
Zealand 

Otago 
Community 
Hospice 

Residential 
hospice and 
home-based 
care 

1990 Education 
based on 
Liverpool 
care pathway  
including 
training for 
medical 
residents  

The hospice 
believes the 
best model for 
ensuring 
service is to 
enable primary 
care providers 
in the 
community – 
including rural 
areas – to 
provide 
generalist 
palliative care, 
while the 
specialists 
focus on caring 
for complex 
cases. Only 
way to do that 
is to provide 
supports. 
The centre of 
palliative care 
expertise and 
education in 
the district. 

Hospice clinical 
practice and 
education are based 
on Maori principles 
of te Whare tapa 
Wha – the 4-sided 
house: family-
related, spiritual, 
physical and 
psychological. In 
addition to 
psychosocial 
support, the 
hospice offers 
education to family 
caregivers and help 
in accessing the 
national carer 
support program 
that pays for 
alternative care, 
usually a temporary 
home for the 
patient in order to 
help family 
members have 
respite.  

The cost of 
visits to a 
family 
physician 
(NZ$40 per 
visit) can be 
an 
impediment 
for some 
patients/fam
ilies who do 
not have 
private 
insurance. 
There is no 
special fund 
in Otago to 
cover these 
costs, as 
there is in 
the district 
served by 
Arohanui 
Hospice.  

This hospice 
serves urban 
and rural 
areas and a 
significant 
Maori 
population to 
provide a full 
range of 
services, 
working 
closely with 
general 
practitioners 
and 
community 
nurses. 

Culturally 
sensitive 
services: 
incorporate 
the Maori 
philosophy 
into the care 
approach, to 
welcome 
Maori 
patients and 
families 
(wha̅nau). 
Care 
coordinators 
and teams 
located 
throughout 
the region 
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Estimated 
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geography? 

Tanzania Continuum 
of Care for 
People 
Living with 
HIV/AIDS 
in Tanzania 
(CHAT) 

Home-
based 
palliative 
care 
program 
throughout 
the 
Lutheran 
healthcare 
system 

2006 Spouses and 
children 
received free 
voluntary 
counseling and 
testing services 
at the same 
time. In a 
country where 
the use of 
morphine for 
management 
of palliative 
care and severe 
pain has been 
extremely low, 
through 
collaboration 
with major 
stakeholders, 
morphine is 
available at 12 
out of 13 
project sites.  
 
 

The Evangelical 
Lutheran 
Church operated 
a model 
palliative care 
programme at 
Selian Lutheran 
Hospital and 
Hospice and this 
was extended to 
13 other hospital 
sites and their 
surrounding 
communities. 
Many of the 
full-time staff 
for the project 
were also 
permanent 
employees of 
the hospital, and 
hence they will 
continue doing 
palliative care. 

The Lutheran 
church network 
will continue 
supporting the 
psychosocial 
aspects of the 
OVC and 
palliative care 
clients’ needs. 

CHAT was 
a USAID-
funded 
project and 
the 
Foundation 
for Hospices 
in Sub-
Saharan 
Africa 
(FHSSA) 
was the lead 
agency that 
provided 
project 
oversight, 
technical 
assistance, 
coordination 
and 
administrati
on. 

About 14,000 
palliative care 
clients and 
13,500 most 
vulnerable 
children were 
supported 
during the 
project life. 
Some of these 
activities will 
be taken over 
by the existing 
HIV support 
programmes 
both from 
NGOs and the 
government. 
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Kerala, 
India 

Neighbour
hood 
Network 
in 
Palliative 
Care 
(NNPC) 

Community
- owned, 
community-
based 

2000 All the palliative 
care units in the 
network have 
outpatient 
services led by 
palliative care 
physicians. The 
doctor-nurse 
teams that 
manage these 
outpatient 
clinics are 
employed by the 
local community 
volunteer groups 
(2hrs/week). 
4000 volunteers 
from the local 
community are 
trained to 
identify 
problems of the 
chronically ill in 
their area and to 
intervene 
effectively. 

Within 10 
years, the 
initiative has 
grown into a 
vast network of 
more than 500 
community-
owned 
palliative care 
programmes 
looking after 
more than 
15,000 patients 
at any one time. 
It has a 
workforce of 
over 15,000 
trained 
community 
volunteers, 50 
palliative care 
physicians, and 
100 palliative 
care nurses. 

Palliative care 
in developing 
countries is 
possible only if 
the service is 
part of a 
community-
based primary 
healthcare 
system using 
local 
manpower and 
other resources 
because care 
needs to be 
culturally and 
socio-
economically 
appropriate, 
accessible, and 
acceptable 
system for 
long-term care 
use to those 
who most of 
need it.  

The NNPC 
is a highly 
sustainable 
model due 
to direct 
ownership 
by the 
community. 
In addition, 
the local and 
state 
government
s, which 
values 
NNPC’s 
services to 
the 
communitie
s, provided 
$3.6 million 
in parallel 
support. 

The NNPC 
model resulted 
in the 
establishment 
of 68 
community-
based 
palliative care 
initiatives in 
Northern and 
mid-Kerala, 
which covers 
about 12 
million 
persons. 
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Taiwan Lotus 
Hospice 
Care 

Integrated 
system  
 
Diverse 
hospice 
palliative 
care model 
includes 
hospice 
wards, 
hospice 
homecare, 
hospice day 
wards, and 
hospital-
based 
hospice 
palliative 
healthcare 
teams. 

1994 Piloted remote 
monitoring of 
palliative care, 
for tracking 
patients’ 
medical 
conditions and 
for enabling 
communication 
between 
caregivers and 
medical 
specialists 
through Skype. 
The platform 
also includes 
online care 
instructions and 
community 
resources and is 
available in six 
different 
languages to 
ensure foreign 
health aides can 
assist as well. 

This hospice 
has provided 
training for 
Buddhist monks 
and nuns to 
provide spiritual 
support as part 
of palliative 
care. The 
Hospice reports 
that about 70% 
of Taiwan’s 
population 
identify as 
Buddhist, and 
consequently 
report very 
positive 
responses by 
patients and 
their families to 
the presence of 
Buddhist 
chaplains. 

Community 
engagement 
to break down 
cultural 
taboos against 
discussing 
death. “But 
we are trying 
to teach 
people that 
filial duty and 
love should 
find its 
expression in 
being with the 
family 
member at the 
end of his or 
her life, and 
in 
encouraging 
acceptance of 
disease and 
peaceful 
passing.” Dr 
Rongchi Chen 

Taiwan’s 
National 
Health 
Insurance 
system offers 
reimbursement 
for palliative 
care. While 
previously 
only cancer 
patients were 
eligible, 
recently 
coverage has 
been extended 
to include 
other types of 
illness, and 
reimbursement 
levels has 
increased for 
both home 
visits and 
hospital-based 
care. 

Firstly, the 
availability of 
palliative 
services has 
steadily 
grown in 
recent years, 
with hospice 
programs 
increasing 
more than 
50% to 77 
programs 
during 2004 
to 2012, and 
hospital-
based 
palliative 
care teams 
multiplying 
from 8 to 69. 
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Catalonia, 
Spain  

Costa 
Bravo 
Hospice 

Residential 
hospices 
and 
hospital-
based 

2007 In residential 
units, clients are 
offered therapies 
designed for 
individual needs 
to enhance the 
quality of their 
lives such as 
reflexology, 
occupational 
therapy, 
aromatherapy, 
massage, 
exercise to 
relieve 
symptoms, 
mediation, yoga, 
acupuncture, 
and mindfulness 

Developments 
in palliative 
care in Spain 
that followed 
the 2007 launch 
of a national 
palliative care 
strategy 
demonstrate 
what can be 
achieved when 
standards are 
co-ordinated 
across a nation. 

Another 
important 
development in 
palliative care 
development 
has been the 
involvement of 
“la Caixa” 
banking 
foundation, 
which has 
supported the 
integration of 
29 
psychological 
and spiritual 
care teams into 
the country’s 
palliative care 
network. 

 In Catalonia, 
extensive 
palliative care 
services have 
been available 
since 1990 
through the 
Catalan Health 
Care System, 
with more 
than 95% of 
the region 
covered by 
palliative care 
services by 
2005. But in a 
country where 
healthcare 
falls under the 
authority of 17 
regional health 
systems, 
unifying 
approaches to 
palliative care 
is important. 
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Bejiing, 
China 

Songtang 
Hospice 

Hospital-
based 

1987 According to Dr 
Shi, “We follow 
the Western 
ideas for hospice 
treatment, but 
our main 
improvement is 
to apply Chinese 
traditional 
culture to 
psychological 
counseling, for 
example we do 
research to 
understand how 
people of 
different classes 
and ages think 
of death, to 
figure out how 
to help them 
psychologically.
” 

Songtang 
Hospice has 
worked with 
many 
volunteers who 
provide 
psychological 
and emotional 
support to 
patients, in the 
process 
educating 
community 
members about 
palliative care. 
Public 
awareness 
efforts such as 
an online 
campaign on 
”Choice and 
Dignity” 
encourages 
people to sign 
living wills. 

The impact of the 
one-child policy, 
often leaving 
individuals caring 
for two parents 
and four 
grandparents, will 
lead to even more 
demand for 
outside resources 
to provide 
support. “The 
biggest challenge 
is to change 
people’s minds, to 
let them know 
that society can 
take good care of 
their parents in 
the late stages of 
illness and help 
them die with 
dignity,” Dr Li 
says.  

Without 
government 
subsidies, 
financial costs 
are a major 
challenge, 
financial costs 
are a major 
challenge, 
supported 
through the 
national health 
security 
system. Only a 
handful of 
charity 
hospitals and 
community 
health centres 
that offer 
palliative care 
services to 
patients. 

National 
Ministry of 
Health 
officially 
endorsed the 
establishment 
of palliative 
care 
departments 
in hospitals 
in 2008 
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Romania Hospice 
Cassa 
Spreantei 

Integrated 
system 
 
Home-
based 
palliative 
care for 
adults, 
extended 
to 
paediatric 
palliative 
care in the 
children’s 
homes 
with 20 
inpatient 
beds and 
day 
centres 
and 
outpatient 
clinics. 

1992 The model 
developed over the 
past 19 years in 
Brasov provides an 
integrated 
approach, where 
patients admitted in 
the programme can 
choose and receive 
care either at home, 
or in the hospice 
(inpatient 
admissions, 
outpatient 
consultations, day 
centre attendances), 
adapted to the stage 
of the disease. The 
model has been 
replicated by 
several other 
hospices and 
palliative care 
services throughout 
Romania 

Actively 
involved 
since 1997 in 
the education 
of 
professionals 
interested in 
setting up 
new 
palliative 
care services 
(over 12,000 
doctors, 
nurses, social 
workers, 
psychologists
, therapists, 
clerics and 
carers), as 
well as over 
500 
volunteers. 

None In 2010, the 
hospice 
programme 
was financially 
sustained from 
the following 
sources: 20% 
reimbursement
s from the 
health system 
(inpatient and 
outpatient 
services), 15% 
from the 
foreign partner 
organisation, 
25% individual 
donations, 
17% 
international 
grants, 15% 
charitable 
events, and 8% 
corporate 
contributions. 

Provides a 
complex of 
free-of-
charge 
palliative 
care services 
in the Brasov 
county 
(Brasov, 
Fagaras and 
Zarnesti 
areas) and in 
Bucharest, in 
various 
settings, for 
adult patients 
with cancer 
and children 
with various 
life-
threatening 
diseases 
covering over 
1,700 
patients every 
year. 



Appendix A: Overview of Hospice Palliative Care (Continued) 
 
Location Name of 

Program 
Service 
Model 
Type 

Year Key Model 
Details 

Characteristics 
of Provider 

Considerations 
for cultural, 
linguistic, 
socioeconomic 
statuses 

Funding Sources Estimated  
Size/ 
geography
? 

Vietnam Ho Chi 
Minh 
City 
Cancer 
Hospital 

Hospital-
based 

2005 In January 2011, 
the hospital 
opened a 
department of 
palliative care 
that includes a 
10-bed inpatient 
ward, an 
outpatient clinic, 
and palliative 
care 
consultation on 
demand. In 
summer 2011, it 
added a model 
home care team 
designed to be 
sustainable and 
replicable by 
other 
departments and 
hospitals. 

Inpatient and 
outpatient 
palliative care 
services are 
billed to the 
patients’ 
insurance 
providers. Until 
such insurance 
coverage is 
secured, one 
strategy to make 
palliative home 
care sustainable 
entails charging 
wealthy patients 
more than the 
usual cost for 
home care and 
using the extra 
revenue to pay 
for free home 
care for the 
poor. 

The great 
majority of 
Vietnamese 
cancer patients 
die at home, 
and palliative 
home care is 
therefore 
essential. Yet 
health 
insurance does 
not currently 
cover home 
care despite 
the cost 
savings that 
might be 
realised by 
helping 
families care 
for dying 
patients at 
home rather 
than admitting 
them to the 
hospital. 

The Ministry of 
Health has not 
provided hospitals 
with funding for 
palliative care. 
However, hospitals 
have discretion to 
use their 
government 
funding for 
palliative care if 
they wish. Until 
insurance coverage 
is secured, one 
strategy to make 
palliative home 
care sustainable 
entails charging 
wealthy patients 
more than the usual 
cost for home care 
and using the extra 
revenue to pay for 
free home care for 
the poor. 
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