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Background

Improving access to high quality palliative care requires a range of services including generalist and
specialist palliative care that are well integrated and coordinated across all health care settings, including
in a person’s home, provided by healthcare professionals with core competencies in generalist palliative
care (applicable to all disciplines in all practice settings) with support from specialist palliative care
teams with advanced competencies and expertise in palliative care. This requires collaboration between
primary care and all sectors and disciplines.

Building on the Framework for Palliative Care in Canada® and the Canadian Interdisciplinary Palliative
Care Competency Framework for Palliative Care?, the next steps for improving access to palliative care
in Canada requires the creation, monitoring and enforcement of national quality standards for quality
palliative care.

This document establishes the minimum national standard for delivering quality palliative care in
Canada, applicable across all ages, all diseases, all settings of care, and with integration of generalist and
specialist palliative care, with their requisite competencies, as articulated in the Framework for Palliative
Care in Canada® and the Canadian Interdisciplinary Palliative Care Competency Framework?.

The Canadian Society of Palliative Medicine (CSPM), working with an extensive network of palliative care
experts, partners, and stakeholders, , developed this first set of National Quality Standards for Palliative
Care in Canada (NQS-PCC). The NQS-PCC will serve as an important foundation to guide the assessment
and delivery of comprehensive palliative care services, facilitating quality improvement and program
development, including the important next step of establishing a pan-Canadian minimum data set for
patient reported outcome measures that are needed to monitor quality standards.




The Creation of Quality Standards
for Palliative Care in Canada

The CSPM established a Working Group on National Quality Standards to review international literature
on standards and models for palliative care and to inform an approach for developing quality standards
in the context of Canada’s unique health and geographic landscapes.

An in person working Summit, supported by a financial contribution from Health Canada, was held in
March 2024 to develop the first draft of the standards. The Summit included over 30 palliative medicine
leaders from across the country from primary and specialist palliative care, urban and rural regions,
and experts in providing palliative care to a variety of underserved populations. The draft Standards
underwent three successive rounds of consultation and revision before finalization, obtaining input from:

« interdisciplinary palliative care professionals,

» key partners in the delivery of palliative care, and

« stakeholders with broad roles in quality, accreditation and credentialing standards, including

patient representatives.

The NQS-PCC was developed utilizing a framework for each standard that articulates the Intent,
Criteria, role of Generalist Level Palliative Care, role of Specialist Level Palliative Care, and System Level
Responsibilities for each standard.

Ten standards were created:
1. Identification and assessment;

2. Development of a care plan;

3. Providing information and support to caregivers;

4. Provision of care and reviewing treatment plan;

5. Communication and collaboration;

6. Transferring between care settings;

7. Grief and bereavement services;

8. Access to palliative care based on clinical need;

9. Commitment to quality improvement, research and
advocacy; and

10. Healthy, competent interprofessional team.

The Standards adapt the Core Values and Guiding Principles from the Framework for Palliative Care

in Canada® and recommend special considerations for applying the standards to focused populations,
including: pediatrics, adults who do not have capacity to make informed healthcare choices, unhoused
and vulnerably-housed, incarcerated, racialized individuals, Indigenous, immigrants/refugees, long-term-
care/elder care, and rural/remote.



Definition of Palliative Care

Palliative care is the health discipline focused on improving the quality of life of people living with life-
threatening illness.

According to the World Health Organization (WHO):

Palliative care is an approach that improves the quality of life of patients (adults and children) and

their families who are facing problems associated with life-threatening illness. It prevents and relieves
suffering through the early identification, correct assessment and treatment of pain and other problems,
whether physical, psychosocial or spiritual®.

According to international consensus, palliative care*:

provides relief from pain and other distressing symptoms

affirms life and regards dying as a normal process

intends neither to hasten or postpone death

integrates the psychological and spiritual aspects of patient care

offers a support system to help patients live as actively as possible until death

offers a support system to help the family cope during the patient’s illness and in their own
bereavement

uses a team approach to address the needs of patients and their families, including bereavement

counseling, if indicated

will enhance quality of life, and may also positively influence the course of illness

is applicable early in the course of illness, in conjunction with other therapies that are intended to
prolong life, such as chemotherapy or radiation therapy, and includes those investigations needed
to better understand and manage distressing clinical complications.




Generalist Level Palliative Care

Generalist level palliative care is the application of core palliative care competencies to the care of
people with life-threatening conditions and embedding these competencies into the delivery of care
across different healthcare sectors and professions. Generalist palliative care specifically acknowledges
the capability of healthcare professionals who do not specialize in palliative care to attend to the
essential palliative care needs of people who have life threatening illnesses, regardless of the setting

of care (home care, residential, hospital, etc.) and the stage the patient is at in their disease trajectory.
Internationally, generalist palliative care is also referred to as providing a “palliative approach to care”
and when provided by primary care practitioners, may be referred to as ‘primary palliative care’. For
the purposes of these Standards, the term ‘generalist palliative care’ includes both primary care/Family
Medicine practitioners and other non-palliative specialists providing a palliative approach to care to
their own patients with no additional certification or designation in palliative care. Many generalists
already work in teams, and many of those existing primary medical or specialty teams initiate a palliative
approach to care and provide basic palliative care to their patients when required. Examples include
primary care teams, and teams providing specialty care like cardiology, oncology, respirology, neurology,
etc. These teams care for patients whose illnesses may progress in a way to require initially a palliative
approach, and subsequently palliative care.

Specialist Palliative Care

Specialist Palliative Care services provide expert advice, coaching and mentoring to generalists and care
to patients whose needs are so complex they cannot be met by their generalist care team. This expert
care can be provided by a hospital consultation service for inpatients, in community clinics, and patients’
homes (including long-term care), and for the most complex patients, in specialized palliative care units
or hospices. Specialist palliative care is provided by an interprofessional team including physicians,
nurses, social workers, spiritual care and others with advanced training and competencies in specialist
palliative care. Due to a variety of factors, including lack of resources, administrative barriers, and an
insufficient number of trained professionals, specialist palliative care is not consistently available in all
these settings throughout Canada and in many communities is not yet available at all.

Traditional multidisciplinary teams consist of a group of individuals, working together with a common
purpose, each with their own individual expertise and training and responsible for making individual
decisions within areas of their expertise. Though they have a common purpose, they are known first

by their professional identities and secondarily by their team affiliation. Information is shared via the
medical record and the leader of the team is (usually) the highest-ranking member.

Generalist
Palliative Care
Basic palliative care
for all patients

Specialist
Palliative Care
Complex cases
needing expert team




Model of Palliative Care Service Delivery

In the 2019 CSPM staffing model®, patients requiring palliative care and their families are seen and
assessed in their home, family physician’s office, non-palliative medicine specialist’s office, long term
care facility, hospital, hospice or other location based on need. The most responsible care team would
identify patients who would benefit from a palliative approach early on to facilitate appropriate
discussions and care. Again, this may be a primary care team, or a non-palliative specialist team (e.g.
cardiology, oncology, respirology, neurology).

Recognizing the timing for initiating a palliative approach is based on the patient’s need or potential
need, independent of diagnosis or prognosis. The most responsible care team continues to assess,
educate, manage and support these patients and families, and ideally creates a monitoring system that
can identify changes or issues as they arise, ensuring the degree of care can be adjusted to meet the
patient’s changing goals and needs. They involve specialist palliative care when issues become complex
and advanced expertise is needed.

Specialist palliative care teams must be available 24/7 to support generalist palliative care providers,
and should primarily function in a consultative role, rather than shared care or takeover models of
care®, except in the most complex situations when a patient’s needs may require specialist palliative
care to take over as the most responsible practitioner. Specialist palliative care teams have a critical role
in capacity-building for quality palliative care and have responsibilities that are both clinical and non-
clinical:

Clinical Care Responsibilities Non-Clinical Responsibilities

- Direct Patient Care — including consultation, + Education —including direct teaching of

shared care or Most Responsible Physician learners, continuing education of other
(MRP) care based on patient need. healthcare professionals and the pubilic,

« Indirect Patient Care - through coaching mentorship of colleagues, and staying up
and mentoring of interprofessional teams to date on evidence-based practices and
providing generalist level palliative care. policies

« Administration — including developing
metrics to measure outcomes, quality
improvement measures and processes, and
development of tools, standards, policies,
and programs.

« Research — scholarly work to contribute to
the larger body of knowledge.



Focused Populations

Special consideration needs to be given to particular groups when applying these standards, especially to
populations who have traditionally been underserved or who have unique needs, including, but not

limited to:

« Adults who do not have capacity to make « Long-term-care residents/ elder care
informed healthcare choices, including recipients
those with intellectual and developmental « Northern/ Rural / Remote area residents
disabilities (IDD), those who may have » Pediatric populations
fluctuating or limited capacity, and dementia. « Racialized individuals

« Immigrants / refugees/refugee claimants ¢ Unhoused and vulnerably housed persons

» Incarcerated persons * Women and 2SLGBTQl+ communities

» Indigenous persons, including First Nations,
Inuit and Métis, and urban Indigenous
peoples.

The principles of this model of care are broadly applicable across everyone living in Canada. However,
it is crucial to recognize that each person intersects uniquely with the health system. While each
experience is unique, there are common patterns of intersection within certain patient groups. Even
though the principles of this model remain salient, the application of these principles and the care
approaches required to action these principles differ by group.

All clinicians supporting people with a life-threatening illness must be able to engage in and provide a
palliative approach to care. Various factors unique to a specific population may influence how palliative
care is provided and received. For example, First Nations, Inuit, and Métis perspectives on palliative
care, which may embrace and integrate Indigenous ways of knowing, Indigenous traditional medicines
and healing practices, as well as social, cultural, and spiritual supports and connections with Indigenous
languages, traditional foods, kinship ties, the land or home communities, are important to consider to
provide culturally congruent and trauma-informed palliative care’. Furthermore, Indigenous peoples
may not use the term palliative care, death and dying, or end-of-life and may have their own preferences
for words or expressions to be used, which may vary depending on the individual or family. Indigenous
peoples also face systemic issues impacting the access to resources due to treaty relationships, funding
and administrative barriers. Unhoused and vulnerably housed patients may require care approaches
that prioritize outreach and overcome assumptions regarding address, primary care, or financial and
social resources. 2SLGBTQI+ may identify a chosen family different from their biological families and
would like the health care team to respect their pronouns used throughout their lifetime as well as

in their death/dying or when seriously ill. Pediatric populations including those receiving care during
antenatal and perinatal periods, as well as care of infants, children and youth, with special consideration
for those transitioning into receiving adult palliative care when required.

For each focused population, regional leaders must consider the unique challenges to accessing high-
quality care and ensure approaches to care are designed to meet the needs of these specific groups of
people. This will contribute to more equitable access to high quality palliative care in Canada.



Resources and Infrastructure

Improving palliative care in Canada requires the creation, monitoring and enforcement of national
standards for quality care. It is essential that accreditation of healthcare services (hospitals, long-term
care homes, hospices, home care services, etc.) is contingent on generalist and specialist palliative care
service provision to nationally accepted standards.

Generalist level palliative care providers with core competencies in palliative care, and with access to
specialist palliative care teams, should manage most patients and families. All disciplines and specialties
that care for people with life-threatening conditions need to be able to demonstrate core palliative care
skills. Generalist level palliative care is a required part of core training and a core competency for family
physicians, as per the CFPC’s Family Medicine Professional Profile published in 2018%. Family physicians
play an essential role in the delivery of generalist level palliative care across all care settings. Generalist
palliative care is becoming a required part of core training for many specialties and subspecialties within
the Royal College as well. The Canadian Interdisciplinary Palliative Care Competency Framework? outlines
core competencies for nurses, physicians, social workers, personal support workers and volunteers.

And the development of these core competencies in palliative care should be integrated into the
undergraduate training programs of all healthcare professionals.

At any point in the care journey, if the primary care provider/team needs support in managing issues/
needs of a patient or family, they may request a palliative care consult with the specialist palliative care
team to support them. Specialist palliative care team members need to have advanced training and
expertise, with minimum credentialing standards, as currently established for nursing and medicine,
and other disciplines when available. Palliative medicine at the specialist level has been evolving since
the 1970s and now has two certification routes for recognition of specialized expertise, defined as a
consultant with a minimum of a CCFP (PC)/CAC or Royal College Subspecialty designation in Palliative
Medicine, FRCP(PM). Specialist palliative care nursing certification is achieved through the CHPCN©
designation. Other interprofessional specialist palliative care team members also need advanced
training, expertise and skills in keeping with the Canadian Interdisciplinary Palliative Care Competency
Framework?.

One critical element that must be available is access to skilled home care nursing 24/7. This may be only
by phone in some areas. For many patients and families, with good pre-planning, it is enough to know
that they can call and speak to someone for support. Secure virtual technologies such as telemedicine
and telephone, or utilizing other providers such as paramedics trained in palliative care, can fill some of
the voids where 24/7 home visits are not feasible.



Adopting and Implementing the Standards

A Pan-Canadian approach to the creation of palliative care quality standards requires integration of
diverse expertise and future linking to national accreditation standards to ensure program leaders

and funding authorities are held accountable to providing high quality palliative care in their regions.
National enforcement could occur through existing accreditation bodies (e.g. Accreditation Canada) or
via regulatory mechanisms at provincial and territorial levels.

Some work around creating data sets and quality standards for palliative care has been done or is under
way but is largely region or population specific. Aspects that are applicable broadly will be incorporated
into the national quality standards.

These are essential components required for successful implementation:

» Accreditation Canada Standards are aligned with Quality standards

» Level of care is based on complexity of care needs

« Quality Standards are linked with credentialing standards for specialist level palliative care enforced
through professional regulatory mechanisms at provincial/territorial levels.

* Implement a standardized set of patient-reported outcome measures for palliative care that
are consistently collected and reported on by all provinces and territories to track and evaluate
adherence to the Quality standards.

» Ensure consistent common definitions across provinces, including what constitutes end of life care,
and “hospice care” shared across jurisdictions




Core Values and Guiding Principles*

The following should be incorporated into all programs supporting patients with life threatening
illness and form the foundation on which the Quality Standards are based:

Core Values Guiding Principles

Endeavour to maintain the dignity of the
patient, their caregiver/s and family by acting
with compassion and respect

Incorporate principles of equity and
inclusivity in service accessibility and
resource allocation

Partner with patients, caregiver/s, and
families and advocate on behalf of their
expressed wishes and those of communities
Act as champions of a system that serves
patient care and team wellness that is
ultimately accountable to patients, families,
caregivers and communities

Support patients and families/caregivers to
navigate health systems and services
Commit to the pursuit of excellence in
palliative care

Follow recognized standards and regulations,
encompassing leadership, governance,
human resources, safe practices, information
management, and ongoing quality
improvement

Comply with professional and organizational
codes of conduct and ethical guidelines
Engage in self-reflection of bias and cultural
humility, and undertake training in cultural
safety, conflict resolution, anti-racism and
discrimination

Engage in self-reflection and assessment of
current practices, integrating new evidence
into protocols, policies, procedures and
practice

Commit to ongoing professional
development to maintain competence

and to enhance knowledge, attitudes,

and skills necessary for delivering high-
quality palliative care in alignment with the
standards outlined in this document

Palliative care is person- and family-centred
care

Death, dying, grief and bereavement are a
part of life

Caregivers are both providers and recipients
of care

Palliative care is integrated and
comprehensive

Palliative care is trauma-informed and
culturally safe

Access to palliative care is equitable
Palliative care recognizes and values the
diversity of people living in Canada
Palliative care services are valued,
understood, and adequately resourced
Palliative care is high-quality and evidence-
based

Palliative care improves quality of life
Palliative care is a shared responsibility

*adapted from the Framework for Palliative Care in Canada*



Standards

Standard 1:
N e
Identification and
assessment

Standard 2:
Development of a care plan

Standard 3:
Providing information and
support to caregivers

Standard 4:
Provision of care and
reviewing treatment plan

Standard 5:
Communication and
collaboration

L
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Standard 6:
Transferring between care
settings

Standard 7:
Grief and bereavement
services

Standard 8:
Access to palliative care
based on clinical need

Standard 9:
Commitment to Ql,
research and advocacy

Standard 10:
Healthy, competent
interprofessional team
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Navigating the Standards

Each standard consists of the following components:

Standard

Title of the standard and contains information about the specific standard.

Intent

Criteria

Intended to assist with interpreting standard.
Key elements of the Standard that are measurable or in evidence.

It is understood that many areas of palliative care practice at generalist and
specialist levels currently cannot be ‘measured’ quantitatively using validated
tools or methods. In these cases, qualitative or other forms of evidence should be
explored to ascertain compliance with the Standards.

The criteria are organized by role delineation levels as depicted in the Canadian
Interdisciplinary Palliative Care Competency Framework and CSPM Staffing Model
for Palliative Care Programs, to ensure that expectations are aligned with provided
resources and are consistent with service capabilities.

Generalist level
Palliative Care

Criteria for generalists express the key elements of practice related to the Standard.
Generalist level criteria are applicable to all health care services and clinicians

that provide services to patients with life-threatening illnesses. Generalist level
providers include those clinicians working in aged care facilities, acute care services,
generalist community services, family physicians and other specialist areas, for
example: oncology, cardiology, nephrology, pediatrics.

Specialist level
Palliative Care

All specialist palliative care service providers should be required to meet these
criteria as a minimum, unless otherwise stated. Criteria identified for specialist
level palliative care represent the minimal acceptable standard for all specialist
palliative care services. May include an additional role and/or function to provide
consultation, education, and research, to build capacity for quality palliative care,
and capability to meet the most complex needs and provide a leadership role
within the sector.

System level
responsibilities

Applies to system level resources and supports needed for quality palliative care

11



el Standard1:
Ll |dentification and assessment

Intent

Criteria

Early identification of all patients who could benefit from a palliative approach
through a systematic, iterative process of comprehensive assessment of needs.

Generalist level
Palliative Care

The process of recognizing patients who may benefit from a palliative
approach should begin at the time of diagnosis of a life-threatening illness
and continue throughout the iliness journey, using evidence-based tools
and refined communication strategies, supported by organizational policies
and procedures.

Recognize that most people entering long term care require a palliative
approach.

Palliative care needs should be identified alongside disease-modifying
treatments and revisited as the patient’s care requirements and priorities
evolve throughout their illness journey.

Throughout the course of the patient’s illness, the identification,
assessment, and ongoing reassessment of palliative care needs are best
achieved through a collaborative, interprofessional team approach.

A thorough assessment includes identifying all care providers—both
formal and informal—involved in supporting the patient and their family/
caregivers, as well as identifying any potential care or resource gaps.
Systematic reassessment is crucial. Patients initially not requiring or
declining palliative care may later find it beneficial.

Following identification, a comprehensive and comprehensive assessment
of the individual and their family/caregiver’s current and future needs,
goals and preferences should be conducted across all domains of care and
documented effectively.

Generalists are encouraged to collaborate with specialist palliative care

to establish robust policies, procedures and tools for identification

and assessment. This includes strategies to address denial, fear, and
misinformation about palliative care that may hinder the process.

When assessments indicate the need for specialist palliative care, a
consultation with the specialist palliative care team should be initiated.

Specialist level
Palliative Care

Provide a consultation-based assessment with recommendations for
ongoing management when patient’s needs exceed or are unmet by the
generalist-level team.

Conduct assessments promptly to meet patient needs effectively.
Telephone advice for urgent patient needs should be available 24/7
Ensure there is a coordinated and interprofessional approach in the
assessment process, identification and documentation to reduce
duplication, history-taking and/or clinical assessment.

Participate in creating criteria for specialist palliative care referrals.

12



Enhance generalist-level knowledge through education, coaching, and
mentoring.

Support generalist providers and teams in using evidence-based tools,
policies and procedures for palliative care needs identification and
assessment.

Contribute to developing validated tools for identifying and assessing
palliative care needs to enhance quality care.

Identify service delivery gaps at the population level and advocate for
governmental changes.

Initiate research on identification, assessment and understanding patient,
caregiver, and family needs, integrating findings into policies and practice.
Determine when specialist care is no longer required and transition patients
back to generalist-level care.

System level
responsibilities

Develop and implement effective policies and procedures that equip
generalists to identify and assess palliative care needs routinely, utilizing
evidence-informed tools

Support use of/leverage information technology to automate routine
screening of palliative care needs at hospital admission and within
outpatient clinics

Adopt population health approach to identify and address unique gaps

in underserved patient populations with unmet needs, ensuring they

are identified and assessed for a palliative approach (eg. Long-term care,
Hepatitis C population).

Support the creation of interprofessional teams to guarantee early
identification and comprehensive assessment, promoting patient-centered
care and reducing unnecessary burdens on patients, families and providers.
Enable system navigation support is available to patients and their
family/informal caregivers, and addressing the unique needs of focused
populations

Enable care coordination through access to necessary system integration
including shared electronic medical records.

Implement procedures to recognize patients receiving a palliative approach
to care at the system level.

Adequate compensation structures to support after hours/on call services
needed for palliative care

Ensure research takes into account access issues and experiences of
patients, family/caregivers and community perspectives.

13



EI Standard 2:
v,

Development of a care plan

Intent

Criteria

Develop and maintain a comprehensive, culturally safe care plan through a
process of information sharing that is multi-directional, dynamic, patient-and
family-centered, and consistent with patient needs and goals of care. System
level processes and adequate human resources are in place to enable care
planning, documentation, and information retrieval.

Generalist level
Palliative Care

» Care planning should reflect person-centred and comprehensive approach,

addressing cultural, spiritual, physical, psychological, and social needs, and
includes ongoing assessment and reassessment of needs.

» Provide culturally safe and trauma-informed care to patients, families/
caregivers and communities.

» Focus on supporting communication, goal setting, and care planning,

especially for the focused populations and others facing vulnerability risk or
intersecting inequities. Provide up-to-date information, ensuring informed

participation from patients, their families, and caregivers.

« Develop responsive care plans that are adaptable to the patient’s, their
family and caregivers, changing needs and illness trajectory.

» Elicit, respect, and document the expectations, values, and preferences of
the patient, their family, and caregivers.

« Understand the patient’s preferred decision-making approach, who should
be involved, and the level of information they desire, and tailor care
provision accordingly.

« Offer information that supports the patient’s and their carer’s/family’s
understanding of the illness, coping, and care, tailored to their needs and
preferences.

« Clearly explain care decisions, including illness understanding and medical
treatment choices, to enable informed decision-making by the patient,
caregiver, and their family.

« Ensure the care plan is comprehensive, flexible, and dynamic, involving
communication with interprofessional team members, the patient, and
their chosen family and caregivers.

« Understand provincial/ territorial legislation and responsibilities regarding
advance care planning and substitute decision making

« Establish clear roles and responsibilities to facilitate care coordination.

14



Specialist level
Palliative Care

Offer clinical support to generalists, patients, families, and caregivers to
assist in goal-concordant care planning.

Equip generalists with the necessary education, coaching, and mentoring to
successfully develop comprehensive care plans.

Facilitate access to a range of specialized professionals to address the
comprehensive needs of patients, caregivers, and families.

Conduct a thorough review and reassessment of care plans created by
generalists using evidence-based practice using validated tools. Ensure the
care plan clearly identifies the role of the specialist team.

Provide consultative support for complex goals of care discussions and care
planning.

Provide support and education regarding provincial legislation related to
advance care planning and substitute decision makers

Engage in research to enhance equity in care planning for underserved and
vulnerable populations, including focused populations.

System level
responsibilities

Ensure systems are in place to identify the appropriate substitute decision-
maker for patient care.

Ensure the system enables the creation, documentation, and retrieval of
care plans by care teams, patients, families, and caregivers for seamless
care coordination.

Provide adequate human resources to develop, document, and
communicate the care plan effectively.

15
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Standard 3:
Providing information and support to caregivers

Intent

Criteria

Family/informal caregivers are part of the unit of care in palliative care and

require appropriate, timely information and support to both access and navigate
the health care system and social support system (e.g. family caregiver benefits).

Generalist level
Palliative Care

Acknowledge the vital role of informal caregivers—relatives and friends
who provide unpaid assistance with with physical, emotional, social, and
practical tasks—and the importance of their contributions to patient care.
Determine the key individuals involved in a patient’s circle of care, including
family and informal caregivers, and the roles they play now and in the
future. Identify the substitute decision maker(s). Recognize the unique
relationships between patients and their family/informal caregivers and
clarify the patient’s preferences regarding information sharing.

Understand provincial/territorial legislation related to substitute decision
makers

Provide substitute decision makers and family/informal caregivers with
information about the patient’s prognosis, disease trajectory, and the
natural process of dying and death, in accordance with the patient’s wishes.
Offer guidance in navigating the health system, including support for in-
home care, respite care, and funding for essential medications and supplies
for palliative care.

Ensure that the perspectives and feedback of family/informal caregivers are
respected and considered in care planning.

Offer training to family/informal caregivers on basic care techniques when
appropriate.

Assist with legacy creation and address the psychosocial, cultural, and
spiritual needs of family/informal caregivers.

Identify caregiver distress and refer family/informal caregivers for mental
health and grief and bereavement supports as needed.

Specialist level
Palliative Care

Provide support to generalists on best practices for effective
communication and support for families and caregivers, including guidance
on sharing prognostic information.

Provide education on provincial/territorial legislation regarding substitute
decision makers

Offer supplemental assistance to family/informal caregivers to help them
navigate complex issues, such as information sharing and decision-making
by substitute decision makers (SDMs) and involve other experts when
needed (eg ethics, social work)

Acknowledge and reinforce the significant supportive relationship between
generalists/ primary healthcare teams with family/informal caregivers and
the benefits of continuity of care.

16



Support generalists in delivering comprehensive support to family/informal
caregivers, tailored to their needs and utilizing an interprofessional
approach, including identifying and addressing caregiver distress and
burnout.

Advocate for education and system changes, formal supports and resources
to alleviate stressors and pressures faced by generalist teams.

Champion the adoption of best practices for identifying and assessing the
psychosocial needs of caregivers, including the assessment of caregiver
distress.

Address caregiver distress by providing appropriate formal supports

and resources, such as mental health services, grief and bereavement
counseling, and ensure documentation within their own medical records.
Actively promote and support a shared or collaborative care model
between generalist palliative care providers and family or informal
caregivers.

Make referrals to caregiver clinics when available to provide specialized
support.

Develop information resources for generalists based on the best available
evidence.

Advocate for the removal of system barriers to support generalist providers
and patients effectively and advocate for education and system changes to
alleviate stressors and pressures faced by generalist teams.

System level
responsibilities

Ensure processes are in place for documenting in family/caregiver medical
records when formal healthcare supports/interventions are required,
including routine screening for caregiver distress.

Ensure system recognition and allocation of funds for professional support
to family/informal caregivers as an essential component of patient care,
including bereavement.

Ensure family/informal caregivers have access to supports for daily living,
respite and employment supports.

Ensure system processes are in place to support members of the generalist
and specialist interprofessional palliative care teams for professional
development, quality improvement, and to address and prevent burnout
and moral distress, understanding that inadequate resources and
limitations of the health care system in general, are often linked with
burnout and moral distress.

Ensure health care staff have training in cultural safety and humility, and
anti-racism.

17
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Standard 4:
r@ Provision of care and regular review of care plan

Intent

Criteria

Ensure timely access to appropriate levels of palliative care so that needs are
well managed before they become complex. Service levels must adjust quickly
when there are changes in disease trajectory or symptom needs. Palliative care
services and medical records must be available and accessible 24 hours per day,
7 days per week.

Generalist level
Palliative Care

Create a detailed care plan that addresses all current needs and issues,
ensuring it is accessible and understandable to all relevant healthcare
providers.

Ensure that all providers involved have the necessary access to the care
plan and understand their roles.

Conduct regular reviews of the care plan, with additional reviews triggered
by changes or anticipated changes in the patient’s condition, change in
function, symptoms, disease progression, r frequency of exacerbations, or
change in family circumstance or care team. Consider deprescribing and de-
escalating medical interventions no longer of benefit. Reviews of the care
plan can also be initiated upon request by the patient or their family.
Prepare for the need for 24/7coverage by a generalist palliative care team,
with plans for managing symptoms and concerns outside of regular hours.
In cases where patients lack a primary care provider, collaborate with
specialists from other disciplines as needed.

Identify the need for specialist palliative care input early and ensure it is
integrated into the care plan at the appropriate time.

Specialist level
Palliative Care

Ensure urgent advice is available 24/7 for the generalist team, with

timely patient consultations when possible. Maintain thorough handover
procedures between team members.

Guarantee that all generalist teams can reach regional centres for complex
symptom management assessments and specialized interventions.
Identify and advocate for solutions to address any gaps in availability and
accessibility.

Confirm that specialized palliative care teams are interprofessional and
readily available to assist their generalist colleagues.

Provide support to manage palliative care needs at the patient’s preferred
place of care to the greatest extent possible.

Serve as a resource for primary care teams, and in certain cases, for
pediatricians, internists, oncologists, nephrologists, cardiologists and others
who may act as primary providers.

Serve as most responsible provider (MRP) for patients with the most
complex needs when required eg admission to an acute PCU for symptom
management
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System level
responsibilities

» Ensure immediate access to health charts and records to facilitate the
smooth transfer of care, maintaining the integration and continuity of
health and personal information.

» Ensure dedicated beds for patients with palliative care needs to meet
population need. Including: i) hospice beds and generalist palliative care
beds within community hospitals and long term care homes that provide
end-of-life care when local hospice facilities are unavailable, and ii)
specialized PCU beds in acute tertiary care centres.

« Ensure patients have access to supports required for activities of daily
living.

» Develop and implement robust systems to incentivize and ensure access
to comprehensive palliative care services, available 24/7 to meet all care
needs. This may include use virtual support for patients living in very rural
and remote regions of Canada.

3y Standard 5:
Communication and Collaboration

Intent

Criteria

Comprehensive quality palliative care requires ongoing, effective communication
and collaboration among all care providers, and particularly between generalists and
specialists, and with patients/families. This task is especially important when there
are changes in the patient’s clinical condition, disease trajectory, or setting of care.

Generalist level
Palliative Care

» Provide education and ensure that patients and family/caregivers are
supported to actively participate in all aspects of the healthcare journey
according to their preferences and wishes.

« ldentify and value the care team members, recognizing each role within the
interprofessional team to enhance collaboration and meet individual and
family/caregiver needs effectively.

» Clarify roles for patients and care providers (both formal and informal) to
ensure everyone understands their responsibilities in the care process.
Clearly identify the primary contact for the patient and family/caregiver,
including for after hours care.

« Communicate clearly, concisely and in a timely way, using common
language with care providers about patient needs and the care plan.

« Utilize communication tools, guidelines, and educational resources for
serious illness discussions with patients about care goals, ensuring these
conversations and decisions are documented in the medical record.

» Collaborate with interprofessional team members for assessment and
treatment planning, and consult with other experts when necessary.

« Recognize and refer unmet needs to additional care providers, especially
the specialist palliative care team, ensuring effective communication and
appropriate record sharing for consultation.
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Specialist level
Palliative Care

Recognize communication as a key palliative care intervention and ensure
generalists have access to specialist palliative care who have advanced
communication competencies.

Offer education, mentoring, and coaching to generalists on navigating
complex communication challenges.

Create and review educational resources to support colleagues across
various disciplines.

Proactively plan for the interprofessional resources needed to adapt to
evolving care requirements.

Participate in quality improvement initiatives, scholarly activities, and
research to advance communication, interprofessional collaboration, and
decision-making processes.

Advocate with governmental bodies, interprofessional organizations, and
the public to convey the fundamental messages of palliative care, preparing
society for the essential conversations surrounding serious illness.

System level
responsibilities

Collaborate with specialist and generalist teams to identify and address
gaps in palliative care communication and delivery for the served
population.

Maintain and regularly update policies and procedures related to
communication, collaboration, and record-keeping to ensure they are
robust and effective.

Evaluate and enhance communication tools and services to meet the
evolving needs of care providers efficiently.

Support the availability of a collaborative health record that can be
utilized for data mining, contributing to ongoing quality improvement and
research initiatives. Data mining involving First Nations must be in line with
Ownership Control Access and Possession (OCAP) principles.

Ensure human resources plans allocate sufficient staff time and
compensation structures (such as billing codes) for the essential tasks of
communication and collaboration.

Ensure roles and responsibilities of each member of the interprofessional
team are clearly articulated

Ensure structures are in place to allow for timely and clear communication
between teams
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<_:> Standard 6:

Coordination of Care and Transfer between Care Settings

Intent

Criteria

Ensure care of patients and support for families / caregivers is seamless
throughout the disease trajectory, and when patients are transferred between
care settings, including different facilities and home.

Generalist level
Palliative Care

Explore patient’s preferred location of care and alignment with their needs
and preferences.

Support the patient as best as possible in their preferred location of care,
ensuring patient’s needs are met. Recognize that some patients many
choose to live at risk to remain in their preferred location of care.

Identify and document available care settings for patients with palliative
care needs (including home care programs), including services provided and
access policies, to facilitate informed decision-making.

Recognize and facilitate the transfer of patients to alternative care locations
when their needs are best served elsewhere.

Acknowledge the impact of social determinants on health and their
influence on care coordination, addressing any gaps proactively.

Consult with specialist palliative care or other specialists as needed to
ensure comprehensive care before or after patient transfers.

Establish a comprehensive transition care plan prior to any transfer
between settings, ensuring the new setting has all of the resources,
information and records guaranteeing uninterrupted, goal-concordant care.
Address potential transfer challenges proactively, including urgency/
prognosis, transportation, protection from CPR, symptom management
during transport, and post-death procedures including identified contacts
(family to call, funeral home, etc.).

Ensure a thorough after-death plan is in place, covering death registration,
paperwork requirements, and care team notification, and include any
cultural or religious protocols or practices.

Specialist
Palliative Care

Provide support to generalists to anticipate and manage the complexities
associated with transitions in the setting of care, such as discharges or
admissions, while considering the evolving conditions of patients.

Assist generalists in identifying the most suitable setting of care that

aligns with patients’ needs and preferences, taking into account cultural,
linguistic, or religious considerations, as well as geographic disparities and
family transportation challenges.

Assist in establishing policies and procedures to facilitate the safe transition
of patients to alternative care settings, ensuring the availability of necessary
resources and the clear understanding of needed information by the
receiving facility. Advocate for appropriate discharge supports, solutions
and mechanisms where needed (people, home supports, etc.).
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Acknowledge and support the moral distress experienced by physicians,
colleagues, and team members due to barriers and inequities in care
provision.

Review transition experiences from the perspectives of patients and
caregivers, documenting any identified gaps, barriers, and inequities, such
as wait times and bureaucratic hurdles.

Develop a systematic approach to care coordination and transition that
minimizes gaps, supported by relevant policies, procedures, and funding for
human resources.

Ensure the seamless transfer of essential information vital to delivering
quality palliative care.

When planning services, consider the needs of individuals in rural and
remote settings who wish to remain at home or as close to home as
possible.

Consider the unique needs of focused populations, such as patients living
on Indigenous lands, those with precarious housing situations, and youth
transitioning to adult care services.

System level
responsibilities

Collaborate with specialist and generalist teams to identify and address
gaps in availability of care settings to ensure all populations have access to
appropriate settings.

Ensure adequate resources are available for ongoing quality improvement
and research initiatives in all care settings, including rural and remote areas.
Recognise the importance of and support renumeration of non-clinical work
required to facilitate safe and effective transfers between care settings.
Ensure interoperable data systems and timely transfers of patient data and
care plans between settings.

Ensure there are clear processes and protocols in place for transfers and the
use of telehealth, particularly for northern, rural and remote communities.
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Standard 7:
Grief and bereavement care

Provision of grief and bereavement care that is culturally and spiritually
appropriate, trauma-informed, and integrated throughout the illness trajectory,
is an essential component of palliative care and may reduce the morbidity
associated with loss and grief for the patient, and their family/caregivers.

Intent

Criteria
Generalist level « Ensure that support focused on grief and loss encompasses the patient,
Palliative Care their family, and caregivers from the time of diagnosis of a life-threatening

illness, continuing throughout the iliness trajectory into bereavement,
ensuring follow up care

» Routinely provide both verbal and written information on loss, grief, and
the availability of grief and bereavement support services to patients,
family members, and caregivers before and after the patient’s death, in
plain language and where possible, available in the patient’s language(s) of
choice.

« Maintain a directory of professional grief and bereavement counseling
resources and offer referrals as appropriate.

» Conduct screening for high-risk complications of grief, such as depression
and suicidality, in patients, families, and caregivers when appropriate.

« Refer to specialists for support of complicated grief and bereavement (eg
specialist palliative care social workers, clinical psychologists)

« Ensure that generalist providers, including volunteers involved in providing
grief and bereavement support, are trained and receive regular supervision
and support.

Specialist e The specialist palliative care service maintains comprehensive policies and
Palliative Care procedures for its grief and bereavement support program.

« Specialist palliative care team members who provide grief and bereavement
support possess advanced training and competencies, in keeping with the
Canadian Interdisciplinary Palliative Care Competency Framework, enabling
them to identify and address complex grief and bereavement needs
effectively, including recognizing and applying a trauma-informed approach.

« Ensures availability and provides referrals to psychology and psychiatry
experts for complex situations requiring additional expert support.

« Offer education on loss, grief, and bereavement to generalist level care
providers, which includes healthcare professionals and community
volunteers, to promote early identification those at risk of complicated grief
and bereavement.

« Ensure the needs of dying children, their siblings, and parents are routinely
assessed, with ongoing and seamless support provided to address their
unique and evolving needs.
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System level
responsibilities

Ensure that provincial and territorial governments make grief and
bereavement resources and services available, sustainable, and accessible
to individuals receiving palliative care and those not receiving palliative
care, such as those affected by accidents or other sudden deaths.

Ensure government and healthcare institutions address gaps and inequities
in bereavement support, acknowledging that much of the existing support
is client or charity funded.

Ensure that healthcare professionals receive training in Trauma-Informed
Care and anti-racism and discrimination.

Community Visiting and Hospice Residence Programs should meet national
standards for grief and bereavement supports.

Resources and supports should be available to address grief, loss, trauma,
and moral distress experienced by healthcare professionals involved in
providing palliative care.

Ensure adequate resources are available for ongoing quality improvement
and research initiatives for improving grief and bereavement support for all
populations.
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@ Standard 8:

Access to palliative care based on clinical need

Intent

Criteria

Access to palliative care services is available 24/7 based on clinical need, and

is independent of diagnosis or prognosis, age, cultural background, geography,
setting or payer. Generalist and specialist palliative care services need to be funded
and resourced adequately to meet the needs of the population.

Generalist level
Palliative Care

Provide training for primary care providers and healthcare professionals from
different fields who treat patients with severe illnesses, equipping them with
the necessary skills to offer essential, core palliative care services, including
early identification of comprehensive palliative care needs.

Implement a system for 24/7 support to ensure they can consistently meet
their patients’ palliative care needs.

Inform patients and confirm patients’ understanding about palliative care
services promptly after the diagnosis of a life-threatening iliness, enabling
them to make informed decisions about their care options.

Ensure timely palliative care for patients with life-threatening ilinesses,
adapting to their evolving needs, care plans, and personal preferences in
collaboration with their family and caregivers.

Utilize standardized assessment tools routinely in clinical care, such as
palliative performance scale (PPS) and Edmonton Symptom Assessment Scale
(ESAS), to screen and report on palliative care symptom needs.

Establish formal partnership agreements for 24/7 access to specialist
palliative care services, which may include virtual or telephone consultations.
Initiate consultation with specialist palliative care when a patient’s needs
surpass the primary service’s resources or clinical expertise.

Specialist
Palliative Care

Ensure clinicians providing specialist palliative care possess advanced training,
competencies, and credentialing in specialist-level palliative care, tailored to
their specific discipline.

Ensure 24/7 support, which may include virtual or telephonic assistance, to
generalist palliative care providers through education, coaching, mentoring,
and both informal and formal advice, consultation, or shared care as needed
to optimally serve the patient and their family or caregivers.

Offer flexible support ranging from a single consultation to episodic or
ongoing care, depending on the complexity and the needs of the patient,
family, caregivers, or generalist provider.

Participate in the development of standardized symptom screening tools to
assess and report symptoms in palliative care.

Provide education for generalist providers on the use of standardized tools to
assess and report symptoms in palliative care.

Ensure policies and processes for palliative care emergencies are established
within specialist palliative care services, ensuring resources are allocated to
address urgent needs 24/7.
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Establish formal partnerships with primary care services to facilitate seamless
transitions between primary and specialist palliative care services based on
the patient’s level of need.

Provide episodic or ongoing specialist palliative care in a shared care role with
the generalist palliative care provider, with specialist palliative care resuming
a consultative role once complex needs are resolved.

Establish formal links with specialists in other fields to ensure access to
expert advice and management for patients with specific needs, such as
interventional radiology, anesthesia, or radiation oncology.

Participate in policy and structure development to increase equitable access
to palliative care services based on clinical need, employing a co-design,
systems thinking approach with all stakeholders.

Ensure appropriate administrative staff and management within specialist
palliative care services to ensure efficient functioning.

System level
responsibilities

Ensure that individuals who may benefit from palliative care are provided the

opportunity to learn about available services.

Guarantee the provision of adequate resources to support home care,

including hospital beds, equipment, medication, and supplies.

Ensure the transferability of healthcare insurance across provinces and

territories, allowing families to stay together and receive care closer to home.

Provide funding for enough dedicated palliative care inpatient beds, including

PCU and hospice beds, based on the needs of the population using evidenced

based tools (eg Catalonia formula). In smaller communities, especially rural

and remote regions, hospice beds may be provided in community hospitals or
long term care residences.

Ensure compensation structures (such as billing codes) support provision of

virtual care.

Ensure that all healthcare professionals involved in the care of patients with

life-threatening illnesses receive education on a palliative approach to care at

all levels of healthcare education.

Recognize credentialing standards for palliative medicine specialists.

Separate the remuneration of generalists and specialists in palliative care in

all provinces and territories, allowing for the involvement of both services

when necessary.

Include remuneration for urgent (24/7) response needs.

Support the collection of regular evaluation metrics and monitoring to ensure

access to quality palliative care. This includes:

- patient, family, caregiver surveys assessing quality of care, ease and
timeliness of access to services, and preferred place of death.

- generalist level providers have access to specialty palliative care services.

- time from specialist palliative care referral to the time of death, the
number of referrals, and the number of emergency room visits and
hospital admissions in the last year of life.

- Standardized symptom assessment and reporting.
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Standard 9:
Commitment to Ql, research and advocacy

Evidence-based care requires a commitment to ongoing quality improvement
(Ql) research, and education to enable the provision of the highest standards

of palliative care. Ql and research are an integral component of palliative

care programs and enable the palliative care system to ensure quality care

and advocate for improvement when gaps exist. Education is required across
the continuum (undergraduate, postgraduate and continuing professional
development) and for the public. The perspective of patients, families and
caregivers are routinely incorporated into Ql, research, education, and advocacy

Intent

Criteria
Generalist level « Collaborate in quality improvement, research, and advocacy for generalist-
Palliative Care level palliative care related to patient care, including participation in cultural

safety and humility training and anti-racism and discrimination.

» Assist in the collection of metrics to evaluate the quality of palliative care
provided.

« Maintain up-to-date knowledge of the current clinical practice standards for
generalist-level palliative care.

» Actively participate in ongoing continuing professional development (CPD)
activities to maintain competency in generalist level palliative care, according
to discipline standards and in keeping with the Canadian Interdisciplinary
Palliative Care Competency Framework.

Specialist ¢ Conduct quality improvement, research, and scholarly work to advance
Palliative Care palliative care across both generalist and specialist levels, ensuring its
effective integration.

» Lead the generation, translation, synthesis, and dissemination of palliative
care knowledge.

» Guarantee the participation of community stakeholders, patients, families,
and caregivers in quality improvement, research, education, and advocacy
initiatives.

» Advocate for funding and equitable access to palliative care services.

» Support the development of practice standards, policies, procedures, and
processes to improve the quality of palliative care.

» Maintain up-to-date knowledge of current practice standards for specialist
palliative care and contribute to the evidence base.

« Participate in ongoing CPD to maintain competency and credentialing in
specialist palliative care, according to the discipline.

* Implement and lead education programs on palliative care for the general
public to raise awareness of palliative care and natural dying & death




Implement and lead education programs for other healthcare professionals
across the continuum of learning, including undergraduate, postgraduate and
continuing professional development, for both generalist and specialists in
palliative care

Lead the development and maintenance of standards for quality palliative
care, identifying gaps and proposing solutions, particularly for targeted
populations, across both specialist and generalist palliative care services,
Ensure the incorporation of quality metrics for the continuous evaluation of
palliative care services, aligning with national accreditation standards and
minimum standards for patient-reported outcome measures for palliative
care.

Ensure ongoing review of quality metrics based on up to date evidence to
ensure relevance and evidence-based validity. Employ evidence-based tools
such as Knowledge Translation and Exchange (KTE) to address systemic
challenges encountered across various jurisdictions.

System level
responsibilities

Ensure that standards for specialist palliative care are in place, including
requirements for individual credentialing and program accreditation.

Follow the guidance of the CSPM Staffing Model for Palliative Care programs
to ensure that specialists in palliative care have adequate time, resources, and
funding for quality improvement, research, education, and advocacy.

Collect and analyze standardized metrics to evaluate the quality and access to
palliative care, including nationally recommended patient-reported outcome
measures, and identify and resolve any gaps.

Require professional colleges to embed education on palliative care to ensure
that generalist-level competencies are met, as outlined in The Canadian
Interdisciplinary Palliative Care Competency Framework.

Ensure resources are available to support and scale palliative care initiatives
including quality improvement, education and research.
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% Standard 10:

Healthy Competent Interprofessional Teams

Intent

Criteria

In order for patients to receive care according to their needs, all health care
professionals and volunteers who care for persons with life-threatening illnesses,
should be equipped with core competencies to provide a palliative care approach
with access to specialist palliative care when needed for complex issues (Canadian
Interdisciplinary Palliative Care Competency Framework).

Generalist level
Palliative Care

Ensure all interprofessional team members, including healthcare
professionals and volunteers across various care settings, are educated and
trained in a palliative approach to care, tailored to their specific roles and
disciplines.

Ensure training for healthcare professionals and volunteers in generalist
palliative care encompasses cultural safety and adheres to ethical standards.
Possess the competence to initiate and manage advance care planning, using
core communication skills effectively.

Generalist palliative care providers must be skilled in conducting basic
assessments and managing uncomplicated symptoms appropriately.

Ensure consultation with specialist palliative care for formal or informal
advice, education, coaching, and mentoring when needed.

Specialist
Palliative Care

Advocate for palliative care competencies and credentialing standards for all
clinicians at both generalist and specialist palliative care levels.

Possess advanced training and competency and maintain the discipline-
specific credentialing standards in specialist-level palliative care.

Develop and offer educational programs in generalist and specialist palliative
care to support ongoing competence within interprofessional teams.
Maintain specialist palliative care competency through regular participation in
CPD activities.

Maintain professional certifications with a minimum of CCFP (PC)/CAC or
Royal College Subspecialty designation in Palliative Medicine, FRCP(PM).
Specialist palliative care nursing certification is obtained through the
CHPCN(C) designation. Other interprofessional team members should also
possess advanced training, expertise, and skills that align with the Canadian
Interdisciplinary Palliative Care Competency Framework.
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System level
responsibilities

Recognize the level of expertise and allocate appropriate non-clinical time for
specialist palliative care professionals within funding for services.

Adopt the CSPM Definitions for credentialing palliative medicine specialists by
the national and provincial physician colleges.

Ensure all interprofessional team members providing generalist and specialist
palliative care have requisite competencies as outlined in the Canadian
Interdisciplinary Palliative Care Competency Framework, as a condition of
employment/privileging and ongoing education to maintain competency.
Recruit individuals with the necessary training and credentialing standards for
leadership roles in palliative care.

Ensure a minimum level of CPD in palliative care and leadership competencies
should be required as part of privileging or practice plans.

Recognize palliative care as a distinct department or area of clinical practice
across colleges, universities, and governments, complete with its own
governance.

Follow the CSPM guidance on the Staffing Model for Palliative Care programs
to ensure adherence to minimum resource standards.

Ensure adequate funding and remuneration to support palliative care services
for the population.

Support the wellness and health of clinical teams and systems, including
maintaining data around team compositions and system-level initiatives
promoting well-being.

Ensure flexibility for health care professionals to coordinate care across
provincial and jurisdictional health systems
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