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is brought to bear on any development processes undertaken by the ESC EOLCN. 
 
This System Design Framework Ƙŀǎ ōŜŜƴ άƛƴ ǘƘŜ ǿƻǊƪǎέ ŦƻǊ many months and has appeared in several 
forms with numerous iterations of each. The framework presented here has evolved from the 
Planning Framework presented in Spring 2008 (1), and the Standard Statements described in 
December 2008 (2 p. 87)Φ¢Ƙƛǎ ǿŀǎ ƻǊƛƎƛƴŀƭƭȅ ǇǊŜǎŜƴǘŜŘ ŀǎ άǘƘŜ ǇŜƴǘŀƎƻƴέ ǘƘŜƴ άǘƘŜ ƘŜȄŀƎƻƴέ ƎǊƻǿƛƴƎ 
ǘƻ ǘƘŜ άōǳōōƭŜ ŘƛŀƎǊŀƳέ ¢Ƙƛǎ {ȅǎǘŜƳ 5ŜǎƛƎƴ CǊŀƳŜǿƻǊƪ ƛƴŎƻǊǇƻǊŀǘŜǎ ǘƘŜ ƛŘŜƴǘƛŦƛŜŘ ά9ƭŜƳŜƴǘǎ ƻŦ ŀƴ 
LƴǘŜƎǊŀǘŜŘ {ȅǎǘŜƳέ (2 p. 84) as well as details related to System Level Accountability (2 pp. 91-93), 
Human Resources (2 p. 94) etc.  
 
This report is a follow-up to December 2008 ESC End of Life Care Network (EOLCN) Report on Current 
Services and Recommendations for Future Systems. (2). 
 
Much previous work is acknowledged; work which informs this report and provides the necessary 
backdrop of knowledge and information that allows us to move forward. Of particular importance is 
the CHPCA Model to Guide Hospice Palliative Care. (3) The values and guiding principles underpin 
every aspect of this framework. The assumptions and descriptions, domains of issues etc. articulated 
in the CHPCA Model are used as a foundation for this SD Framework.  
 
The report titled Foundational Concepts and Definitions Relating to Hospice Palliative Care Service 
Delivery (ESC March 2009) (4) provides important background information about the provision of HPC 
and should be considered in conjunction with a review of this system design framework. 
 

Purpose 
This System Design Framework describes elements of an integrated system of HPC for ESC. It gives 
details of a desired future state. We will use this framework to evaluate where we are currently 
relative to this desired future state. This will then help us with gap analysis as well as 
recommendations and action plans for the future. Key Outcomes and system Level Indicators are 
described in the Report on Current Services and Recommendations for Future Systems (2) and 
although not repeated in this document, provide us with targets for action. 
 

Limitations 
This report is narrowly focused on System Design. It does not provide preamble information relating 
to: definitions, models of care, importance of HPC, nor does it seek to review all aspects of HPC 
service delivery. Key considerations are listed but not described or explained. Many issues are not 
addressed, in the interests of presenting a framework that is focused on system design. 
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System Design Framework  
Developing a Regional System of Hospice Palliative Care in Erie St.  

 
 Executive Summary 

 
Introduction 
To move from our current system of sector-specific service provision to an integrated system of 
palliative care service provision requires that: 

1. A full continuum of care settings and services is in place, 
2. In each care setting where patients die, there is a clearly defined Palliative Care Program 

developed , 
3. Sectors and services are linked by common practice, processes, and structures,  
4. Adequate numbers of trained professionals are available, 
5. System level accountability is clearly defined and communicated, 
6. Funding models, guidelines and policy directions support an integrated system. (2 p. 87) 

  
The System Design Framework described here is a tool to help organize our thinking and our work as we 
seek to meet the above requirements. 
 
Purpose 
This System Design Framework describes and categorizes elements of an integrated system of HPC for 
ESC. It gives summary details of a desired future state. We used this framework to evaluate where we 
are currently relative to the desired future state. This helped frame our gap analysis. Recommendations 
and action plans are organized around this framework. (This framework is a follow-up to many other 
reports. It presupposes an understanding of definitions, CHPCA model of care, best practices etc.) 
 
Fundamental Concept 
The System Design Framework acknowledges ǘƘŜ ŦǳƴŘŀƳŜƴǘŀƭ ŎƻƴŎŜǇǘ ǘƘŀǘ ŜŀŎƘ άǊŜƎƛƻƴŀƭ ǎȅǎǘŜƳέ 
ƻŦ IƻǎǇƛŎŜ tŀƭƭƛŀǘƛǾŜ /ŀǊŜ ƛƴ hƴǘŀǊƛƻ ƛǎ ǊŜŀƭƭȅ ŀ άǎȅǎǘŜƳ ƻŦ ǎȅǎǘŜƳǎέΦ IŜŀƭǘƘ ŎŀǊŜ ƛƴ hƴǘŀǊio is delivered 
by sectors and by independent service providers, each with its own Board of Directors, individual 
mandate, operational imperatives and strategic directions. For most providers of HPC, Palliative Care is 
but one of many services they deliver.  
This system design framework seeks to provide a picture of how the individual systems work and plan 
together to create an overall Regional System of Hospice Palliative Care. 
 
Realms 
The system design framework presented here, to be used for the development of a Regional System of 
H PC Delivery in ESC, embraces six (6) realms of system development. These realms are: 
¶ Care settings and Services  
¶ Programs within care settings and services 
¶ Integration / Linkages 
¶ Human Resources  
¶ System Accountability  
¶ Policies, Guidelines and Funding  

 
Care Settings and Services:  ²Ŝ Ƴǳǎǘ ǳƴŘŜǊǎǘŀƴŘ ǿƘŀǘ ǘƘŜ ŎƻƳǇƻƴŜƴǘ ǇŀǊǘǎ ƻŦ ŀ ά{ŜǊǾƛŎŜ 5ŜƭƛǾŜǊȅ 
{ȅǎǘŜƳέ ŀǊŜ ōŜŦƻǊŜ ǿŜ Ŏŀƴ ŀŘŘǊŜǎǎ ǎȅǎǘŜƳ ŘŜǾŜƭƻǇƳŜƴǘ ƛƴ ŀƴȅ ƳŀƴƴŜǊΦ ¢Ƙƛǎ {5 CǊŀƳŜǿƻǊƪ ƛŘŜƴǘƛŦƛŜǎ ŀ 
number of key settings and services which make up the System as a whole.  
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Programs within Care Settings and Services: !ǎ ǿŜ ǎŜŜƪ ǘƻ ōǳƛƭŘ άǘƘŜ ǿƘƻƭŜέ ǿŜ ƴŜŜŘ ǘƻ ŎƻƴǎƛŘŜǊ ǘƘŜ 
ŎƻƳǇƻƴŜƴǘ ǇŀǊǘǎ ƻŦ άǘƘŜ ǿƘƻƭŜέΦ ¢ƘŜǊŜŦƻǊŜΣ ŀǎ ǿŜ ŀǊŜ ŘŜǾŜƭƻǇƛƴƎ ŀ άǿƘƻƭŜ ǎȅǎǘŜƳέ ŀǘǘŜƴǘƛƻƴ Ƴǳǎǘ ōŜ 
given to key elements of service delivery within each of the component parts.  This SD Framework 
suggests key elements which indicate that a HPC program exists within a care setting. 
 
Integration / Linkages: Transitions between sectors are important to patients and families. The 
ǇŀǘƛŜƴǘǎΩ ŀƴŘ ŦŀƳƛƭƛŜǎΩ ǇŜǊǎǇŜŎǘƛǾŜ ƻŦ ǘƘŜ ŎƻƻǊŘination, seamlessness and integration of our HPC care 
system, is directly proportional to our success (or lack thereof) at integration and linkages between / 
among sectors. This SD Framework lists integration essentials. 
 
Human Resources: Compassionate, skilled people are at the very core of Hospice Palliative Care. 
Equipment is important, medication is vital, but without the people the right care does not reach the 
patient. This SD Framework provides a listing of Key Professionals and suggests a number of elements 
that should be in place in terms of Human Resource planning. 
 
System Accountability: If we are to develop a functioning cross sector Regional System of Hospice 
tŀƭƭƛŀǘƛǾŜ /ŀǊŜ ǿŜ ƴŜŜŘ ǘƻ ŘŜǾŜƭƻǇ άǊŜƎƛƻƴŀƭ It/ ǇǊƻƎǊŀƳ ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ƳƻŘŜƭǎέ ǘƘŀǘ ǎǳpport and 
advance the care of patients across sectors, while aligning with operational accountabilities within each 
sector/service. This SD Framework seeks to give insight into key functions of system level accountability 
as well as key mechanisms and principles related to system level accountability. 
 
Policies, Guidelines and Funding: Policies, guidelines and funding directly impact not only patient care 
but system design and development. This SD Framework cites policy and funding issues which impact 
HPC at a Regional and Provincial level. It also suggests guidelines and strategy topics that would help 
advance HPC service delivery.  
 
Description 
In the report which follows each of the six system design framework realms are individually discussed. 
For each realm: 
¶ standard statements are articulated, 
¶ rationale for inclusion is highlighted, 
¶ relevant questions are posed and preliminarily addressed, 
¶ limitations are cited, 
¶ questions for further discussion are included to foster ongoing development of the framework. 

 
Next Steps 
This framework is a work in progress and will continue to evolve as we test its usefulness related to the 
creation of a regional system of Hospice Palliative Care in ESC.  
9ǊƛŜ {ǘΦ /ƭŀƛǊΩǎ {ȅǎǘŜƳ 5ŜǎƛƎƴ CǊŀƳŜǿƻǊƪ Ƙŀǎ ōŜŜƴ ǎƘŀǊŜŘ ǿƛǘƘ ǇǊƻǾƛƴŎƛŀƭ ǇŀǊǘƴŜǊǎ ŀƴŘ ƛǎ ōŜƛƴƎ ǳǎŜŘ ōȅ 
the Provincial End of Life Care Network to develop a Provincial Template for System Design and System 
Development across the province.  
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¢ƘŜ άwŜƎƛƻƴŀƭ 
{ȅǎǘŜƳέ ƻŦ IƻǎǇƛŎŜ 
Palliative Care in 
Ontario is really a 
άǎȅǎǘŜƳ ƻŦ 
ǎȅǎǘŜƳǎέΦ 

System Design Framework 
Developing a Regional System of Hospice Palliative Care (HPC) Delivery in  

Erie St. Clair 
 
1. Introduction 
 
¢Ƙƛǎ ǊŜǇƻǊǘ ƛǎ ŀ άƴŜȄǘ ǎǘŜǇέ ƛƴ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ŀ Regional 
System of Hospice Palliative Care (HPC) Delivery in Erie St. 
Clair (ESC). This follows from the December 2008 ESC End of 
Life Care Network (EOLCN) Report on Current Services and 
Recommendations for Future Systems. (2) 
This current report presents a System Design Framework 
that ǇǊƻǾƛŘŜǎ ǳǎ ǿƛǘƘ ŀ άǿŀȅ ǘƻ further organize our thinking 
ŀƴŘ ƻǳǊ ǿƻǊƪέ ŀǎ ǿŜ continue to move forward in 
developing our regional system of HPC in ESC.  
 
The process for development of this system design framework has been iterative. An initial concept was 
included in the May 2008 ESC EOLCN Directional Planning Document. (1) This idea was refined and 
expanded in the December 2008 ESC EOLCN report where recommendations were structured around 
five relevant framework realms (2) Subsequently much discussion and input from local and regional ESC 
EOLCN members resulted in a number of revisions and additions. A poster of the framework was 
presented at a recent conference (Spring 2009) and discussion was held with the Provincial EOLCN. 
Further changes were made with confirmation from the ESC EOLCN members. Numerous 
Plan/Do/Study/Act (PDSA) cycles have been employed as part of the ongoing understanding of system 
design and system development. This report is draft number 23 and continues to be a work in progress. 
The elements in this framework are derived from many sources (refer to reference list in the December 
2008 report in addition to those directly cited here (2) (5) (6) (7) (8) (9) (3) (10) (11)). This framework 
seeks to categorize/sort/link the various elements into a practical framework that will help facilitate 
system level accountability and system development. 
 
In the report which follows six system design framework realms are individually discussed. For each 
realm: 
¶ standard statements are articulated, 
¶ rationale for inclusion is highlighted, 
¶ relevant questions are posed and preliminarily addressed, 
¶ limitations are cited, 
¶ questions for further discussion are included to foster ongoing development of the framework. 
 

Regional work plans for ESC EOLCN are categorized around this framework.  
 

The report titled Foundational Concepts and Definitions Relating to Hospice 
Palliative Care Service Delivery (ESC March 2009) (4) provides background 
information about the provision of HPC and should be considered in 
conjunction with a review of this system design framework. 
 
2. Fundamental Concept 
 
! άǎȅǎǘŜƳ ƻŦ ǎȅǎǘŜƳǎέ - A Regional System of Hospice Palliative Care is 

comprised of a number of systems coming together. 
9ŀŎƘ άǊŜƎƛƻƴŀƭ systemέ ƻŦ IƻǎǇƛŎŜ tŀƭƭƛŀǘƛǾŜ /ŀǊŜ ƛƴ hƴǘŀǊƛƻ ƛǎ ǊŜŀƭƭȅ ŀ άǎȅǎǘŜƳ ƻŦ 

ǎȅǎǘŜƳǎέΦ Health care in Ontario is delivered by sectors and by independent service providers, each with 

This current report presents a 
System Design Framework that 
ǇǊƻǾƛŘŜǎ ǳǎ ǿƛǘƘ ŀ άway to further 

organize our thinking and our 
workέ ŀǎ ǿŜ ŎƻƴǘƛƴǳŜ ǘƻ ƳƻǾŜ 

forward in developing our Regional 
System of Hospice Palliative Care 

Delivery in Erie St. Clair. 
 



 

2 
 

its own Board of Directors, individual mandate, operational imperatives and strategic directions. For 
most providers of HPC, Palliative Care is but one of many services they deliver.  
This system design framework seeks to provide a picture of how the individual systems work and plan 
together to create an overall Regional System of Hospice Palliative Care. 
 
3. System Design Framework ς overview and context 
 

3.1. Overview - Realms of System Design and System Development 
Developing a true Regional System of Hospice Palliative Care (HPC), from a grouping of independent 
providers, requires a system design framework that is multifactoral and multidimensional. Such a 
framework simultaneously focuses attention and activity on multiple realms of system development.  
 
The system design framework presented here, to be used for the development of a Regional System of 
H PC Delivery in ESC, embraces six realms of system development. These realms are: 
¶ Care settings and Services  
¶ Programs within care settings and services 
¶ Integration / Linkages 
¶ Human Resources  
¶ System Accountability  
¶ Policies, Guidelines and Funding  
 

Figure 1 below illustrates these six realms of System Design and System Development 
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In addition to depicting the realms of system design/development, Figure 1 also attempts to 
illustrate the following key concepts of system design and system development in ESC: 

¶ Centrality of patient and family 
¶ Provision of direct clinical care surrounding the patient and family- A system design 

framework does not directly address clinical practice. However the fundamental 
purpose of the framework is to enhance the milieu in which direct patient care is 
provided, thereby enhancing care for the patient and family. Much excellent work is 
available to guide processes related to direct patient care, including the Canadian Hospice 
Palliative Care Association (CHPCA) Model to Guide Hospice Palliative Care (3) ŀƴŘ ƛǘǎ άDǳƛŘŜ 
to Patient and Family Care which includes the Square of Care, Principles and Norms of 
Practice, Domains of Care etc. 

¶ Dynamic nature of System Design and System Development ς The arrows indicate that this 
model is not intended to serve as a framework for static description but rather is intended 
to provide a template for action. 

¶ Interrelatedness of all realms ς The relationship between each realm is not linear. All realms 
converge in the centre and simultaneous focus and activity is required in all 6 realms. 

¶ Based on CHPCA Model to Guide Hospice Palliative Care (3) - The values and guiding 
principles articulated in the CHPCA Model underpin every aspect of this framework.  

 
3.2. Context -How does this planning framework fit with work already done in ESC? 

This system design framework is a tool to help us operationalize our vision for integrated HPC in 
ESCΦ Lǘ ƎƛǾŜǎ ŘŜǘŀƛƭǎ ǊŜƭŀǘƛƴƎ ǘƻ ǘƘŜ άŘŜǎƛǊŜŘ ŦǳǘǳǊŜ ǎǘŀǘŜέΦ ²Ŝ Ŏŀƴ then use these details to 
further examine our current state and to organize our plans for the future.  

 

Planning Considerations 
As indicated, this framework builds on the foundational work articulated in the ESC End of Life 
Care Network Report (2) 

Planning considerations articulated in that report include:  
¶ vision;  
¶ values,  
¶ goals of an integrated HPC 

system, 
¶ objectives/outcomes,  

¶ system level indicators, 
¶ principles and values,  
¶ planning assumptions, 
¶ target population  

Refer to pages 77 to 82 for details on these planning considerations (2). 
 
Inventory and Recommendations 
The December 2008 ESC End of Life Care Network Report (2)provides a detailed 
inventory/review of services in ESC and makes initial recommendations framed around 5 
realms. Current and future inventories, work plans, recommendations etc. build on this 
previous work and are structured around the 6 realms of this System Design (SD) Framework. 
  

ESC EOLCN Vision Statement:  
ά! ŎƻƳǇǊŜƘŜƴǎƛǾŜΣ integrated, coordinated continuum of high quality end-of-life care 
services is available in a timely manner, irrespective of diagnosis or care setting for 
individuals residing in the Erie St. Clair local Health Integration Network catchment 
ŀǊŜŀΦέ όCǊƻƳ 9{C EOLCN Strategic Plan) 
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4. Summary of Foundational Concepts 
 
The report titled Foundational Concepts and Definitions Relating to Hospice Palliative Care Service 
Delivery (ESC March 2009) (4) provides background information about the provision of HPC and expands 
on the work presented in the December 2008 report (2 p. 8 to 12). These foundational concepts/ 
assumptions are summarized below: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Foundational Assumptions related to HPC Service Provision 
Four foundational assumptions/concepts, relating to HPC Service Provision, form the backdrop for the System 

Design Framework. (4) 
These are: 

 
1. Many care settings and services are required. 
 
2. Both Specialists and Primary Level Providers are needed (Specialist care is typically subdivided into two 

levels ς Secondary and Tertiary). 
2.1. Shared care is an approach to link different levels of expertise. 
2.2. The majority of HPC needs are met by Primary Care providers. 

  
3. Every care setting/service, caring for dying patients requires access to Specialist Level Hospice Palliative 

Care expertise (in addition to Primary Level Providers). 
3.1. !ŎŎŜǎǎ ǘƻ ŜȄǇŜǊǘƛǎŜ Ƴŀȅ ōŜ άƛƴ-ƘƻǳǎŜέ ƻǊ ŜȄǘŜǊƴŀƭΦ 

 
4. Teamwork is essential - Collaborative Care / Interdisciplinary Care involves more than one profession. 

(Teamwork is important within the primary care team and within the specialist level team). 
4.1. Palliative Care Consultation Teams (PCCT) are a preferred approach to delivering HPC. 
4.2. Trans-discipline consultation occurs when a HPC specialist from one profession provides 

consultation to a primary level professional from another profession. (4) 
 

Diagram below summarizes a number of these concepts ς refer to December Report for more detailed explanation 
of this diagram (2 p. 12))  
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5. Description of System Design Framework 
 

Care Settings and Services 
 

Standard statement: 
A Full Continuum of Care Settings/Services is in place as per 

population based needs: 
 

Rationale: We must understand what the component parts of a 
ά{ŜǊǾƛŎŜ 5ŜƭƛǾŜǊȅ {ȅǎǘŜƳέ ŀǊŜ ōŜŦƻǊŜ ǿŜ Ŏŀƴ ŀŘŘǊŜǎǎ ǎȅǎǘŜƳ 
development in any manner. Once 

we understand the component parts we then can determine 
sector/service gaps that may exist and develop inclusive system 
level indicators and evaluation processes. Patients requiring 
palliative care have fluctuating and complex needs which are rarely 
completely met by any one facility/service/provider. Many care 
settings and services are required. 
Key Question: 
¶ What are the sectors & services (component parts) which 
ŎƻƳǇǊƛǎŜ ŀ άwŜƎƛƻƴŀƭ {ȅǎǘŜƳ ƻŦ It/έΚ  

¶ ²Ƙŀǘ ǾƻƭǳƳŜǎ ƻŦ ŜŀŎƘ ǎŜǊǾƛŎŜ ǿƻǳƭŘ ŎƻƳǇǊƛǎŜ ŀ άŦǳƭƭ ŎƻƴǘƛƴǳǳƳέΚ 
 
Criteria for inclusion: 
For the purposes of this initial listing the following inclusion criteria are used 
¶ Sectors and Services that have  an explicit mandate &/or dedicated funding for HPC service 

delivery 
¶ Settings of care where a significant number of patients die 
¶ Settings and services that have specific data codes related to HPC 
¶ Services that are supported as essential components of a HPC program even if no data is 

available  (e.g. Grief and bereavement services)  
 
Limitations: 
ESC EOLCN completed an inventory of services in the December 2008 report which reviewed key 
services that met the above criteria. A very rudimentary provincial inventory of services was completed 
by the Provincial EOLCN to further establish the services cited below as key components of the HPC 
system. Lǘ ƛǎ ŀŎƪƴƻǿƭŜŘƎŜŘ ǘƘŀǘ Ƴŀƴȅ ǾŀƭǳŀōƭŜ ǎŜǊǾƛŎŜǎ Ƴŀȅ ƴƻǘ ōŜ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘƛǎ ƛƴƛǘƛŀƭ άǇǊƻƎǊŀƳ 
ŎƻƳǇƻǎƛǘƛƻƴέΦύ Population based guidelines in Ontario are under development (Refer to Appendix 4 for 
examples) 
 
Preliminary details related to Care Settings and Services:  
Below is the initial catalogue of sectors and services to be included in our preliminary understanding of 
the component parts of a system of Hospice Palliative Care in ESC. Each sector /service is described in 
greater detail in the December 2008 ESC End of Life Care Network Report on Current Services and 
Recommendations for Future Systems. (2) 
 

1. Component Parts of the System 
 

a. 24/7 Care Settings 
¶ Hospital s 

o Acute Care (including Tertiary Care and host hospitals for Regional Cancer 
Programs) 

o Complex Continuing Care 

We must understand what 
the component parts of a 
ά{ŜǊǾƛŎŜ 5ŜƭƛǾŜǊȅ {ȅǎǘŜƳέ ŀǊŜ 
before we can address system 
development in any manner 
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¶ Long Term Care Homes 
¶ Residential Hospices 
¶ tŀǘƛŜƴǘǎΩ IƻƳŜ όCCAC & Direct Care Service Providers) - ƴƻǘŜ άǇŀǘƛŜƴǘǎΩ ƘƻƳŜέ ƛƴ 

this context includes: community living homes and the many other settings where 
patients live. 

 
b. Ambulatory Care / Day Programs 
¶ Regional Cancer Centres including Palliative Care Clinics in the Centre or host 

hospital 
¶ Clinics in other locations 
¶ Day Programs (including those run by volunteers) 
¶ tƘȅǎƛŎƛŀƴΩǎ ƻŦŦƛŎŜǎΣ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘ /ŜƴǘǊŜǎΣ CŀƳƛƭȅ IŜŀƭǘƘ ¢ŜŀƳǎ ŜǘŎΦ 

 
c. Community Support Services: / Programs   
¶ Palliative Pain & Symptom Management Consultation Program 
¶ Education Programs 
¶ Volunteer Hospice Programs 
¶ Grief and Bereavement Services  

 
d. Expert Palliative Care Consultation Teams/Services serving patients in the 24/7 care 

settings, Ambulatory care/Day programs etc. 
¶ Teams serving only one care setting 
¶ Teams serving across several sectors. 

 
2. ¦ǎŜ ƻŦ ǇƻǇǳƭŀǘƛƻƴ  ōŀǎŜŘ ƎǳƛŘŜƭƛƴŜǎ ǘƻ ƘŜƭǇ ŘŜǘŜǊƳƛƴŜ άŦǳƭƭ ŎƻƴǘƛƴǳǳƳέ όǳƴŘŜǊ ŘŜǾŜƭƻǇƳŜƴǘ) 

 

 
 
 
 
 
 
  

Questions for Further Discussion: 
¶ Is this the right listing of services? What is missing? What should be added? Is 

categorization right?  
¶ (Ï× ÄÏ ×Å ÓÔÁÒÔ ÔÏ ÉÄÅÎÔÉÆÙ ȰÐÏÐÕÌÁÔÉÏÎ ÂÁÓÅÄ ÎÅÅÄÓȱȩ ɀ (refer to Australia work, 

adapted by Fraser Health etc). 
¶ If this is the basic listing of services, can we use this list in a gap analysis manner to 
ÉÄÅÎÔÉÆÙ ËÅÙ ÓÅÃÔÏÒÓȾÓÅÒÖÉÃÅÓ ÔÈÁÔ ÁÒÅ ȰÍÉÓÓÉÎÇȱ ÉÎ ÓÐÅÃÉÆÉÃ ÒÅÇÉÏÎÓ ÁÎÄ ÓÔÁÒÔ ÔÏ 
make recommendations related to augmenting these sectors/services? (e.g. 
tertiary care units; grief and bereavement services; residential hospices) 

¶ If accurate data is an important assumption related to developing a system of HPC 
service delivery, how do we start gathering the right data? (consider 
CIHI/ICIS/other study/report) How do we more accurately access current practice 
ÉÎ ÔÅÒÍÓ ÏÆ ÁÖÁÉÌÁÂÉÌÉÔÙ ÏÆ ȬÆÕÌÌ ÃÏÎÔÉÎÕÕÍ ÏÆ ÃÁÒÅ ÓÅÔÔÉÎÇÓ ÁÎÄ ÓÅÒÖÉÃÅÓȭ ÁÓ Á 
foundation to identifying and addressing gaps?  
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Programs within Care Settings and Services 
 

Standard statement: 
In each care setting where patients die, there is a clearly defined 

Palliative Care Program developed. (I.e. 24/7 care settings) 
 

All HPC Services (e.g. Day Programs, Clinics, Consultation Services, 
Volunteer Services and Education Services) articulate a clear mandate 

and service specific criteria. 
 
 

Rationale: The ΨwholeΩ is a sum of its component parts. Therefore if we are seeking to develop a 
άwhole ǎȅǎǘŜƳέ ŀǘǘŜƴǘƛƻn must be given to key elements of 
service delivery within each of the component parts. The 
system as a whole is only as strong as the weakest of its 
component parts. (ΨComponent partsΩ are cited above 
ǳƴŘŜǊ Ψ/ŀǊŜ {ŜǘǘƛƴƎǎ ŀƴŘ {ŜǊǾƛŎŜǎΩύ 
The concept of integration presupposes the presence of 
several functioning independent programs linking across 
sectors. We cannot link to something that does not exist. 
Thus we must have some basic understanding of (and 
some way to define) what constitutes a HPC program 
within each sector. 
Additionally we must have a sense of the mandate of all HPC services as they provide 
support to patients, families and care providers in a variety of care settings. A clear 
understanding of this mandate will prevent duplication and will maximize access to these 
services. 
 
Key Questions:  
¶ What are the basic elements indicating that a HPC program exists within a specific care setting?  

o A listing of these key elements will help specific sectors/facilities answer the question 
ά5ƻ ǿŜ ƘŀǾŜ ŀ IƻǎǇƛŎŜ tŀƭƭƛŀǘƛǾŜ /ŀǊŜ program in our ǎŜǘǘƛƴƎΚέ 

¶ What are the basic elements of a Ψclear mandateΩ ŦƻǊ It/ ŎƻƳƳǳƴƛǘȅ ǎŜǊǾƛŎŜǎ ŀƴŘ ŜŘǳŎŀǘƛƻƴ 
services? 

 
Limitations: This highlighting of these άprogram elementsέ and άclear mandatesέ does not seek to 
replace or summarize the many excellent: accreditation processes, gold standard documents, best 
practice reviews  etc. that exist to provide comprehensive guidance to provision of high quality of 
care and internal functioning of an organization/service. It is assumed that general principles of safe 
and effective care are in place in each care setting/service.  
 
Acknowledgement: The CHPCA Model to Guide Hospice Palliative Care (3) and its άDǳƛŘŜ ǘƻ 
hǊƎŀƴƛȊŀǘƛƻƴŀƭ 5ŜǾŜƭƻǇƳŜƴǘ ϧ CǳƴŎǘƛƻƴέΥ aƛǎǎƛƻƴ ϧ Vision, Square of Organization, Principles and 
Norms of Practice provide significant guidance for organizations as they develop a HPC program. 
Various models of care are cited including consultation models and specialized environments (3 pp. 
68,72) 
 

 
 
 
 

The ΨwholeΩ is a sum of its 
component parts.  

Therefore if we are seeking to 
ŘŜǾŜƭƻǇ ŀ άwhole ǎȅǎǘŜƳέ 

attention must be given to key 
elements of service delivery within 

each of the component parts. 
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Preliminary details related to Programs within Care Settings and Services 
 
1. Basic elements indicating that a HPC program exists within  a specific care setting include: 

¶ A model of care is articulated, 

¶ Processes, to access specialist level expertise, are clearly defined (including 24/7 access), 

¶ Clear admission/discharge criteria and processes, 

¶ Education about HPC is offered to primary level providers (to enable them to address basic 
HPC needs and to know when the patient requires a referral to specialist level care 
providers). 

¶ Key organizational contact is identified, 

¶ Access to Interdisciplinary expertise is available, 

¶ Linkages with partners is evident, 

¶ Reporting, evaluation, CQI and data accountability occurs  
 
2. Basic ŜƭŜƳŜƴǘǎ ƻŦ ŀ ΨŎƭŜŀǊ ƳŀƴŘŀǘŜΩ ŦƻǊ It/ ŎƻƳƳǳƴƛǘȅ ǎŜǊǾƛŎŜǎ ŀƴŘ ŜŘǳŎŀǘƛƻƴ ǎŜǊǾƛŎŜǎ 

involve answers to specific questions including: 
¶ ά²Ƙŀǘ ǇƻǇǳƭŀǘƛƻƴǎ Řƻ ǿŜ ǎŜǊǾŜκƴƻǘ ǎŜǊǾŜΚέ  
¶ ά²Ƙŀǘ ƛǎ ƻǳǊ ǎŎƻǇŜΚέ  
¶ άIƻǿ Řƻ ǿŜ ǊŜǇƻǊǘ ƻǳǊ ǿƻǊƪ όŘŀǘŀΣ ŀŎŎƻǳƴǘŀōƛƭƛǘȅΣ ŜǾŀƭǳŀǘƛƻƴύΚέ 
¶ άIƻǿ Řƻ ǿŜ ƛƴǘŜƎǊŀǘŜ ǿƛǘƘ ƻǳǊ ǇŀǊǘƴŜǊǎΚέ  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Questions for Discussion: 
¶ )Ó ÉÔ ÉÍÐÏÒÔÁÎÔ ÔÏ ÈÁÖÅ ÓÏÍÅ ×ÁÙ ÔÏ ÄÅÆÉÎÅ Á ȰÐÒÏÇÒÁÍȱ ÏÆ (0# ×ÉÔÈÉÎ ÅÁÃÈ ÓÅÔÔÉÎÇ ÏÒ 

can we assume that if patients are requiring HPC then they are receiving it? 
¶ Is it important to have a clear mandate for HPC services?  
¶ Are these the minimal key elements to defining a program within care settings? 
¶ )Æ ȰÁÃÃÅÓÓ ÔÏ ÓÐÅÃÉÁÌÉÓÔ ÌÅÖÅÌ ÅØÐÅÒÔÉÓÅȱ ÉÓ ÁÇÒÅÅÄ ÕÐÏÎ ÁÓ Á ËÅÙ ÅÌÅÍÅÎÔȟ ÃÁÎ ×Å ÂÅÇÉÎ ÔÏ 

recommend best practice approaches to this access? (E.g. Consultation Teams using a 
shared care approach?)  
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Integration/ Linkages 
 

Standard statement: 
Sectors and services are linked by common practice, processes, and 
structures and possess a common understanding of service delivery 

models. 
 
Rationale: Transitions between sectors are important to patients and 
families. The patientǎΩ and familƛŜǎΩ perspective of the coordination, 
seamlessness and integration, of our HPC care system, is directly 
proportional to our success (or lack thereof) at integration and linkages between / among sectors. 

Integration is a key focus in health care in Ontario.  
 
Key Questions: 
¶ How do we in the HPC system address integration? 
¶ What are the fundamental integration essentials? 

 
Limitations: As with all aspects of this system 
design/system development framework, there is much 
more that could be said and done. This current report 
serves as a starting point by providing examples and is not 
meant to be all inclusive. 

 
Preliminary details related to Integration /Linkages 
 
Regional Integration Essentials  
1. Common practice and processes: 
¶ Clear criteria differentiating roles of various sectors and services within a given geographic area 
¶ Clear access points/ processes for admission and discharge to/from sectors / services 
¶ Clear transition processes (hand-offs) between sectors / services 
¶ Use of Common tools 

 
2. Collaborative structures include: 
¶ Venues for integrated care planning (cross sector patient specific rounds, team meetings) 
¶ Venues for collaborative process development (EOLCN tables etc.) 
¶ Shared communication/IT with accessible patient records between sectors/services 
¶ Defined access to specialist expertise/expert consultation teams-with cross sector 
άŎƻƴƴŜŎǘƛƻƴǎέ ŀƴŘ ƛŘŜƴǘƛŦƛŜŘ ƘǳƳŀƴ άŎƻƴƴŜŎǘƻǊǎέ ŦǊƻƳ ŜŀŎƘ ŎŀǊŜ ƭƻŎŀǘƛƻƴκservice, 

¶ Cross sector registry of HPC patients 
 
3. Common understanding of service delivery models including: 
¶ Common understanding of how specialist level expertise /consultation teams function 

including: 
o ¢ȅǇŜ ƻŦ ά{ƘŀǊŜŘ /ŀǊŜ aƻŘŜƭέ ǳǎŜŘ ƛƴ ŜŀŎƘ ǎŜŎǘƻǊΣ  
o How specialists/teams  link with Primary Care, 
o How specialists in each care setting link with each other. 

 
4. System Level Data collection and evaluation 
¶ Development of system level indicators, evaluation framework and CQI activities using balanced 

scorecard approach with quadrants that address:  
V patient/family perspectives     
V financial 

V utilization  
V innovation 

¢ƘŜ ǇŀǘƛŜƴǘǎΩ ŀƴŘ ŦŀƳƛƭƛŜǎΩ 
perspective on the coordination, 
seamlessness and integration, of 
our HPC care system, is directly 

proportional to our success (or lack 
thereof) at integration and linkages 

between / among sectors. 
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5. Connections with broad system of health care including:  
¶ Shared approaches to Health Care Consent/Advance Care Planning. 
¶ Connections with Provincial, National & International bodies. 
¶ Connections with broader Health Care system regionally and provincially. 
 

6. Region ςwide strategies and blueprints for: 
¶ Education 
¶ Communication  
 

 
7. Provincial  level leadership and consistency: 
¶ Continued advancement of use of common tools (e.g. Ontario Cancer Symptom Management 

Collaborative) 
¶ Development of provincial balanced scorecard etc. 
¶ Ongoing provincial level venue to continue collaborative cross sector system development. 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
  

Questions for Further Discussion:  
¶ )Ó ÉÔ ÉÍÐÏÒÔÁÎÔ ÔÏ ÉÎÃÌÕÄÅ Ȱ)ÎÔÅÇÒÁÔÉÏÎȾ,ÉÎËÁÇÅÓȱ ÉÎ ÏÕÒ ÃÏÎÓÉÄÅÒÁÔÉÏÎ ÏÆ ÓÙÓÔÅÍ 

design/system development? 
¶ )Ó ÔÈÅ ÌÉÓÔÉÎÇ ÏÆ ȰÉÎÔÅÇÒÁÔÉÏÎ ÅÓÓÅÎÔÉÁÌÓȱ Á ÇÏÏÄ ÓÔÁÒÔÉÎÇ ÐÏÉÎÔȩ )Æ ÎÏȟ ×ÈÅÒÅ ÓÈÏÕÌÄ ×Å 

start? 
¶ What is missing from the list? What is on the list but should not be? 
¶ (Ï× ×ÏÕÌÄ ×Å ÂÅÔÔÅÒ ÅÖÁÌÕÁÔÅ ȰÃÕÒÒÅÎÔ ÓÔÁÔÅ ÏÆ ÉÎÔÅÇÒÁÔÉÏÎȱȩ 
¶ What provincial level leadership is required? 

 



 

11 
 

Human Resources 
 

Standard statement:  
Adequate numbers of trained professionals are available as per population 

based needs assessment. 
 
Rationale: Compassionate, skilled people are at the very core of Hospice 

Palliative Care. Equipment is important, 
medication is vital, but without the 
people the right care does not reach the 
patient. Shortages of HPC personnel are reportedly endemic 
across Ontario. Addressing Human Resource issues is fundamental 
to developing a functioning system of HPC  

 
Key Questions: 
¶ What are the key categories of professionals that make up a HPC team? 
¶ What training is required at what level?  
¶ What are άŀŘŜǉǳŀǘŜ ƴǳƳōŜǊǎέΚ 

o What are population based calculations? 
¶ What innovative care models can we recommend to maximize Human Resource expertise? 

 
Limitations: Many limitations exist as we explore the Human Resources realm of system design/ system 
ŘŜǾŜƭƻǇƳŜƴǘΦ ²Ŝ ǿƛƭƭ άǘƻǳŎƘ ǘƘŜ ǎǳǊŦŀŎŜέ by including a list of a professionals involved with HPC service 
delivery. Next step categories of work are cited below and are suggested as inclusion for work at the 
provincial level. 
 
Preliminary details related to Human Resources 
 

1. Team composition - Listing of Key HPC professionals 
 
HPC is by definition a collaborative care and shared care process (refer to Foundational Concepts 
Relating to Hospice Palliative Care Service Delivery (ESC EOLCN March, 2009) (4). 
Therefore a broad spectrum of care providers is required. 
 
Specialist /Tertiary Level Providers include: 
¶ HPC Physicians  
¶ Nurse Practitioners trained in HPC, Expert HPC Nurses,  
¶ HPC Specialists in all other relevant professions including:  
¶ Social Work  
¶ Spiritual Care 
¶ Psychologists  
¶ Grief and Bereavement 
¶ Personal Support Workers (PSW) 

¶ Allied Health (e.g. Pharmacists, 
Rehabilitation Therapies, 
Respiratory Therapy, Dietician, 
etc.), 

¶ Volunteers, etc     
 

Primary Care Providers: 
¶ Physicians including: 
¶ Family Physicians, 
¶ Family Health Teams, 
¶ Community Health Centre, 

¶ Specialists in other non-palliative 
fields (Surgeons etc), 

¶ Other physicians not trained in HPC. 
¶ Nurses 
¶ Primary Care providers in all other relevant professions including:  

¶ Social Work  ¶ Spiritual Care 

Compassionate, skilled people 
are at the very core of Hospice 

Palliative Care. 
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¶ Psychologists  
¶ Grief and Bereavement 
¶ Personal Support Workers 

(PSW) 

¶ Allied Health (e.g. Pharmacists, 
Rehabilitation Therapies, 
Respiratory Therapy, Dietician, 
etc.), 

¶ Volunteers and others. 
 

2. Delineation of education and training at primary and specialist levels for various professional 
categories, 

 
3. Development of population based guidelines to help determine needs. 
 
4. Enhancement  of innovative care models including: 
¶ Shared care between primary care and specialist levels (with capacity building intent) 
¶ Enhanced team roles ς collaborative care 
¶ Development of trans-discipline consultation models 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
  

Questions for Further Discussion: 
¶ 7ÈÁÔ ×ÏÒË ÈÁÓ ÂÅÅÎ ÄÏÎÅ ÔÏ ÄÅÆÉÎÅ ÁÎÄ ÄÅÖÅÌÏÐ ÃÒÉÔÅÒÉÁ ÆÏÒ ȰÓÐÅÃÉÁÌÉÓÔȱ ÌÅÖÅÌ ÔÒÁÉÎÉÎÇ 

for key professions? (E.g. .Refer to recent work done by CCO, etc.) Should more work be 
done?  

¶ 7ÈÁÔ ÃÏÒÅ ÃÕÒÒÉÃÕÌÕÍ ÅÌÅÍÅÎÔÓ ÓÈÏÕÌÄ ÂÅ ÐÁÒÔ ÏÆ ÈÅÁÌÔÈ ÃÁÒÅ ÐÒÏÆÅÓÓÉÏÎÁÌÓȭ basic 
training? 

¶  (Ï× ÄÏ ×Å ÓÔÁÒÔ ÔÏ ÉÄÅÎÔÉÆÙ ȰÐÏÐÕÌÁÔÉÏÎ ÂÁÓÅÄ ÎÅÅÄÓȱȩ  ɉÒÅÆÅÒ ÔÏ !ÕÓÔÒÁÌÉÁ ×ÏÒËȟ 
adapted by Fraser Health etc). 

¶ What innovative Care models can we adapt to accommodate for our current Human 
Resource shortages in specific professions? 

¶ What will encourage more physicians to become involved with HPC? (refer to 
discussion under policy/funding realm). 

¶ Is this the right listing of HPC team members? Do we expect that all of these 
professionals should be able to develop specialist level expertise within their scope of 
practice, or are there some of these professions that would not be expected to develop 
such expertise? 
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Accountability 
 

Standard statement:  
System level accountability is clearly defined and communicated. 

 
Rationale: In as much as a regional system of care ƛǎ ǊŜŀƭƭȅ ŀ άǎȅǎǘŜƳ ƻŦ 
ǎȅǎǘŜƳǎέΣ system level accountability is shared accountability. System level 
ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ƛǎ άǾŜǎǘŜŘ ŀŎŎƻǳƴǘŀōƛƭƛǘȅέΤ ǾŜǎǘŜŘ ōȅ ǘƘƻǎŜ ǿƛǘƘ ŦǳƴŘƛƴƎ ŀƴŘ 
accountability authority (e.g. the Local Health Integration Network [LHIN]), 
operational responsibility (e.g. hospitals, etc.) and oversight and 
coordinating roles (e.g. Cancer Care Ontario etc.). 
If we are to develop a functioning cross sector Regional System of Hospice Palliative Care we need to 
ŘŜǾŜƭƻǇ άregional HPC program accountability modelsέ ǘƘŀǘ ǎǳǇǇƻǊǘ ŀƴŘ ŀŘǾŀƴŎŜ ǘƘŜ ŎŀǊŜ ƻŦ ǇŀǘƛŜƴǘǎ 
across sectors, while aligning with operational accountabilities within each sector/service. As new 
money is provided for HPC initiatives (e.g. Aging at Home Funding) it is increasingly important that 
relative accountabilities be clearly defined. 

The LHINs are key in defining the parameters of this regional 
accountability. Provincial consistency is important, in terms of 
high level expectations of structures, processes and outcomes 
related to regional system level accountability models. 
 
Key Questions: 
¶ What are key functions of system level accountability? 
¶ What are key mechanisms which facilitate system level 

accountability? 
¶ What fundamental principles should be followed to 

advance system level accountability? 
 
Limitations: The discussion which follows is preliminary work 
related to system level accountability and requires further 
refinement.  

 
Preliminary details related to System level accountability:  
1. Key Functions of system level accountability include: 
¶ evaluation of HPC outcomes at a system 

level , 
¶ broad system design, 
¶ system level integration of services, 

¶ promotion of service innovations, 

¶ developing a cross sector 

communication strategy, 

¶ monitoring and assessment of 

community needs 

 

2. Key Mechanisms which facilitate regional system level accountability are listed below: 

¶ A ΨǊŜƎƛƻƴŀƭ ŀŎŎƻǳƴǘŀōƛƭƛǘȅ structureΩ is established. The role and accountability mechanism for 
this accountability structure: 

o is endorsed by the LHIN & aligns with MOHLTC policies/directions, 
o aligns with system-wide cancer plan and system plans from other relevant disease 

specific  initiatives, 
o aligns with sector-specific accountability agreements/reporting requirements, 
o includes clear accountability agreements in terms of operational roles, advisory roles 

and evaluation roles as vested by the LHIN and other relevant operational 
sectors/services. 

¶ System level indicators and CQI activities are developed, monitored and reported. 

If we are to develop a functioning 
cross sector Regional System of 

Hospice Palliative Care we need to 
ŘŜǾŜƭƻǇ άǊŜƎƛƻƴŀƭ It/ ǇǊƻƎǊŀƳ 
ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ƳƻŘŜƭǎέ ǘƘŀǘ 

support and advance the care of 
patients across sectors, while 

aligning with operational 
accountabilities within each 

sector/service 
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¶ Regular reporting to the LHIN from this ΨǊŜƎƛƻƴŀƭ ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ǎǘǊǳŎǘǳǊŜΩ occurs, 
¶ Provincial consistency in terms of accountability expectations is developed. 
 

3. Fundamental Principles to advance system level accountability are based on principles of effective 
accountability (as outlined in the December 2002 Report of the Auditor General of Canada (12)) and 
include:  

¶ clear roles and responsibilities,  
¶ clear performance expectations,  
¶ balanced expectations and capacities,  
¶ credible reporting,  
¶ responsible communication,  
¶ reasonable review and adjustment, 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

  

Questions for Further Discussion: 
¶ What other successful models exist in Ontario for system level accountability? 

What can we learn from these models? 
¶ Would it be useful to develop a provincial guideline for regional system level 

accountability? 
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Policies, Guidelines and Funding 
 

Standard statement: 
Funding models, guidelines and policy directions support an integrated 

system. 
 
Rationale: Remediation of policy and funding issues may be beyond the scope 
of an individual region. However such issues are included in a regional 
framework because they directly impact not only patient care but system design 

and development. Work on these issues is incorporated into regional work plans as local providers 
work collectively with provincial partners to begin to address these issues. Awareness of these 
ƛǎǎǳŜǎ ƛǎ ƴŜŎŜǎǎŀǊȅ ǘƻ ŀƭŜǊǘ ǘƘŜ [ILb ǘƻ ǎǳŎƘ ǎƘƻǊǘŦŀƭƭǎ ŀƴŘ ǘƻ ŎǊŜŀǘŜ άǘŜƳǇƻǊŀǊȅ ǿƻǊƪ ŀǊƻǳƴŘέ 
solutions to offset the negative impact of these issues on patient care. The suggestions below are 
starting points for collective work at the provincial level.  

 
Key Questions: 
¶ What are current policy and funding issues 
ǿƘƛŎƘ ƴŜƎŀǘƛǾŜƭȅ ƛƳǇŀŎǘ ǘƘŜ άǊŜƎƛƻƴŀƭ ǎȅǎǘŜƳ ƻŦ 
It/έΚ 

¶ Is there a need for provincial level 
strategies/guidelines/initiatives to advance 
system level HPC delivery? 

o LŦ άȅŜǎέ ς what are these?  
 
Limitations: The preliminary details below will list a number of key issues without providing details on 

why these are seen to be important. Many of these issues are addressed in more detail in regional 
reports on services. 

 
Preliminary details related to policy and funding:  

1. Policy and funding issues: 
¶ Consistent and adequate funding for: 

o  Physicians 
o Programming (including residential hospices) and supplies (medication etc.) 

¶ Full scope opportunities for Nurse Practitioners and others 
 
2. Provincial level guidelines/strategy for: 
¶ System design  
¶ Population based ratios for: 

o specialist consultation teams/services,  
o dedicated beds including residential hospices 
profession specific ratios(Refer to Australia work (13)) 

¶ Reporting ς standardized accessible data sets with performance data linked to quality 
indicators 

¶ CQI and research activitiesEducation ς basic and advanced. 
¶  

Policy and funding issues are 
included in a regional framework 
because they directly impact not 

only patient care but system design 
and development. 

Questions for further discussion: 
¶ Are the suggestions related to development of provincial guidelines/strategy worth 

consideration? 
¶ If yes, how do begin to address these issues?     
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5. Summary and Next steps 
 
The system design framework discussed here provides us with a way to organize our thinking and our 
work. It directs our activity to six realms of system development and provides preliminary details related 
to categories and topics for consideration in each realm. System level development requires 
simultaneous focus on these interrelated realms. (Refer to appendix 1 for a composite graphic of this 
system design framework which includes realms, standard statements and some of the preliminary 
details described above). 
 
Current application of this framework includes using it as a structure around which to categorize the ESC 
EOLCN activity such as: 

¶ Strategic priorities 
¶ Goals/objectives 
¶ Work plans. 

Future inventories, status/update reports and evaluation approaches will be framed around these 
realms. 
 
Work is underway to use this framework to systematically assess our current state of development of a 
regional system of HPC in ESC. Information from the ESC EOLCN December 2008 Report on Current 
Services and Recommendations for Future Systems is being reviewed in the light of the preliminary 
details in this framework. Based on current information from this report a ΨState of the SystemΩ picture 
is evolving that will be used for future system assessment and system development work. (Refer to 
appendix 2 for an example of a very rudimentary attempt at presenting a multifactoral review of system 
level activities ς based on this framework). 
 
9ǊƛŜ {ǘΦ /ƭŀƛǊΩǎ {ȅǎǘŜƳ 5ŜǎƛƎƴ CǊŀƳŜǿƻǊƪ Ƙŀǎ ōŜŜƴ ǎƘŀǊŜŘ ǿƛǘƘ ǇǊƻǾƛƴŎƛŀƭ ǇŀǊǘƴŜǊǎ ŀƴŘ ƛǎ ōŜƛƴƎ ǳǎŜŘ ōȅ 
the Provincial End of Life Care Network to develop a Provincial Template for System Design and System 
Development across the province. This Framework is being used by the Provincial End of Life Care 
Network as a guide for a preliminary inventory/review of the System of HPC across Ontario. This ESC 
work has been used as the foundation for the Provincial End of Life Care Network System Design 
Framework. 
 
This framework is a work in progress and will continue to evolve as we test its usefulness related to the 
creation of a regional system of Hospice Palliative Care in ESC. 
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Appendix One  
System Design Framework ς Summary Table of: 

Framework Realms, Standard Statements and Key Considerations 
Care Settings and Services 

 
Standard statement: 

A Full Continuum of Care Settings/Services is in place as per population based needs: 
 

A full continuum of Care Settings and Services  for Hospice Palliative Care includes the following: 
1. Component parts of the System 

a. 24/7 Care Settings 
¶ Hospital s 

o Acute Care (including Tertiary Care and host hospitals for Regional Cancer 
Programs) 

o Complex Continuing Care 
¶ Long Term Care Homes 
¶ Residential Hospices 
¶ tŀǘƛŜƴǘǎΩ IƻƳŜ όCCAC & Direct Care Service Providers) - ƴƻǘŜ άǇŀǘƛŜƴǘǎΩ ƘƻƳŜέ ƛƴ ǘƘƛǎ 

context includes: community living homes and the many other settings where patients 
live. 

 
b. Ambulatory Care / Day Programs 

¶ Regional Cancer Centres including Palliative Care Clinics in the Centre or host hospital 
¶ Clinics in other locations 
¶ Day Programs (including those run by volunteers) 
¶ tƘȅǎƛŎƛŀƴΩǎ ƻŦŦƛŎŜǎΣ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘ /ŜƴǘǊŜǎΣ CŀƳƛƭȅ IŜŀƭǘƘ ¢ŜŀƳǎ ŜǘŎΦ 

 
c. Community Support Services: / Programs   

¶ Palliative Pain & Symptom Management Consultation Program 
¶ Education Programs 
¶ Volunteer Hospice Programs 
¶ Grief and Bereavement Services  

 
d. Expert Palliative Care Consultation Teams/Services serving patients in the 24/7 care settings, 

Ambulatory care/Day programs etc. 
¶ Teams serving only one care setting 
¶ Teams serving across several sectors. 
¶  

2. Use of ǇƻǇǳƭŀǘƛƻƴ  ōŀǎŜŘ ƎǳƛŘŜƭƛƴŜǎ ǘƻ ƘŜƭǇ ŘŜǘŜǊƳƛƴŜ άŦǳƭƭ ŎƻƴǘƛƴǳǳƳέ όǳƴŘŜǊ ŘŜǾŜƭƻǇƳŜƴǘύ 
 

Programs within Care Settings and Services 
 

Standard statement: 
In each care setting where patients die, there is a clearly defined Palliative Care Program developed. (I.e. 24/7 

care settings) 
All HPC Services (e.g. Day Programs, Clinics, Consultation Services, Volunteer Services and Education Services) 

articulate a clear mandate and service specific criteria. 
 

3. Basic elements indicating that a HPC program exists within  a specific care setting include: 

¶ A model of care is articulated, 

¶ Processes, to access specialist level expertise, are clearly defined (including 24/7 access), 

¶ Clear admission/discharge criteria and processes, 

¶ Primary care education is offered, 

¶ Key organizational contact is identified, 

¶ Access to Interdisciplinary expertise is available, 

¶ Linkages with partners is evident, 

¶ Reporting, evaluation, CQI  and data accountability occurs  

 



 

 

4. .ŀǎƛŎ ŜƭŜƳŜƴǘǎ ƻŦ ŀ ΨŎƭŜŀǊ ƳŀƴŘŀǘŜΩ ŦƻǊ It/ ŎƻƳƳǳƴƛǘȅ ǎŜǊǾƛŎŜǎ ŀƴŘ ŜŘǳŎŀǘƛƻƴ services involve answers to 
specific questions including: 
ŀύ ά²Ƙŀǘ ǇƻǇǳƭŀǘƛƻƴǎ Řƻ ǿŜ ǎŜǊǾŜκƴƻǘ ǎŜǊǾŜΚέ                                       Ŏύ ά²Ƙŀǘ ƛǎ ƻǳǊ ǎŎƻǇŜΚέ  
ōύ άIƻǿ Řƻ ǿŜ ǊŜǇƻǊǘ ƻǳǊ ǿƻǊƪ όŘŀǘŀΣ ŀŎŎƻǳƴǘŀōƛƭƛǘȅΣ ŜǾŀƭǳŀǘƛƻƴύΚ    Řύ έIƻǿ Řƻ ǿŜ ƛƴǘŜƎǊŀǘŜ ǿƛǘƘ ƻǳǊ 
ǇŀǊǘƴŜǊǎΚέ  

Integration/ Linkages 
Standard statement: 

Sectors and services are linked by common practice, processes, and structures and possess a common 
understanding of service delivery models. 

 
Regional Integration Essentials: 

8. Common practice and processes: 
¶ Clear criteria differentiating roles of various sectors and services within a given geographic area 
¶ Clear access points/ processes for admission and discharge to/from sectors / services 
¶ Clear transition processes (hand-offs) between sectors / services 
¶ Use of Common tools 

 
9. Collaborative structures include: 
¶ Venues for integrated care planning (cross sector patient specific rounds, team meetings) 
¶ Venues for collaborative process development (EOLCN tables etc.) 
¶ Shared communication/IT with accessible patient records between sectors/services 
¶ Defined access to specialist expertise/expert consultation teams-ǿƛǘƘ ŎǊƻǎǎ ǎŜŎǘƻǊ άŎƻƴƴŜŎǘƛƻƴǎέ ŀƴŘ 

identified human άŎƻƴƴŜŎǘƻǊǎέ ŦǊƻƳ ŜŀŎƘ ŎŀǊŜ ƭƻŎŀǘƛƻƴκǎŜǊǾƛŎŜΣ 
¶ Cross Sector Registry of HPC patients 

 
10. Common understanding of service delivery models including: 
¶ Common understanding of how specialist level expertise /consultation teams function including: 

o ¢ȅǇŜ ƻŦ ά{ƘŀǊŜŘ /ŀǊŜ aƻŘŜƭέ ǳǎŜŘ ƛƴ ŜŀŎƘ ǎŜŎǘƻǊΣ  
o How specialists/teams  link with Primary Care, 
o How specialists in each care setting link with each other. 

 
11. System Level Data collection and evaluation 
¶ Development of system level indicators, evaluation framework and CQI activities using balanced 

scorecard approach with quadrants that address:  
a) patient/family perspectives    b)financial    c)utilization    d)innovation 

 
12. Connections with broad system of health care including:  
¶ Shared approaches to Health Care Consent/Advance Care Planning. 
¶ Connections with Provincial, National & International bodies. 
¶ Connections with broader Health Care system regionally and provincially. 
 

13. Region-wide strategies and blueprints for: 
¶ Education 
¶ Communication 
 

7.      Provincial  level leadership and consistency: 
¶ Continued advancement of use of common tools (e.g. Ontario Cancer Symptom Management 

Collaborative) 
¶ Development of provincial balanced scorecard etc. 
¶ Ongoing provincial level venue to continue collaborative cross sector system development. 

Human Resources 
Standard statement:  

Adequate numbers of trained professionals are available as per population based needs assessment. 
 

1. Team composition - Listing of Key HPC professionals 
Specialist /Tertiary Level Providers include: 
¶ HPC Physicians  
¶ Nurse Practitioners trained in HPC/ Expert HPC Nurses,  
¶ HPC Specialists in all other relevant professions including:  
a)Social Work b)Spiritual Care c)Psychologists d)Grief and Bereavement e) Personal Support Workers (PSW) 
f) Allied Health (e.g. Pharmacists, Rehabilitation Therapies, Respiratory Therapy, Dietician, etc.),g) Volunteers,  

 



 

 

Primary Care Providers: 
¶ Physicians including  

¶ Family Practice Physicians, Family Health Teams, Community Health Centres, 
¶ Specialists in other non-palliative fields (Surgeons etc), 

¶ Other physicians not trained in HPC. 
¶ Nurses 
¶ Primary Care providers in all other relevant professions including:  
a)Social Work b)Spiritual Care c)Psychologists d)Grief and Bereavement e) Personal Support Workers (PSW) 
f) Allied Health (e.g. Pharmacists, Rehabilitation Therapies, Respiratory Therapy, Dietician, etc.),g) Volunteers,  
 
2. Delineation of education and training at primary and specialist levels for various professional 

categories, 
 

3. Development of population based guidelines to help determine needs and development of a Human 
Resources Plan. 

 
4. Enhancement  of innovative care models including: 
¶ Shared care between primary care and specialist levels (with capacity building intent) 
¶ Enhanced team roles ς collaborative care 
¶ Development of trans-discipline consultation models 

Accountability 
Standard statement:  

System level accountability is clearly defined and communicated. 

1. Key Functions of system level accountability include: 

¶ evaluation of HPC outcomes at a system level , 

¶ broad system design, 

¶ system level integration of services, 

¶ promotion of service innovations, 

¶ developing a system level communication strategy, 

¶ monitoring and assessment of community needs 
 

2. Key Mechanisms which facilitate regional system level accountability are listed below: 

¶ ! ΨǊŜƎƛƻƴŀƭ ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ǎǘǊǳŎǘǳǊŜΩ ƛǎ ŜǎǘŀōƭƛǎƘŜŘΦ The role and accountability mechanism for this 
accountability structure: 

¶ is endorsed by the LHIN & aligns with MOHLTC policies/directions, 

¶ aligns with system-wide cancer plan and system plans from other relevant disease specific  
initiatives, 

¶ aligns with sector-specific accountability agreements/reporting requirements, 

¶ includes clear accountability agreements in terms of operational roles, advisory roles and 
evaluation roles as vested by the LHIN and other relevant operational sectors/services. 

¶ System level indicators and CQI activities are developed, monitored and reported. 

¶ Regular reporting to the LHIN from this ΨǊŜƎƛƻƴŀƭ ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ǎǘǊǳŎǘǳǊŜΩ ƻŎŎǳǊǎΣ 

¶ Provincial consistency in terms of accountability expectations is developed. 
 

3. Fundamental Principles to advance system level accountability are based on principles of effective 
accountability (as outlined in the December 2002 Report of the Auditor General of Canada (12)) and include:  

¶ clear roles and responsibilities,  

¶ clear performance expectations,  

¶ balanced expectations and capacities,  

¶ credible reporting,  

¶ responsible communication,  

¶ reasonable review and adjustment. 
 
 
 



 

 

Policies, Guidelines and Funding 
Standard statement: 

Funding models, guidelines and policy directions support an integrated system. 
1. Policy and funding issues: 
¶ Consistent and adequate funding for: 

¶  Physicians 
¶ Programming (including residential hospices) and supplies (medication etc.) 

¶ Full scope opportunities for Nurse Practitioners and others 
2. Provincial level guidelines/strategy for: 
¶ System design  
¶ Population based ratios for: 

¶ specialist consultation teams/services,  
¶ dedicated beds including residential hospices 

¶ profession specific ratios (Refer to Australia work (13)) 
¶ Reporting ς standardized accessible data sets with performance data linked to quality indicators 
¶ CQI and research activities 
¶ Education ς basic and advanced. 



 

 

Appendix Two ς Expanded Schematic 
System Design Framework  

  


