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PART |: STRATEGIC DIRECTION AND CONTEXT
EXECUTIVE SUMMARY

Palliative care in Nova Scotia continues to evolve and transform. This framework acts as a
foundation to inform and envision a future where all Nova Scotians with life-limiting illnesses,
and those who support them, receive care that is compassionate, timely, and tailored to
individual needs. It sets a strategic direction for delivering high-quality, person-centered
palliative care that is accessible, equitable, and responsive across care settings.

At its core, the framework supports care that reflects individual values, preferences, and
goals. It emphasizes the importance of introducing a palliative approach early in the illness
journey, helping patients and families navigate with dignity and support.

The aim is simple: care that helps people live well, die well, and grieve well. To achieve this
vision, four strategic priorities guide the work ahead:

¢ Quality Care for Everyone: Care for people with serious illness will be timely, well-
coordinated, and available in all settings - home, hospital, or hospice. Services will be
easy to access and introduced early to improve quality of life.

e Care that Fits Individual Needs: Every person and family are unique. Services and
supports will reflect what matters most, including values, culture, and wishes, helping
patients live well and feel supported through illness and grief.

¢ Skilled and Caring Teams: People who provide palliative care (e.g., physicians,
nurses, social worker, volunteers) will have the training and support they need to
provide compassionate, high-quality care.

e Strong Foundations for Better Care: Clear standards, ongoing measurement, and
continuous improvement will guide palliative care in Nova Scotia. Policies, research,
and innovation will ensure that services are consistent, safe, and sustainable.

These priority areas are reinforced by critical mechanisms such as updated provincial
standards, service design frameworks, system performance monitoring, practice support
programs, and workforce planning that promotes accountability and sustainability.

Implementation is guided by a shared care model that encourages collaboration between
specialist and non-specialist providers. The Service Delivery Framework outlines consistent
processes and criteria for care across the continuum, from diagnosis to post-death supports.
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The Consultation-Shared Care-Takeover Model further defines levels of care engagement,
with shared care as the preferred approach to build capacity and foster integration.

Evaluation is embedded through a system performance framework that uses indicators and
feedback to assess progress, inform planning, and support continuous improvement. Quality
improvement and capacity building are central to this process, ensuring that palliative care
services are not only measured but continuously adapted to meet the evolving needs of Nova
Scotians.
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FRAMEWORK PURPOSE AND AUDIENCE

Framework Purpose

This framework provides a strategic foundation for advancing high-quality palliative care
across Nova Scotia. It outlines a clear direction for system-wide planning, service delivery,
and continuous improvement.

Grounded in evidence, best practices, and lived experience, the framework promotes the
integration of a palliative approach early in the illness trajectory and across all care settings. It
serves as a guide for aligning efforts, strengthening collaboration, and improving outcomes
for patients, families, and care teams.

Intended Audience

This framework is intended for individuals and organizations involved in the planning,
delivery, and support of palliative care in Nova Scotia. This includes:

e Health care providers across disciplines and settings who provide specialist palliative
care services or support a palliative approach to care.

¢ Health system leaders responsible for service planning, workforce development, and
quality improvement.

e Policy makers and government partners who shape policy direction for palliative care.

e Community organizations and volunteers who provide essential supports and
services.

e Patients, families, and caregivers, whose voices and experiences are central to
shaping compassionate, person-centered care.

Note: A list of key reference documents and associated links referred to in this document are
available in Appendix A.
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STRATEGIC PRIORITIES 2023-2029

The NSH Palliative Care Network is an interprofessional group who work collaboratively to

design and recommend strategy and improvement plans in palliative care across Nova

Scotia. In 2023, the Palliative Care Network reviewed and renewed the strategic priorities for

enhancing palliative care in Nova Scotia through to 2029. Priorities are focused on improving

access to care, supporting individualized and needs-based care, building provider and

volunteer capacity, and strengthening palliative care enablers.

Strategic Aim

Nova Scotians of all ages with a life-limiting illness, including the people who support them,

are supported to live well, die well, and grieve well.

Strategic Priorities

Providing Quality Palliative Care:
Palliative care is integrated and accessible to patients with a life-limiting

Quality illness. Care is timely, equitable, appropriate, coordinated, and embedded
Care for early in the illness trajectory across care settings. It involves collaboration
Everyone | between interprofessional teams, enhancing availability of a palliative
approach to care as well as specialist palliative care, and coordination of
care.
Supporting Individualized, Needs-Based Care:
Care Th Individuals/patients with life-limiting illness, along with their chosen families*,
arFeits at ano! caregivers are supported to actively participate in their care .based on
Individual thelr'vz.alues, preferences, expressed needs and goals. It emphasmgs .
Needs providing knowledge and support across a range of needs., mcludlng pain
and symptom management, as well as spiritual, psychosocial, and grief and
bereavement support.
Building Provider and Volunteer Capacity:
Skilled Ensures health care providers and volunteers have the knowledge, skills, and
Care Teams | supports to deliver high-quality palliative care through training, education,
and wellness programs.
Strengthening the Palliative Care Enablers:
Fo:ltl';iz:igons Enablgrs arein plf'ace to support.the. provision of star?da.rdized high—quglity
for Better palllgtlve care. It |nv9|ves e;tabllshmg performange |nd|cators,. improving
Care quality through continuous improvement, developing supportive policies,

and integrating research into practice.

* Family can mean different things to different people. The term chosen family acknowledges that, for

many people, family includes people not related to them by blood.
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Objectives

Providing Quality Palliative Care

Build collaborative interdisciplinary relationships across care settings.
Improve access to a palliative approach to care across care settings.
Improve availability to specialist palliative care for those who need it most.
Develop partnerships and strategies to identify and address inequities.

Improve care coordination across settings of care by an identified member of the
health care team.

Supporting Individualized, Needs-Based Care

Support patients, families and caregivers to have the knowledge, skills and confidence
to live well and manage their life-limiting illness.

Enhance access to supports for patients, families and caregivers that align with
individualized needs, preferences, and goals.
Improve access to grief and bereavement supports throughout the illness trajectory

and beyond.

Build and strengthen knowledge and awareness for palliative care through education
and training for patients, families, caregivers, and the public.

Building Provider and Volunteer Capacity

Build and strengthen knowledge and competencies for palliative care through
education and training for:
o Non-palliative care specialist healthcare providers

o Specialist palliative care providers
o Palliative care volunteers
o Palliative care leaders

Increase awareness of the importance of timely identification of individuals who may
benefit from a palliative approach or require specialty palliative care.

Establish strategies to promote wellness & sustain resilience of the palliative care workforce.

Strengthening the Palliative Care Enablers

Select and define key performance indicators to be measured and reported within a
system performance and accountability framework.

Establish and strengthen mechanisms to support continuous quality improvement.

Engage in ongoing development of policies, standards, and guidelines to support
best practice.

Engage in research; integrate new & innovative approaches to palliative care.
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CORE PRINCIPLES

The following principles serve as an operational foundation for palliative care in Nova Scotia.
They guide decision-making, service delivery, and system design to ensure care is
compassionate, equitable, and responsive to individual needs.

¢ Person-Centered Care: Care is tailored to the unique values, preferences, and goals
of each individual. It emphasizes dignity, autonomy, and meaningful engagement of
patients and families in all aspects of care.

¢ Integrated, Coordinated Systems: Seamless collaboration across care settings and
teams and working collaboratively with all disciplines and system partners to ensure
continuity and reduce fragmentation. This principle supports timely transitions and
shared accountability among providers.

e Evidence-Driven Approaches: Decisions, standards, and practices are informed by
the best available research, contextual and system data, and clinical expertise. This
fosters innovation and ensures care is safe, effective, and continuously improving.

¢ Open Communication and Collaboration: Transparent, respectful communication
among patients, families, and care teams builds trust and enhances shared decision-
making. Collaboration across sectors strengthens system integration.

e Equitable, Diverse, and Inclusive: Services are designed to be accessible and
culturally appropriate for all populations, recognizing and addressing systemic
barriers and social determinants of health.

e Sustainability: Palliative care systems should use resources wisely, be financially
responsible, and support a healthy workforce. Services must adapt over time to
continue to meet changing needs.
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WHAT IS PALLIATIVE CARE?

The International Association of Hospice and Palliative Care (IAHPC) definition (2020) defines
palliative care as the active holistic care of individuals across all ages with serious health-
related suffering due to severe illness, for those early in the disease trajectory and/or near the
end of life. It aims to improve the quality of life of patients, their families, and their caregivers.
Furthermore, palliative care (Radbruch et al., 2020):

¢ Includes, prevention, early identification, comprehensive assessment, and
management of physical issues, such as pain and other distressing symptoms,
psychological distress, spiritual and social needs.

e Supports patients to live as fully as possible until death, facilitating appropriate
communication to help them and their families determine goals of care.

e Is applicable throughout the course of an illness and is aligned with a patient’s needs.

e Is provided in conjunction with disease-modifying treatments whenever needed.

e May positively influence the illness trajectory.

e Does notintend to hasten or postpone death, affirms life, and recognizes dying as a
natural process.

e Supports families and caregivers during the patient’s illness and following death.

e Recognizes and respects the cultural values and beliefs of the patient and their family.

e Isapplicable in all health care settings (place of residence and institutions) and in all
levels of care (primary to tertiary).

e A palliative approach to care can be provided by professionals with basic palliative
care training.

e In complex cases, involves referrals to multidisciplinary specialist palliative care teams.

All healthcare providers should have a basic understanding of the principles of palliative care
and the competencies to meet the needs of their patients with a serious life-limiting illness.
The ability to meet patients’ needs may include providing care to the patient with existing
service providers, as well as consultation and/or shared care with member(s) of a palliative
care specialist team.

A palliative approach to care is the application of palliative care knowledge and skills into
the delivery of care across different health care sectors and professions by healthcare
professionals who do not specialize in palliative care. A palliative approach to care is
particularly important to embed early when the prognosis of the patient is uncertain, and
survivorship is a possibility (Nova Scotia Health, 2025). It takes the principles of palliative care
and applies them to the care of people with chronic, life-limiting conditions by meeting their
full range of needs at all stages of life, not only at end-of-life. This approach “reinforces the
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person’s autonomy and right to be actively involved in his or her own care and strives to give
individuals and families a greater sense of control” (Canadian Hospice Palliative Care
Association, 2015).

Specialist palliative care services aim to improve the quality of life of patients and their
families facing the problems associated with life-threatening illness, through the prevention
and relief of serious health-related suffering by means of early identification and impeccable
assessment and treatment of pain and other complex physical, psychosocial, and spiritual
concerns and problems (Sepulveda et al., 2002). Specialist palliative care teams are
interprofessional and include, at a minimum, access to physicians, nurses, and social
workers with specialist-level training and certification. Team members each bring a unique
expertise to the care of those with life-limiting illnesses, which are outlined in the Nova Scotia
Palliative Care Competency Framework (McCallum et al., 2018).

A referral to a specialist palliative care team can be made to access any combination of team
members, based on the unmet needs identified, which include physical and psychosocial
domains. Specialist palliative care teams also provide clinical support and guidance,
education, and mentoring in palliative care to other members of the healthcare team. Teams
work in a variety of care settings including providing care in the home, ambulatory clinics,
hospital consult, and palliative care units.

Hospice care is both a type of care and a setting of care within the broader continuum of
palliative care services, specifically designed for individuals nearing the end of life. As a type
of care, hospice focuses on comfort and quality of life rather than curative or acute
interventions at the end of life. As a setting, a hospice residence is a home-like environment,
either in a free-standing hospice residence or a co-located hospice bed within another
facility, that provides specialist care for those who cannot or do not wish to die at home.
Hospice residence care is for those who are relatively stable but require monitoring and
interventions that are unavailable in their home setting.

Individuals can live with a life-limiting illness for many years and can benefit from a palliative
approach to care early in the disease trajectory, therefore, previous definitions of palliative
care that have focused on the last months and weeks of life need to be continuously
challenged. The continuum of palliative care services is outlined below.

Healthy lliness

Curative

Prevention
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BACKGROUND

Historical Context

Much important work has been done to advance the quality and accessibility of
palliative care throughout the province, dating back to the late 1990s. In 2014, the
Department of Health Wellness released the Integrated Palliative Care Strategy (Nova
Scotia Government, 2014), as well as the Palliative Care Progress Report (Nova Scotia
Government, 2015) that outlined progress made to move recommendations within
the strategy report forward.

In 2015, the Nova Scotia Health Authority (NSH) was established, which paved the way
for strengthened provincial collaboration, consistency, and efficiency in palliative care
service delivery.

In 2017, work began at NSH to outline a provincial model of care that articulated the
service delivery components and workforce planning required to provide high quality,
sustainable specialist palliative care.

In 2021, there was organizational restructuring at NSH, and the Palliative Care
Network was established. The network has a provincial scope and mandate to
recommend strategy, and improvement plans to drive the achievement of targeted,
measurable and sustainable clinical and operational improvements in palliative care
delivery (see Appendix B for further details).

In September 2023, engagement occurred with Palliative Care Network council
members to update the NSH Palliative Care Network Strategic Priorities. Health

services planning was identified as a priority area of focus to provide more
consistencies, opportunities, and efficiencies within service delivery across the
province. Evidence briefings were compiled as part of this work and are available
here.

Population Needs and Health System Pressures

Nova Scotia faces demographic and health system challenges that directly impact the

demand for palliative care:

Page 1

Aging Population: Nova Scotia has one of the highest proportions of people over the
age of 65 in Canada (Statistics Canada, 2025). Between 2024 and 2043, percentage of
Nova Scotians over the age of 75 is projected to grow by 77% (from 103,374 to
182,771), with all zones experiencing substantial increases—Central Zone (107%),
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Western Zone (64%), Northern Zone (59%), and Eastern Zone (53%)(NS Health
Performance and Analytics, 2024; Statistics Canada, 2024).

Chronic lliness Burden: With the aging population, the number of Nova Scotians
living with chronic, life-limiting illnesses such as cancer, COPD, heart failure, stroke,
and dementia is expected to increase, driving demand for both generalist and
specialist palliative care services (Public Health Agency of Canada, 2025).

Hospital Utilization: In Canada, 81% of people who died in hospital between 2019
and 2020 were aged 65 or older. Of these, 80% were admitted through the
emergency department (ED) and spent an average of 16.54 days in hospital in their
final days of life (Wilson et al., 2024). Palliative care can ensure adequate coordination
of care to prevent these ED visits or hospitalizations, thereby saving the associated
costs and improving the end-of-life experience for patients and families.

Late Referrals and Limited Access: In 2023, only 38% of people who died in Nova
Scotia were seen by specialist palliative care services. This limits opportunities for
early intervention, proactive care planning, and improved quality of life (Nova Scotia
Health Performance and Analytics, 2024). Local NSH data has demonstrated that
patients referred to palliative care earlier in their disease trajectory are less likely to
die in hospital, to be admitted in hospital, to die in the ED and more likely to die at
home (Figure 1 and Figure 2) (Nova Scotia Health Performance and Analytics, 2024).
Geographic Variation: Access to specialist palliative care varies widely across the
province. Some areas report no waitlists, while others experience delays of up to 55
days. Referral patterns also differ - in Central and Western Zones, cancer patients
make up 73% and 69% of referrals respectively, while in Northern and Eastern Zones,
the distribution is more balanced (44% and 50%) (NS Health Performance and
Analytics, 2024).

System Strain: High rates of hospitalization and ICU use in the last weeks of life place
pressure on acute care services. According to data from the United States (data is not
currently available in Canada) approximately 25% of total health care costs are spent
in the last year of life, and about 40% of this is spent in the last four weeks of life
(Canadian Society of Palliative Medicine, 2017; Quinn et al., 2021). Earlier palliative
care involvement is associated with fewer hospital deaths, fewer ED visits, and more
home deaths (NS Health Performance and Analytics, 2024).

Unmet Need: It is estimated that 63-75% of people who die would benefit from
specialist palliative care at some point in their illness trajectory (Gémez-Batiste et al.,
2012; Murtagh et al., 2014). In Nova Scotia, this translates to approximately 5,700-
6,800 people annually. Currently, only about half of this need is being met, and the
percentage of people aged 20+ referred to palliative care before death has declined
from 48% in 2019 to 42% in 2022 (Nova Scotia Health Performance and Analytics,
2024) (NSH Performance & Analytics, 2024). This implies an increasing number of
people are dying without adequate palliative care support for their needs.
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Early referral to Palliative Care increases the likelihood of dying at
home and decreases the likelihood of dying in hospital units

Home Other Hospital; Home Other Hospital Home Other Hospital
Unit i Unit Unit
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Source: Palliative Care: Operations and contextual data- Location of Deaths- Tableau

Figure 1: Home deaths and in-hospital deaths

Patients within palliative care service who died in hospital are less likely to receive

2 costly, aggressive and potentially unnecessary ICU admission closer to death
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Figure 2: ICU deaths in patients referred to palliative care who died in hospital vs all patients
who died in the hospital
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PART I1: BUILDING A STRONG PALLIATIVE CARE SYSTEM
HEALTH SERVICES PLANNING AND DESIGN

Building on this foundation, NSH undertook a population, needs-based health services
planning process focused on specialist palliative care. This work was informed by evidence,
provincial data, and partner engagement, and resulted in several key deliverables:

Palliative Care Conceptual Care Model

The Consultation-Shared Care-Takeover Model (Pereira et al., 2024) (Appendix C) was
selected as the provincial conceptual care model for specialist palliative care. This model
articulates three levels of care, from consultation at one end, shared care in the center and
takeover at the other end. All approaches are applicable, however, the shared care approach
is preferred, as this supports collaboration between non-specialist palliative care providers
(i.e., primary care, oncology) and specialist palliative care providers and builds competencies
in non-specialist palliative care providers to integrate a palliative approach to care within
practice.

Palliative Care Service Delivery Framework

A future state service delivery framework (Appendix D) was developed that articulates the
ideal state of palliative care service provision, from patient diagnosis, through to post-death
supports. While many aspects of the framework are in place today, opportunity exists to
continue to develop provincial consistent processes and criteria to provide equitable and
timely care regardless of location.

Palliative Care Service Delivery Definitions and Service Delivery
Components

Clear definitions and operational details for palliative care units (PCUs), palliative approach to
care beds, inpatient consult teams, and community-based teams were developed. Key
service delivery components include details such as location, staffing, scope of service,
physical space, and health care provider qualifications.

Workforce Metrics

Specialist palliative care workforce metrics recommendations for palliative medicine
physicians, nursing, and social work were underpinned by a shared care, needs and
population-based approach, and developed by a separate working group (including
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palliative care network, zone palliative care leadership, palliative medicine physician
leadership, medical affairs, Interprofessional Practice and Learning (IPPL)/workforce
development, and Department of Health and Wellness (DHW).

o Palliative Care Unit Metrics were based on the Canadian Society of Palliative
Medicine (CSPM) guidelines (Henderson et al., 2019) and incorporated the number of
beds within the unit and nursing hours per patient day (NHPPD).

¢ Inpatient Consult Team Metrics were based on the adapted Australian Palliative
Care guidelines (Palliative Care Australia, 2018) and incorporated the number of
inpatient medical, surgical, ALC, and transitional care beds within the hospitals served
by the teams.

¢ Community Team Metrics were informed by the CSPM guidelines (Henderson et al.,
2019) and were based on the number of deaths per annum and the assumption that
63-75% of total deaths could benefit from specialist palliative care at some pointin
their illness trajectory. An age and socioeconomic adjustment factor previously
applied by Nova Scotia Department of Health and Wellness for primary health care
planning was applied to community metrics calculations to account for impacts
associated with care provision with these populations.

IPPL plays a foundational role in shaping and operationalizing the workforce metrics outlined
in this framework. IPPL ensures that staffing models and role expectations reflect the full
scope of practice across disciplines, and that workforce planning is aligned with population
needs, service delivery models, and strategic priorities.
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PALLIATIVE CARE STANDARDS

Performance standards are objective criteria or guidelines used to evaluate an organization’s
performance. These standards serve different purposes for a variety of interest holders,
including:

e Patients, residents, families, and caregivers: Helping to understand what to expect
and ask for in their care.

e Health care professionals: Guiding the delivery of care based on the best available
evidence and expert consensus.

e Health care organizations: Supporting organizations in measuring, assessing, and
continuously improving the quality of care provided.

The NSH Palliative Care Standards were developed as part of the broader NSH Integrated
Health Services Planning Framework. These population-based standards are intended for use
in any care setting where individuals may benefit from palliative care. To inform revisions to
the original 2022 standards, a comprehensive review of current literature and a jurisdictional
scan were conducted. The updated standards were refined through a collaborative and
iterative process.

Revised standard statements and associated criteria were then aligned with the Palliative
Care Services Accreditation Canada Standards. The review process was guided by criteria
adapted from the Wisconsin Hospital Association.

Criteria Guide for Identification of Standards

e Realistic - the standards can be followed or achieved with
existing resources or with a reasonable investment of net Measurable
new resources.

¢ Reliable - following the standards for an intervention will

Reliable

result in the same outcome (all factors being equal) and

something the public can rely on. Valid &
. . evidence
¢ Valid and Evidence Informed - the standards are safe and informed

based on scientific evidence/experience.

e Clear - the standards are understood in the same way by everyone concerned and are
not subject to distortion or misinterpretation.

¢ Measurable - performance according to the standards may be assessed and
quantified.

The Nova Scotia Palliative Care Standards are included below.
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Nova Scotia Palliative Care Standards (2025)

DOMAIN

STANDARD STATEMENT

1. Early Identification & Assessment of Needs

Palliative care needs are identified early and responded to through
standardized, comprehensive assessments.

2. Plan of Care / Documentation/ Communication

The person, their family, caregivers, and providers collaborate to set goals of
care and develop a plan of care that is individualized, person and family-
centred, and culturally appropriate.

3. Coordination Across Settings

People with identified palliative care needs experience care thatis
coordinated among and across settings and teams.

4. Access / Comprehensive Care Management / Family

Support

The person, their family, and providers have consistent access to
comprehensive supports and resources to manage symptoms and
identified needs.

5. Grief and Bereavement Supports

The person, their family, and caregivers are provided with information,
resources, and supports about dying, grief and bereavement.

6. Competent Workforce and Volunteers

Providers, support staff, and volunteers are skilled, competent, and qualified
as appropriate to their role.

7. Research & Quality Improvement

Quality improvement initiative s, research, and innovation are supported and
implemented in palliative care
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The revised standards provide a foundation for delivering high-quality palliative care across
Nova Scotia. To maximize the intended impact, it is essential to align these standards with the
strategic priorities outlined in this framework. Doing so ensures that the strategic priorities
and objectives are not only aspirational but also actionable and supported with clearly

described criteria and measurable indicators.

The following table maps each strategic priority to the relevant standards, reinforcing the

connection between vision and implementation.

Strategic Priority

Related Standards

Quality Care

Standards 1, 2, 3, 7

Individualized Care

Standards 2, 4, 5

Workforce Capacity

Standard 5, 6, 7

System Enablers

Standards 6, 7
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NovA ScoTIA HOSPICE STANDARDS

The Nova Scotia Hospice Standards provide a comprehensive framework to guide the
delivery of high-quality, evidence-based hospice residence care across the province. While
hospice-level care can be provided in many settings, the hospice standards focus specifically
on care delivered in Hospice residences.

Developed through extensive engagement and jurisdictional review, the standards outline
the minimum expectations related to service delivery, governance, operations, and quality of
care within a hospice residence setting in Nova Scotia. Their goal is to promote consistency,
safety, and accountability across hospice care in Nova Scotia. The standards apply to all
hospices in the province that have an approved model and hospice agreement with the
Government of Nova Scotia and/or Nova Scotia Health.

Hospice residence care in Nova Scotia involves highly skilled, person-centered care provided
in a home-like environment for individuals in the final phase of a progressive life-limiting
illness. The standards focus on four fundamental areas:

¢ Clinical Care - Delivered by interprofessional teams, focusing on comprehensive
person-centred assessment, individualized care planning, and 24/7 support. Clear
eligibility criteria and referral processes are identified.

e Operations - Including facility design, human resources, volunteer involvement, and
community engagement.

¢ Quality Assurance - Through quality monitoring processes and integration of
research and education.

e Governance - Ensuring accountability, financial stewardship, and sustainability.

The standards are reviewed every five years to reflect evolving best practices and learnings
from hospice implementation across Nova Scotia.

To view the full Nova Scotia Hospice Standards, visit this link.
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PALLIATIVE CARE COMPETENCIES AND PRACTICE
SUPPORTS

Palliative Care Network Practice Support Program

The Palliative Care Network Practice Support Program supports health care providers,
volunteers, and leaders across the Nova Scotia health system to build and strengthen their
skills in palliative care. This includes providers providing a palliative approach to care, as well
as those providing specialist palliative care.

Educational opportunities are offered in a range of ways to offer variety in preferred learning
modalities and to meet the learner where they are at in their stage of learning. Program topic
areas reflect expressed learning needs, are grounded in best practice and evidence, and
reflect the strategic priorities of the Palliative Care Network.

Examples of current offerings include:

e LEAP™ Core Online - a nationally accredited course focused on communication,
symptom management, and ethical decision-making for providers across care
settings.

o Palliative Approach to Care ECHO® Series - webinars that build foundational
knowledge in palliative care, grief-informed approaches, and goals of care
discussions.

o Grief Learning Sessions - training opportunities for staff and volunteers to recognize
and respond to grief using a culturally safe, trauma-informed lens.

In addition, work is underway to develop specific training program for volunteers in the area
of hospice and palliative care. These offerings are designed to support continuous learning
and build confidence and competence in delivering compassionate, person-centered care.

This aligns with IPPLs Four Pillars of Person-Centered Team-Based Care, Evidence-Informed
Practice, Community and Academic Partnerships, and Interprofessional Learning and
Personal Development. These pillars support the development of a resilient, trauma-
informed, and equity-focused workforce and will guide the creation of competency-based
education, transition-to-practice supports, and system-wide learning strategies that enable
high-quality palliative care across Nova Scotia.
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For more information on the program, and to view learning opportunities, visit

www.palliativepracticesupport.ca.

Figure 3: Palliative Care Network Practice Support Program Model
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Competency Frameworks Supporting Practice Development

The Practice Support Program is guided by number of competency frameworks that define
the knowledge, skills, and attitudes required to deliver high-quality palliative care across
roles and settings. These frameworks enable the development of learning and practice
supports as well as support role clarity and system-wide consistency in care delivery.

Nova Scotia Palliative Care Competency Framework (2017)

This framework outlines core competencies for health care providers who provide
palliative care. It defines essential knowledge, skills, and attitudes across domains
such as communication, symptom management, psychosocial support, and ethical
practice. It is adaptable across generalist and specialist roles and aligns with provincial
standards and strategic priorities. This framework informed the development of The
Canadian Interdisciplinary Palliative Care Framework (2021). The national framework
complements the Nova Scotia Framework by offering resources, such as self-

assessment tools, and curriculum guidance.

Grief Competency Development

A Nova Scotia Grief Competency Framework is under development and will outline
key competencies for supporting individuals, communities, and colleagues
experiencing grief. It will promote compassionate, trauma-informed, and culturally
safe approaches across care settings. These competencies are being shaped by
evidence-informed practices and engagement with interest holders across the system.
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SYSTEM PERFORMANCE AND MONITORING

System performance and monitoring are central to ensuring that palliative care in Nova
Scotia is consistently high-quality, equitable, and responsive. Through a structured, province-
wide approach, NSH is committed to evaluating how well palliative care services are meeting
the needs of patients and families and identifying opportunities for improvement.

The Palliative Care System Performance Framework supports this commitment by aligning
provincial standards with a structured set of criteria and indicators across seven domains of
care: early identification, care planning, coordination, access to supports, grief and
bereavement, workforce competency, and quality improvement. These indicators reflect both
patient and provider experience and are designed to be measurable, relevant, and
applicable across care settings.

This framework enables NSH to monitor progress toward provincial standards by evaluating
performance in areas such as timely referrals, comprehensive assessments, coordinated
transitions, and access to culturally appropriate supports. This approach will help to inform
health service planning, strengthen service delivery, and support continuous improvement
across the system.

Performance monitoring is integrated with NSH's broader strategic and operational
structures, including Action for Health and Operational Excellence, ensuring that data is used

not only to measure outcomes, but also to guide decisions and build a culture of learning
and adaptation.

For more detailed information, refer to the NSH Palliative Care System Performance
Framework.
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ACTION PLAN

To move forward with the strategic priorities in the NSH Palliative Care Framework, Nova
Scotia Health will focus on key areas of action that support provincial palliative care
standards. These actions are grounded in evidence, shaped by partner input, and guided by
system-level data to drive ongoing improvement.

Standard 1: Early Identification and Assessment of Needs

Palliative care needs are identified early and responded to through standardized, comprehensive
assessments.

NSH is prioritizing the early identification of palliative care needs through the development of
consistent provincial referral pathways, comprehensive assessment tools, and targeted
education for providers. These efforts are coupled with strategies to embed a palliative
approach across care settings, particularly in primary care, which includes development of an
organizational palliative approach to care framework.

Standard 2: Plan of Care Documentation/Communication

The person, their family, caregivers and providers colluborate to set goals of care and develop a plan of care
that is individualized, person and family-centered, and culturally appropriate.

NSH is working in partnership with Tajikeimik and Mi'’kmaq patients, health care providers,
and communities to shape culturally appropriate approaches to care planning. Enhancing
communication between specialist palliative care providers and Indigenous health care
teams supports shared understanding across care settings.

To further advance person and family centered care planning, NSH is improving
documentation practices and communication tools. For instance, this includes implementing
a standardized Goals of Care form, accompanying policy, and care directive; supporting One
Patient One Record (OPOR) readiness through the development of a consistent palliative
care plan; and creating provincial triage criteria to guide care decisions.
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Standard 3: Coordination Across Settings

People with Identified Palliative Care Needs Experience Care that is Coordinated Among and Across Settings
and Teams.

Improving care coordination is a central focus, with efforts directed at consistent provincial discharge
criteria and strengthening partnerships with community providers. These initiatives aim to ensure
seamless transitions and continuity of care for patients with identified palliative needs.

Standard 4: Access/Comprehensive Care/Family Support

The person, their family, and providers have consistent access to comprehensive supports and resources to
manage symptoms and identified needs.

Ongoing actions are being implemented to expand access to specialist palliative care, palliative
approach to care, and resources that support self-management, ensuring resources are accessible in a
variety of languages. This includes developing patient education materials, enhancing public
awareness of palliative care, and integrating virtual tools to facilitate communication between patients
and providers (e.g., a virtual Edmonton Symptom Assessment System (ESAS) tool), as well as
exploration of hospice models and supports and HHR team metrics, etc.

Standard 5: Grief and Bereavement Supports

The person, their family, and caregivers are provided with information, resources, and support about dying,
grief and bereavement.

The person, their family, and caregivers are provided with information, resources, and supports about
dying, grief and bereavement. Recognizing the importance of grief and bereavement, the Palliative
Care Network is working collaboratively with community and system partners to support the Nova
Scotia Community Grief and Emotional Wellness Model. This model is intended to create a mechanism
to build an inclusive, system and community-based approach to support grief, bereavement, and
emotional well-being.
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Standard 6: Competent Workforce and Volunteers

Providers, support staff, and volunteers are skilled, competent, and qualified as appropriate to their role.

Building a skilled and resilient workforce remains a strategic priority. NSH is advancing a provincial
palliative care practice support program, embedding palliative care competencies into education,
transition-to-practice frameworks, and educational offerings. These efforts aim to build capacity of
providers and volunteers to support high-quality care delivery.

Standard 7: Research and Quality Improvement

Quality improvement initiatives, research, and innovation are supported and implemented in palliative care.

NSH is fostering a culture of learning and innovation by aligning palliative care initiatives with
organizational quality improvement strategies. Ongoing research, participation in quality improvement
collaboratives, and integration of evaluation frameworks ensure that care models evolve in response to
emerging evidence and system needs.

Click here for more information on the work of the Palliative Care Network.
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APPENDIX A: HYPERLINKS TO KEY REFERENCE
MATERIALS

Palliative Care Standards

Nova Scotia Hospice Standards

Palliative Care System Performance Framework

Palliative Care Indicators, Key Performance Indicators, and Indicator Dictionary

Palliative Care System Performance Dashboard (note, you may require permission to access
this link)

Palliative Care Network Evidence Briefings

Palliative Care Service Delivery Model Definitions and Components

Palliative Care Workforce Metrics Report

Palliative Care Health Services Planning Report

Provincial Approach to Grief Progress and Next Steps
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APPENDIX B: PALLIATIVE CARE NETWORK OVERVIEW

A Clinical Service Network is an interprofessional group that has a provincial scope and
mandate to design and recommend strategy and improvement plans that will drive the
achievement of targeted, measurable, and sustainable clinical and operational improvements
in health and health care service delivery. Through the work of the network:

e Priorities and initiatives within the scope of the Network will be strategically oriented
and outcomes will be evaluated

e Service recommendations will be based on evidence, will maximize efficiencies, will
strive for consistency and drive forward innovation

¢ Unwarranted variation in health and well-being will be reduced

The Palliative Care Network is led by
a Senior Director of Clinical Network

STRATEGY AND
PLANNING

and Senior Medical Co-Lead, who
are accountable to the Executive
Leadership Team through the Vice

QUALITY AND
SYSTEM
PERFORMANCE

President of Quality and System
Performance. The Network consists
of the Core Network team who will
enable and support network
activities including analytics,
evaluation, planning, research &
innovation and reporting. This team
will meet frequently to move work
forward and may also include
members from the following areas:
Interprofessional Practice and Learning, Performance and Analytics, Quality,
Communications.

The Full Network (Network Council) will include operational and interest holders who will
provide their local, clinical, medical, technical and lived experience and expertise to
planning, evaluation and implementation efforts. This group will champion and focus on
system and population-level issues common to palliative care, inform the work of the
Network and within the context of established goals and priorities for the organization.
Evidence and lived experience will drive the identification of issues and the design of
solutions, leveraging opportunities for research, innovation and discovery.
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APPENDIX C: CONSULTATION-SHARED CARE-TAKEOVER

MODEL

The Consultation-
Shared-Care-Takeover
model (Pereira et al,,
2021) was chosen to
articulate the preferred
provincial palliative care
conceptual model (see
Figure 3). This
framework describes a
spectrum of care
provision with
Consultation at one end,
Takeover at the other
end, and Shared Care in
the center. Five domains
describe aspects of care
provision that
differentiate one
approach from the
other. All categories of
care are relevant to
palliative care delivery in
Nova Scotia; however,
the shared care
approach is preferred as
this supports a
collaborative approach
between specialist and
non-specialist palliative
care providers and
builds competencies in
non-specialist palliative

care providers to integrate a palliative approach to care within their practice. Each category

Consultation
INDICATOR Consultation Model o Takeover Model
QUESTIONS o
1 2 3 4 5
Scope PC-Clinician PC-Clinician PC-Clinician PC-Clinician PC-Clinician
What aspects of addresses addresses manages addresses most | addresses all
care are palliative care palliative care palliative care of the patient’s | the patient’s
addressed by the | needs across one needs across needs, and needs. needs,
palliative care or two domains. several domains; MRP manages | Previous MRP palliative care
clinician? may include some | all other needs. | limited input. and otherwise.
co-morbid issues.

Prescriber Mainly MRP. Mainly MRP. PC-Clinician Mainly PC- PC-Clinician
Who prescribes PC-Clinician may PC-Clinician may prescribes all Clinician with
the treatments? prescribe prescribe treatments some limited

temporarily in temporarily in related to prescribing for

exceptional cases | exceptional cases palliative care, | some needs by

and with MRP’s and with MRP’s MRP prescribes | the previous

approval. approval. all others. MRP.
Communication PC-Clinician PC-Clinician Ongoing, close | Some (but No or limited
What communicates, in | communicates, in | communication | limited) communication
communication writing or verbally, | writing or verbally, | (written and reciprocal between the
occurs between during or soon during or soon verbally) communication | PC-Clinician
the palliative care | after the after the between PC- between the and previous
dinician and the encounter. encounter. Clinician and PC-Clinician MRP. PC-
patient’s Communique Communique MRP. Periodic | and the Clinician may
attending describes findings | describes findings | meetings to previous MRP. | send some
dinician? and makes and makes review care updates to

recommendations. | recommendations. | and care plans. previous MRP.
Follow-up PC-Clinician PC-Clinician PC-Clinician PC-Clinician PC-Clinician
Who provides the | engagement provides several provides does most of does all the
follow-up visits limited to one, or | follow-up visits ongoing visits the visits and visits and the
and what is their | two or three until needs and follow-ups, | follow-ups. The | follow-ups.
frequency? follow-up visits. addressed. as does MRP; previous MRP

Disengages once Disengages once each focussing | provides

assistance no assistance no on different limited follow-

longer needed. longer needed. domains. up visits.
Most MRP MRP MRP and PC- PC-Clinician PC-Clinician
Responsible Clinician takes over and | takes over and
Practitioner becomes MRP. | becomes MRP.
(MRP)

Who is identified
as MRP?

PC-Clinician = Palliative Care Clinician (or palliative care service).

Referrer = Usually the attending clinician.

MRP = Most Responsible Practitioner (physician, nurse practitioners) who is patient’s attending clinician and
responsible for overseeing all aspects of care (usually referrer to palliative care service).

The CST Conceptual Framework. C-S-T, Consultation-Shared Care-Takeover

has its advantages, limitations, uses, and roles.
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APPENDIX D: SERVICE DELIVERY FRAMEWORK

A future state service delivery framework was developed by drawing upon the literature, best
practices, expert opinion, and the key findings listed above. There are many aspects of the

framework that are in place across Nova Scotia today. However, there are aspects that can be

strengthened, including standardization of processes and criteria to reduce variation in

service delivery to ensure all Nova Scotians have access to high quality palliative care,

regardless of where they live.

Palliative Care Health Service Delivery Framework

IDENTIFCATION
AND REFERRAL
= Zone triage RN - PC - G = Using standardized = Provided by = Director indirect
* MRHCP/Referrer (CMA cartified) Consult RN or specialist palliative provincial specialist care supports and
determines need specialist pailiative «care team, in discharge criteria team and extended navigation
for palliative + Triage completed care MD collaboration with and tool team members provided to
approach to care in 3 business days patient/SDM/chosen deceased's
ws specialist = Using standardized family develops MNotify = Goals of care are SDM/chosen family
palliative care + Standardized ax form needs-based care plan MRHCP/HCPs in followed and re- by specialist
triage criteria and including goals of care. circle of care adjusted based on palliative care team
* Refers patient to form used, targats « Results shared ‘Consult-Shared Care- context, patient's and members of
palliative care for initial with Takeover Model = Patient/chosen health status, and ‘the extended team,
specialist team assessment, data client/SDM/chosen guides care decisions family provided patient/SDM/ as appropriate
using standardized capture family and relevant and provision) with information chiosen family
provincial criteria HCPs and resources re preferences = Includes, but mot
and referral form « Outcome of intake: current and future limited to grief,
urgent or non- needs; aware of psychosocial, and
= One central urgent process to re-refer practical supports
referral fax to service
number/email for
each zone + Patient requires a
re-referral to the
+ MRCHP/Referreris service if needs
notified upon change
receipt of the
referral
Referral
documented in
ADT system
Enablers: Shared care approach, Needs-based, Ongoing team self-care and supports, Workforce i ici ds & , Capacity building, it Care, Quality improvement

€
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APPENDIX E: DATA SOURCES

Health services planning was driven by up-to-date provincial data to inform a population and
needs based planning approach. The NSH Analytics Tableau Dashboard housed much of the
data listed below.

e Population projections and change (provincial, zone, county) (Nova Scotia
Government).

e Community cluster profiles (health status, non-medical determinants of health, health
system performance, and community and health system characteristics) (Data sources
include Canadian Community Health Survey, Census, Statistics Canada, MSI Billing,
Vital Statistics, Nova Scotia Atlee Perinatal Database, Nova Scotia Cancer Registry, and
the Canadian Chronic Disease Surveillance System).

e Nova Scotia death, birth, and natural increase rates by county (Service Nova Scotia).
e Palliative care patient and family experience surveys (Nova Scotia Health).

e NSH services maps showing where palliative and hospice services are available in
Nova Scotia (Nova Scotia Health).

e Palliative Care Database (Western, Northern, and Eastern Zone) and Ccasper Palliative
Care Database (Central Zone) service-level data. Including:

o Referrals to palliative care

o Referral location and source

o Palliative care patient population details (top diagnoses, age)
o Live discharges and deaths

o Death location

o Total and average length of stay in days

e Need a Family Practice Registry numbers (numbers of Nova Scotians without access to
a primary care provider across the province).
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