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● (1530)
[English]
The Chair (Mr. Ron McKinnon (Coquitlam—Port Coquit‐
lam, Lib.)): I call the meeting to order. This is meeting number
seven of the House of Commons Standing Committee on Health.
There are two parts to this meeting.
The first part will be with our illustrious witnesses, who can tell
us what we need to know, or give us a good start.
Then, for committee business, we'll go in camera for the last
half.
I welcome, from the Canadian Institute for Health Information,
Christina Lawand, senior researcher, health systems analysis and
emerging issues.
As well, from the Department of Health, we have Marcel
Saulnier, associate assistant deputy minister, strategic policy
branch; and Sharon Harper, acting director general, health care pro‐
grams and policy directorate, strategic policy branch.
I believe the Department of Health will begin with a 10-minute
statement.
Please go ahead.
Mr. Marcel Saulnier (Associate Assistant Deputy Minister,
Strategic Policy Branch, Department of Health): Thank you
very much. I want to begin by acknowledging that we are meeting
today on land that is the traditional and unceded territory of the Al‐
gonquin Nation.
Thank you for the opportunity to appear in front of you on this
very important issue.
[Translation]
Palliative care improves the quality of life of people facing lifelimiting illness. It eases their suffering and supports their families.
Though it is an essential part of health care, it is often overlooked,
so I'm happy that the committee has decided to study palliative care
in Canada.
[English]
Canadians approaching the end of their lives deserve to receive
care in the setting of their choice and live out their final days in
comfort and dignity.
As you'll hear from my colleague at the Canadian Institute for
Health Information, the unfortunate reality is that three-quarters of

Canadians say they would prefer to spend their final days at home,
yet 61% of Canadians still pass away in the hospital.
Access issues are complex and occur in all settings due to a num‐
ber of factors.
[Translation]
Our society has a cultural tendency to deny the reality of death
and this leads to a lack of planning, acceptance, and appropriate re‐
ferrals. Meanwhile, our health system defaults to acute care when
home care is usually preferred, and always more economical.
[English]
A lack of available providers, lack of understanding of the bene‐
fits of palliative care, and simple geography in the case of rural and
remote communities are additional barriers to accessing quality pal‐
liative care.
In terms of Government of Canada measures, budget 2017 pro‐
vided $6 billion over 10 years in targeted funding for provinces and
territories for home and community care, including palliative care.
This was done through a series of bilateral funding agreements.
This funding is being used right now by provinces and territories on
activities identified in these bilateral agreements, which are posted
publicly.
For example, British Columbia is working to provide 24-7 access
by health care providers to consultations with experts on pain and
symptom management. Prince Edward Island is implementing an
integrated mobile health program, which uses community
paramedics to support palliative patients at home. Saskatchewan is
providing training to health care professionals in order to improve
their ability to provide end-of-life care. Many other provinces are
undertaking initiatives of that sort.
The current bilateral agreements are in place until 2021-22, and
the government intends to negotiate renewal of these agreements
for the next five years through to 2026-27. That means the whole
five-year period.
[Translation]
We also have a number of other measures under way to enhance
access to end‑of‑life care. In 2017, the government provid‐
ed $184.6 million over five years to improve home and palliative
care for indigenous communities.
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[English]
I'll now move to the framework and action plan on palliative care
in Canada.
On December 4, 2018, the government tabled a framework on
palliative care in Canada, based on consultations with a broad range
of stakeholders, to bring focus to the benefits of palliative care and
the access issues faced by Canadians. The framework gives Canadi‐
ans, governments, stakeholders, individuals, caregivers and com‐
munities a common reference point to help us better collaborate and
coordinate our efforts.
In August 2019, Health Canada released an action plan on pallia‐
tive care, which builds on the framework. The action plan lays out
Health Canada's five-year plan to tackle issues identified in the
framework, using federal levers.
● (1535)
[Translation]
The federal action plan aims to help improve quality of life for
people with life‑limiting illness, address concerns of families and
caregivers, and enhance access to quality palliative care, through
improved health care system performance.
[English]
The action plan aligns with the framework on palliative care in
Canada and focuses on five key goals.
The first is to raise awareness and understanding of how advance
care planning and palliative care improve quality of life until the
end of life. For example, Health Canada is developing awarenessraising initiatives to increase understanding of the benefits of pal‐
liative care and how to access it.
[Translation]
Secondly, we aim to support health system quality by improving
palliative care skills and supports for health care providers, fami‐
lies, caregivers and communities.
To this end, Health Canada has been pleased to support Pallium
Canada's efforts to scale up post‑graduate inter‑professional train‐
ing that provides essential palliative care competencies to health
care professionals, such as paramedics.
[English]
The third goal focuses on supporting health system quality im‐
provement through enhanced data collection and research. Through
the Canadian Institutes of Health Research, or CIHR, the federal
government is supporting innovative research to address knowledge
gaps and develop new models and approaches to palliative care
based on scientific evidence. For example, CIHR is currently sup‐
porting a five-year research project to promote access to homebased palliative care for patients across Canada. This project will
implement and test the effectiveness of palliative care training pro‐
grams for 53 primary care teams across Ontario.
[Translation]
The Canadian Institutes of Health Research, or CIHR, is also
supporting a Canada Research Chair in Palliative Care to examine
ways of preserving dignity at the end of life through bedside and
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clinical observations, and by tracking and examining large cohorts
of Canadians at the end of life.
[English]
The fourth action plan goal is to improve access to palliative care
for underserved populations, which include rural and remote com‐
munities, pediatrics and young adults, homeless people and
LGBTQ2SI people. Furthermore, we know that some communities
face cultural and linguistic barriers that prevent them from access‐
ing palliative care in a timely way.
To address this, Health Canada is supporting projects such as an
initiative to improve the uptake of advance care planning in the
South Asian and Chinese populations in British Columbia. This
project aims to decrease language and cultural barriers inherent in
end-of-life care discussions so that members of these communities
may access culturally sensitive palliative care.
The fifth and final goal focuses on the unique characteristics,
needs and challenges faced by first nations, Métis and Inuit peo‐
ples, as well as urban indigenous people in accessing palliative
care.
[Translation]
Health Canada is currently working with Indigenous Services
Canada, national indigenous organizations and others on next steps
to deliver indigenous‑led consultations toward a separate distinc‐
tions‑based framework on palliative care.
Meanwhile, we are supporting indigenous‑led initiatives such as
the Cree Board of Health and Social Services of James Bay project,
which aims to inform culturally adapted care practice guidelines
based on Cree beliefs and practices.
[English]
Some action plan projects are under way already. To date, Health
Canada has invested almost $13 million in projects to advance the
objectives of the action plan and improve access to palliative care
both at home and in the community. Through the action plan, we
are striving to address access issues evidenced through current data
and research, and reported by providers, people with lived experi‐
ence and provincial and territorial representatives.
We know that most people with a life-limiting illness wish to re‐
main independent and receive the care they need at home or in their
community. Improving access to palliative care across all settings is
critical to making this happen.
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The current focus on medical assistance in dying, or MAID, is
drawing attention to the need for improved access to palliative care.
Palliative care stakeholders and MAID opponents have raised con‐
cerns that people may choose MAID as the only means to relieve
their suffering because of inadequate access to palliative care.
However, preliminary data out of Ontario shows this not to be
the case, and that the majority of recipients received or were of‐
fered palliative care prior to receiving MAID.
● (1540)
[Translation]
It should be clear—this does not negate the need to enhance ac‐
cess to palliative care and to continue to monitor and study the situ‐
ation. Our vision is that all Canadians have access to quality pallia‐
tive care from diagnosis to end of life, regardless of whether they
choose medical assistance in dying in their final days.
To conclude, we will continue to press forward to implement our
action plan, and to build on the many promising practices in provid‐
ing excellent palliative care.
[English]
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[English]

At the Canadian Institute for Health Information, also known as
CIHI, we are neutral and objective in fulfilling our mandate to de‐
liver comparable and actionable information. Our aim is to give
people, including policy-makers, the information they need to drive
improvements in health care and health system performance and,
ultimately, to improve the health of Canadians across the country.

The topic we are here to talk about today is palliative care. Cana‐
dians are living longer, but they are not always living better. Thanks
to improved medical treatments, declines in health are now more
gradual, but this can also draw out the process of dying. When this
happens, palliative care can help improve quality of life for people
with life-limiting illnesses by relieving symptoms, enabling a
peaceful and dignified death and providing support to the family
throughout the dying and bereavement process.

We all want to live out our lives in comfort and dignity. Appro‐
priate care must be available when it's most needed. I believe our
work will help to move the marker forward on this.
I thank you for the opportunity to make these remarks. Sharon
Harper and I will be pleased to answer your questions when the
time comes.
[Translation]

As Canada's population ages and rates of complex chronic condi‐
tions increase, the need for palliative care is expected to rise. Esti‐
mates suggest that up to nine out of 10 people who die might have
benefited from palliative care.

Thank you.
[English]
The Chair: Thank you, Mr. Saulnier.

[Translation]

We go now to Ms. Lawand, senior researcher, health system
analysis and emerging issues, for 10 minutes, please.
[Translation]
Ms. Christina Lawand (Senior Researcher, Health System
Analysis and Emerging Issues, Canadian Institute for Health
Information): Good afternoon.
On behalf of the Canadian Institute for Health Information, CI‐
HI, I would like to thank you for the opportunity to appear before
the Standing Committee on Health.
Since 1994, CIHI has been an important organization in Canada's
health sector. We are a not-for-profit, independent body funded by
the federal government and all provinces and territories. Our board
of directors is made up of deputy ministers of health and other
health system leaders representing all regions of the country and the
federal government.
CIHI has 28 databases and signed data-sharing agreements with
every province and territory, Health Canada, Statistics Canada and
the Public Health Agency of Canada. CIHI is a leader in health data
methodologies and measurement of health system performance, and
we are recognized internationally for our work.

In September 2018, CIHI released its first comprehensive panCanadian report on this topic: “Access to Palliative Care in
Canada”.

The goal of this report was to provide baseline information on
palliative care in our country by using available data from CIHI and
other sources. The report looks at what services Canadians received
in their last year of life.

Specifically, it examines whether Canadians had access to pallia‐
tive care in the community, whether they had equitable access to
care and whether the services they received were effective and ap‐
propriate. It also looks at whether health professionals are prepared
to provide palliative care and whether patients and their families are
receiving the support they need to care for people at home.
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[English]
In discussing our findings, let me start with access to palliative
care in the setting many patients prefer: their home. While many
people could benefit from palliative care at the end of life, only a
few are receiving formal palliative home care outside of hospitals.
In provinces where this could be measured, we found that only one
in six people who died received publicly funded palliative home
care. Our study shows that receiving palliative home care increases
the chance that you will die at home. This is important, because
surveys have shown that most Canadians would prefer to die at
home, provided the appropriate supports are in place. Our study
found that people who received palliative home care were two and
a half times more likely to die at home than Canadians who re‐
ceived regular home care in the last year of life.
Friends and family members play an essential role in palliative
home care, although more support for caregivers may be needed.
Our report found that 99% of palliative home care clients had fami‐
ly or friends helping to care for them, and almost one in three of
these unpaid caregivers experienced distress.
The timing of palliative care can also make a difference. Our
findings show that Canadians who received palliative care earlier in
their care journey, before the last 30 days of life, were less likely to
make frequent visits to emergency rooms or to receive aggressive
treatment at the end of life. This provides evidence that access to
early palliative care in the community can help reduce poor out‐
comes for patients at the end of life. However, we found that most
people received palliative care only very late in their care journey.
In fact, 62% received palliative care only in the last month of life
and only in a hospital setting.
● (1545)
For residents of long-term care facilities, palliative care also
made a measurable difference at the end of life. We found that
long-term care residents who had a record of receiving palliative
care in their nursing homes were far less likely to be transferred to
hospital to die. These transfers can be stressful for both patients and
their families.
We also set out to understand whether Canadians had equitable
access to palliative care and whether some patients were more like‐
ly to receive it than others. We found the biggest differences were
based on the type of disease a person had. Patients with cancer
were up to three times more likely to receive palliative care than
patients with other illnesses who could also have benefited from
palliative care in the last year of life. Age was also a determining
factor. Patients between 45 and 74 were more likely than younger
adults and older seniors to receive palliative care across most care
settings.
The issue of health care provider training and communication
with patients is an area of great interest to palliative care patients
and their families. We examined whether health care providers felt
prepared to provide palliative care to patients in Canada. Results
from the Commonwealth Fund international survey of primary care
physicians show that while most Canadian family doctors often see
patients with palliative care needs, three out of five of these physi‐
cians say they do not feel well prepared to manage the care of pal‐
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liative patients. This finding is below the international average of
their peers in 11 developed countries.
Our findings also identified significant variation across the coun‐
try in policies and programs that influence access to palliative care
in the community, including access to residential hospices. At the
time CIHI’s report was published, residential palliative care hos‐
pices operated in only seven out of 13 jurisdictions. Public funding
models also varied across the country, from 30% to 100%, depend‐
ing on the hospice.
[Translation]
Finally, we looked at whether patients who chose medical assis‐
tance in dying accessed palliative care. Of those patients who re‐
ceived medical assistance in dying in hospital settings after
June 2016, the first year data was available, we found that 65% re‐
ceived some palliative care during their final hospital stay. Howev‐
er, only about one in five of these patients had a palliative treatment
plan prior to their final hospital admission.
[English]
CIHI's palliative care report represents a collaborative effort with
our national, provincial and territorial partners to provide the most
comprehensive picture to date of access to palliative care in
Canada. Our findings highlight opportunities to improve transitions
of care and to initiate palliative care earlier in a patient's journey.
However, data and information gaps remain. This report identi‐
fied the need for more pan-Canadian information on home care,
hospice care and primary care. It also identified the need for more
patient- and family-reported data, or using the voice of patients to
understand whether their needs are being met and whether pallia‐
tive care is making a difference in improving their quality of life.
The lack of a common definition of palliative care across the
country was also identified as a gap in the report. A clearer defini‐
tion and some guiding principles have since been provided in the
national framework on palliative care in Canada, which Health
Canada has talked about.
CIHI continues to work collaboratively with provinces and terri‐
tories to improve data collection and measurement of palliative care
in Canada. For example, we're improving our emergency room da‐
ta; we're expanding home care data coverage; and we are continu‐
ing to work with our national and international partners, such as the
Commonwealth Fund, the OECD, the Canadian Partnership
Against Cancer, and Statistics Canada, all of which play a vital role
in collecting and reporting information on palliative care.
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We are also working with the federal, provincial and territorial
governments to measure access to community services as part of
the “Common Statement of Principles on Shared Health Priorities”.
One indicator scheduled for release in 2022 will measure death at
home and is aimed at enhancing access to palliative care at home or
in hospices.
● (1550)
[Translation]
In closing, as our data and information improve, we will continue
to have a clearer picture to enable the sharing of best practices and
to identify areas for improvement. This will help to provide better
experiences for patients and their families at all stages of life. More
broadly as a society, there is also a recognized need for more frank
and open discussions about death and the dying process, to ensure
that Canadians have an opportunity to express their wishes and
have advanced care plans in place to ensure these wishes are re‐
spected.
Thank you for giving us the opportunity to speak today.
[English]
I would be pleased to answer questions from members of the
committee.
The Chair: Thank you for your statements.
We will start with questions from Mrs. Jansen for six minutes.
Mrs. Tamara Jansen (Cloverdale—Langley City, CPC): First
of all, thank you very much for your presentations.
I wonder if I could ask Mr. Saulnier this. Is palliative care con‐
sidered an essential health service in Canada, as MAID is?
Mr. Marcel Saulnier: I think we could say that palliative care is
an important part of a well-functioning and high-performing health
care system. It is not an insured service under the Canada Health
Act, unless it is delivered in a hospital setting or provided by a
medical practitioner covered by that insurance plan.
Mrs. Tamara Jansen: Since we know that a request for MAID
can't truly be considered voluntary if there is no access to palliative
care, do you think palliative care should actually be considered an
essential service in Canada?
Mr. Marcel Saulnier: There are a lot of discussions taking place
in our system with provinces and territories about how to improve
health care delivery. Traditionally, for services that are not deliv‐
ered in hospitals or in physicians' clinics—and that is increasingly
the case for services such as mental health services in the home and
community-based services—there's an ongoing debate about how
to appropriately fund and deliver those services and how to ade‐
quately meet public expectations about access to those services.
Mrs. Tamara Jansen: Okay.
Ms. Lawand, how has the legalization of MAID affected the de‐
livery of palliative care in Canada? I'm thinking specifically of my
own home province, where Fraser Health actually implemented
MAID in hospice, which is obviously against the concept that a
hospice neither postpones nor hastens death. I wonder if you can
tell me, if you know, how much it has changed since its legaliza‐
tion.
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Ms. Christina Lawand: Once again, the report we did was con‐
sidered a baseline report. It was our very first report on access to
palliative care in Canada. Because MAID had been in effect for on‐
ly a very short amount of time, I would say that there's not yet
enough data to be able to do that analysis properly, although it is
something we can look at.
I would also say that at CIHI we only capture MAID events in
hospital settings, so we're missing what's happening in the commu‐
nity piece. We know that Health Canada has a registry for MAID
and other researchers are accessing that data in other ways.
● (1555)
Mrs. Tamara Jansen: Then my next question would be regard‐
ing what percentage of medical professionals are trained to provide
palliative care. I noticed you talked about that in the report.
Ms. Christina Lawand: Yes. Once again, on the total number,
we know there are a lot of different types of health professionals
who can work in palliative care. For ideal palliative care, you
would see a very interdisciplinary team bringing in many different
types of health professionals.
With the data we have, we were able to look at doctors in certain
provinces and found that a small number specialize in palliative
care. About 2% of licensed practical nurses had a specialty in pal‐
liative care, although many more practised in palliative care for at
least part of their—
Mrs. Tamara Jansen: I was actually asking more about the
training. I understand that what little training was being done at
university and so forth is not even being done now. Instead, MAID
is being taught.
Is that correct? Have you heard of that?
Ms. Christina Lawand: No, I haven't heard that in relation to
MAID.
With respect to the gap in medical training for palliative care,
based on a survey done by the Canadian Partnership Against Can‐
cer, they did find that there was some room for improvement in
terms of medical training. However, I think there's an understand‐
ing in the system that it's better to broaden the training as much as
possible. Primary care physicians, for example, all have a basic un‐
derstanding of palliative care.
Mrs. Tamara Jansen: Right.
Maybe I can ask Mr. Saulnier a question. I was looking at the
numbers from the CIHI report that there were 23,000 palliative care
patients in Quebec and Ontario, 16,000 in B.C. and 7,000 in Alber‐
ta. Those were the numbers in 2005. Yet, when I look at the federal
funding allocation, Quebec and Ontario get 10 times as much mon‐
ey as B.C. and Alberta.
I'm wondering if you could explain to me the discrepancies in
that funding.
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Mr. Marcel Saulnier: Are you referring to the funding under the
targeted investments for home care and palliative care through the
common statement of principles, or other specific targeted funding
from Health Canada?
Mrs. Tamara Jansen: It was specifically in regard to palliative
care. I asked the Library of Parliament to give me a bit of a run‐
down.
Mr. Marcel Saulnier: I'm not sure I've seen those numbers, Mr.
Chair.
I can make a general comment about the allocations—
Mrs. Tamara Jansen: Sorry, do you mind if I ask the next ques‐
tion?
What accountability measures exist for the federal government to
evaluate the performance of the funding it transfers regarding pal‐
liative care?
Mr. Marcel Saulnier: I can comment on that.
In the common statement of principles, as Ms. Lawand indicated,
there is a common set of metrics that has been adopted by federal
and provincial governments to assess progress against the objec‐
tives that were set out in the common statement of principles. That
applies to home, palliative and community care, as well as mental
health and addiction services.
Some of those indicators are pertinent to home care and pallia‐
tive care and—
Mrs. Tamara Jansen: I'm asking specifically about accountabil‐
ity measures. What sort of accountability measures are in place?
Mr. Marcel Saulnier: In addition to the indicators, there is a re‐
quirement for provinces and territories to report annually to Health
Canada on how they have used the funding, to verify that the allo‐
cations they have directed to palliative care or home care or mental
health have in fact been made to those areas—
Mrs. Tamara Jansen: And what—
The Chair: Thank you, Mrs. Jansen.
Ms. Sidhu, you have six minutes.
Ms. Sonia Sidhu (Brampton South, Lib.): Thank you, panel,
for your presentations.
My question is for Health Canada.
You said that 62% of end-of-life patients receive palliative care,
so there must be barriers. What kind of approach are you taking to
remove those barriers?
Ms. Sharon Harper (Acting Director General, Health Care
Programs and Policy Directorate, Strategic Policy Branch, De‐
partment of Health): Thank you for your question.
The action plan on palliative care, which was mentioned by Mar‐
cel, sets out Health Canada's approach to addressing those barriers.
It includes activities to raise awareness about palliative care and
end-of-life care planning. It includes activities to look at training
for health care providers as well as supports for caregivers. It also
includes activities to look at research and data to improve those
across Canada. As well, it looks at underserved populations, areas
of population that may not receive as much palliative care, for a va‐
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riety of reasons. It also looks at palliative care received by indige‐
nous groups and populations, including first nations, Inuit and
Métis.
● (1600)
Ms. Sonia Sidhu: You said that we know that some communities
face cultural and language barriers that prevent them from access‐
ing timely palliative care. To address this, Health Canada is sup‐
porting projects like an initiative to improve advance care planning
to South Asian and Chinese populations in British Columbia.
Do you have any projects in Ontario as well?
Ms. Sharon Harper: At this time, we have projects that are be‐
ing planned but we do not have any other projects in Ontario to ad‐
dress populations like those in B.C. I can't say anything further at
this point.
Ms. Sonia Sidhu: How much funding will be provided to stake‐
holders to support the implementation of the framework on pallia‐
tive care in Canada?
Ms. Sharon Harper: The $13 million that Marcel mentioned in
his remarks is targeted funding that goes to national stakeholders
across the country to implement palliative care activities.
Ms. Sonia Sidhu: What role do public awareness and education
play in improving access to palliative care in Canada?
Ms. Sharon Harper: Could you repeat the question?
Ms. Sonia Sidhu: What indicator will be used to measure
progress towards the implementation of the framework on palliative
care in Canada and Health Canada's action plan on palliative care?
Ms. Sharon Harper: We are planning a series of indicators to
address the action plan and how it's being implemented. We expect
those to be available in fall 2020. There is also a parliamentary re‐
view that will require a report on palliative care in June 2020. Also
Bill C-277 requires the minister to provide a follow-up report on
palliative care in December 2023.
Ms. Sonia Sidhu: Can you elaborate on how this money is being
used by provinces and territories to improve access to palliative
care in Canada? I know that, through budget 2017, the Government
of Canada is investing $6 billion over 10 years for home care. As
you said, 15% of people don't have access.
How are we doing this to support palliative care in Canada?
Ms. Sharon Harper: Can I turn that to you?
Mr. Marcel Saulnier: Sure.
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As part of the “Common Statement of Principles on Shared
Health Priorities”, provinces and territories were given a menu of
potential areas they could invest in, in the area of home and contin‐
uing care, to improve the integration of home care with primary
health care, to better support caregivers in terms of caring for peo‐
ple who are in the home, to strengthen the delivery and access to
palliative care delivered in the home or the community, and also to
address infrastructure challenges for home and continuing care, in‐
cluding hospices.
Provinces and territories are using federal monies for home care.
It's $6 billion for projects in each of those areas. They had the
choice about which of those four areas—or all four of them if they
would like—to invest federal dollars in, and they're doing that.
They have submitted to Health Canada their action plans, which de‐
tail exactly how that money is being allocated.
The Chair: You have one minute.
Ms. Sonia Sidhu: If someone wants information, I think having
24-7 access to health care is the best thing. We heard that Prince
Edward Island is doing something, and B.C. is doing something.
Why isn't the same thing happening in every province? Why are
there differences?
Mr. Marcel Saulnier: As in any area like this, where there's
tremendous potential to expand service delivery and often inade‐
quate resources generally to go as far as everyone would like them
to go, you see really innovative projects and initiatives being start‐
ed in different parts of the country and being scaled up elsewhere. I
think this is what's happening here. Jurisdictions are starting up
new projects. They are evaluating them carefully, and when they
are shown to have a lot of value in improving access or efficiency
in care delivery, then they are taken up by other jurisdictions and
scaled up across the country.
We have national organizations that help to do that work with ju‐
risdictions, including the Canadian Foundation for Healthcare Im‐
provement, the Canadian Partnership Against Cancer, and others
that are really trying to facilitate that scaling and spreading of good
initiatives.
● (1605)
[Translation]
The Chair: Mr. Thériault, you have six minutes.
Mr. Luc Thériault (Montcalm, BQ): Thank you, Mr. Chair.
Ladies, Mr. Saulnier, welcome.
In the 2015 report “Access to Palliative Care in Canada”, an in‐
sert states that Canada ranks 11th in the international quality of
death index.
First, could you explain to me what the quality of death index is?
Ms. Christina Lawand: Actually, this index was not created by
the Institute, but by researchers at the Economist Intelligence Unit.
The researchers used available data and developed a series of indi‐
cators to rank countries in terms of palliative care. They looked at
whether countries had a national policy framework on palliative
care. When they created the index in 2015, there were none.
They also looked at such factors as government investment in
health care, resources for targeted training in palliative care, the
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availability of subsidies to support families and reduce the burden
on informal caregivers, as well as access to opioid analgesics.
Various measures were available at the time. Since 2015, the sit‐
uation has changed somewhat. As regards international compari‐
son, I know that the OECD is interested in it. All developed coun‐
tries have aging populations and palliative care is becoming an in‐
creasingly important issue.
I think there will be work to do in the future to improve interna‐
tional comparisons in palliative care.
Mr. Luc Thériault: What makes Australia and New Zealand
stand out? What are their practices?
Ms. Christina Lawand: A number of the countries that stood
out had placed a great deal of emphasis on a national strategy.
Canada is a more decentralized country in terms of care delivery.
Having a national strategy earned those countries many points.
Mr. Luc Thériault: It doesn't necessarily mean the care is better
or worse. The quality of life of a dying person criterion is not relat‐
ed to this. Action taken and care delivery are not fully measured.
They are very difficult to measure, aren't they?
Ms. Christina Lawand: International comparison is always a
challenge. Again, this is a report from the Economist Intelligence
Unit. I am not very familiar with the methodology that was used,
but it provides a starting point.
Mr. Luc Thériault: Your report is quite complete and contains
some very surprising data. For the past 50 years, palliative care has
been identified as the gold standard for dying with dignity. Many
industrialized or wealthy countries have not been able to provide
access to palliative care, generally speaking.
What are your main recommendations? What needs to be done to
ensure that, in 2020, we are at the forefront of making palliative
care more accessible?
● (1610)
Ms. Christina Lawand: Is the question for me or for Health
Canada?
Mr. Luc Thériault: It is for you, because I have a feeling you
have the scientific data we need.
Mr. Saulnier, if you want to add something, you can.
Ms. Christina Lawand: Okay.
Making recommendations is not part of the Institute's mandate.
Mr. Luc Thériault: I know.
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Ms. Christina Lawand: However, our data does point to areas
where improvements could be made. With this in mind, we could
look more specifically at the early identification of patients in need
of palliative care and the early introduction of such care. This
would greatly improve the situation of end‑of‑life patients and their
families. The problem is that the patients' need for palliative care is
established only when their curative treatments are finished. Their
situation can deteriorate very quickly and it is then too late to im‐
plement palliative care in the community.
That's why we see a lot of emergency room visits and hospital‐
izations. It is very stressful for families and patients, and it is costly
for the health care system. So early detection at the time of diagno‐
sis of a life‑limiting illness, for example, would be a good start.
This would allow for the gradual introduction of palliative care to
support patients and their families.
We have also noticed that there is more community support. Our
data indicate that few people receive publicly funded palliative
home care. Some provinces have launched promising programs to
provide paramedical services at home, for example, as Mr. Saulnier
said. This reduces unnecessary emergency room visits for patients
receiving care at home.
It was also noted that better training could be provided to health
care professionals. Three out of five family physicians do not feel
they are truly ready, while 80% of them often see patients who need
palliative care. This shows that there is still work to be done in edu‐
cating health professionals.
The Chair: Thank you.
[English]
Mr. Davies, go ahead; you have six minutes.
Mr. Don Davies (Vancouver Kingsway, NDP): Thank you, Mr.
Chair.
Thank you to the witnesses for being here.
This is a question for Health Canada. We know the federal gov‐
ernment announced commitment in the 2017 budget to provide $6
billion over 10 years to the provinces and territories for home and
community care. That was through the bilateral health agreements
with the respective jurisdictions. Forgive me if I missed this, but
what proportion of that $6 billion in federal funding for home and
community care will be used by the provinces and territories specif‐
ically to improve access to palliative care, either at home or in hos‐
pices?
Mr. Marcel Saulnier: No designated proportion of that funding
was set aside for palliative care or for more traditional forms of
home care or other community-based services. Provinces negotiat‐
ed a menu of potential areas of interest of investment with the fed‐
eral government. The federal government made a strong case to
make sure that palliative care was on that menu. Part of the process
of completing and finalizing the bilateral agreements with
provinces was for them to clearly articulate in their action plans to
the government which of those four areas—all four, if possible—
they would be investing federal money in, with what objectives in
mind, and to have clarity and transparency to Canadians about that.
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Mr. Don Davies: We're about to begin year four of a 10-year
plan. Do we have a sense yet of how much of the money the
provinces are getting is allocated to palliative care?
Mr. Marcel Saulnier: In some cases, this information is all pub‐
lic information available on the Health Canada website. The action
plans are all posted. In some cases, the jurisdictions in their action
plan identified an explicit allocation of funding that was designated
for palliative care services. In other cases, there was a mention of
palliative care access as one of the objectives of a broader invest‐
ment in home and community care. It's difficult to come down on
what the specific amount allocated to palliative care would be. You
could surmise a certain number from looking at the action plans,
but it's probably greater, because palliative care investments are
embedded in some of the other—
● (1615)
Mr. Don Davies: Thanks, I will check the website.
Would it be fair to say there's a fair bit of variation among the
provinces? Some may be allocating a significant amount of the
money they got to palliative care and others may not be.
Mr. Marcel Saulnier: In terms of what they stated publicly as
amounts that are specifically allocated to palliative care, yes, there
is some variation across jurisdictions.
Mr. Don Davies: When the framework on palliative care was
published in 2018, Health Canada agreed to re-establish an office
of palliative care to provide high-level coordination on activities
going forward.
Could you inform this committee whether that office has been set
up yet? If not, when will it be operational?
Ms. Sharon Harper: Thank you for the question.
As part of the development of the framework and the action plan,
Health Canada did consider re-establishing the office of palliative
care. It took into account stakeholder views, work that had already
been done to consult provinces, territories, experts and Canadians,
and networks that already exist to organize the excellent work be‐
ing undertaken by stakeholders and other organizations. Health
Canada decided to use its end-of-life care unit within the strategic
policy branch as a focal point for palliative care policy and pro‐
grams. Resources, then, have been targeted to supporting action
plan activities.
Mr. Don Davies: It sounds like the office of palliative care was
not actually set up.
Ms. Sharon Harper: It was not specifically an office on pallia‐
tive care. It was a focal point on palliative care within Health
Canada.
Mr. Don Davies: Okay.

March 9, 2020

HESA-07

9

We also know that the bilateral health agreement set out the four
different areas: spreading and scaling evidence-based models of
home and community care that are integrated with primary health
care; enhancing access to palliative and end-of-life care; increasing
support for caregivers; and enhancing home care infrastructure, in‐
cluding digital connectivity and other types of technology.

In Canada, we've slowly been pushing toward community care in
the last 30 years or so, and it's taken a while to get there. These
countries are quite a few years ahead of us in that domain. That
could be one possible explanation, but we still need to study it fur‐
ther to understand what those countries are doing well.

Do I have it correct that we're not going to really know how
we're doing on that until five years have passed? I guess I'm asking
how we are doing in terms of provinces meeting those goals.
Mr. Marcel Saulnier: We know now that as a tradition of re‐
ceiving federal funding, provinces are reporting to the federal gov‐
ernment on an annual basis and confirming that the investments
they said they would make are in fact being made. In terms of
achieving the goals, the measurement on progress is being done
through the auspices of the Canadian Institute for Health Informa‐
tion and the tracking of these common indicators that have been de‐
veloped. That is an unfolding process. The first report came out a
year or so ago, and there will be annual reports on that.
Mr. Don Davies: I'll direct that to Madame Lawand. How are the
provinces doing in meeting those goals?
Ms. Christina Lawand: What we have agreed on with the
provinces and territories, as part of the common statement of prin‐
ciples, is that we're working with them to develop 12 indicators to
measure progress on all the shared health priorities, not just pallia‐
tive care.

● (1620)

There is one indicator that we're working on for palliative care
around the concept of dying at home rather than in hospital. That
aims to inform us about access to palliative care to allow people to
die at home. That is still in progress. The indicator won't be re‐
leased until 2022.
Mr. Don Davies: I see.
The only three indicators that have been released so far don't re‐
late to palliative care. Is that right?
Ms. Christina Lawand: That being said, we're still going to
continue to work on measures—
Mr. Don Davies: I'm going to try to squeeze in one more ques‐
tion, if I can. I want to follow up on Monsieur Thériault's questions.
In terms of Canada ranking 11th among other countries, surely
there can't just be the existence of a national framework that deter‐
mines rankings. There must be certain best practices that other ju‐
risdictions are doing that are given ranking.
For the jurisdictions that are doing well and delivering better pal‐
liative care to their citizens, can you give us a flavour of some type
as to what they are doing that might be instructive for Canada?
Ms. Christina Lawand: It's a great question.
I think there's a bit of a gap in research. We need to understand
more about the countries that are doing better and what they are do‐
ing better. For example, when we look at our measure of primary
care physician preparedness, the countries that did the best there
were the Netherlands and the U.K. Those two countries have fo‐
cused a lot of effort on their primary care services and their com‐
munity services. They are quite a bit further ahead of the game than
us.

The Chair: I'm sorry; you're over the time.
We don't really have time for a full round two, but I'm going to
suggest to the committee that we have an abbreviated round two in
which the Liberals and the Conservatives would have one question
of five minutes, and the Bloc and NDP would have their two-and-ahalf-minute questions as they would in a normal round two.
Would that be acceptable to everybody?
That being the case, we go to Mr. Kitchen.
Mr. Robert Kitchen (Souris—Moose Mountain, CPC): Thank
you, Mr. Chair.
Thank you all for being here. Your taking the time is greatly ap‐
preciated.
I come from rural Canada, in the southeast corner of
Saskatchewan. I appreciate the fact that both of you talked about
rural Canada, because it's a very important aspect. When we look at
palliative care in rural Canada, we have big challenges there, and
home care is being utilized quite extensively to try to bridge that
gap.
We see a lot of funding going to urban centres, but not so much
to rural Canada. There are a number of primary health care practi‐
tioners we're short of: medical doctors, specialists in palliative care,
etc. I like hearing what you had to say about having primary health
care practitioners involved in this aspect of things.
One of the things I'd like to hear a comment on is EMS. I get it
that in big centres EMS is mainly acute care, but in rural Canada,
the EMS services are out there, and the reality is that, in certain ru‐
ral areas, they might be able to provide those services. My under‐
standing is that they've even looked at offering those opportunities.
I would like to hear some comments on those thoughts from both of
you.
Mr. Marcel Saulnier: I can start.
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Yes, for sure, EMS and paramedic services are increasingly be‐
coming a very important extension of the health care service deliv‐
ery model in several jurisdictions, particularly those with rural and
remote populations forming a big part of their population. I think
some of the best examples in Canada have come up. It started in
Prince Edward Island and Nova Scotia, where all of the EMS
providers are being trained to deliver palliative care services and
are being deployed throughout those jurisdictions. As you know,
both of those jurisdictions have very large rural populations. That
model is also in place in Alberta and is increasingly being taken up
across the country. I think it's a very good example of innovation
that is showing strong promise of being deployed across the coun‐
try.
Ms. Christina Lawand: Yes, I think the example that Mr.
Saulnier is speaking to is highlighted in our report as well. There's
the Canadian Foundation of Health Care Improvement, which has
highlighted some of the most exciting, innovative practices out
there, and this one of offering emergency medical services is really
making a measurable difference in the jurisdictions that have imple‐
mented it in preventing unnecessary emergency room visits at the
end of life and allowing people to get the care at home.
Mr. Robert Kitchen: Right, and taking those dollars to put them
where.... We can look at EMS services versus the time that's taken
up tying up hospitals, etc.
You also both talked a little bit about the training of the practi‐
tioners and how little palliative care is in the medical training and
the nursing training, etc. Would you agree that it's imperative upon
the professional bodies to incorporate that part, not only in the ac‐
credited college training, but also in their post-graduate training for
their practitioners in every aspect? When you look at all the profes‐
sions that you listed, I suspect that every one of them.... It behooves
us to be telling them that they should be educating their practition‐
ers on the issues of palliative care and how we want to assist people
in their homes.
● (1625)
Mr. Marcel Saulnier: Yes, I think there's progress being made
in that area as well. The Royal College of Physicians and Surgeons
has extended the training required for palliative care specialty.
Quite apart from the College of Physicians and Surgeons and other
nurses and providers, there is really effective training being made
available through organizations like Pallium Canada, which has
trained 20,000 providers since its inception, so that's really making
a very strong contribution to training and competencies out there in
the system.
Mr. Robert Kitchen: Ms. Lawand, do you have anything you
might want to add?
Ms. Christina Lawand: At the time of our report, we cited
some information from the Canadian Partnership Against Cancer
survey of medical schools, which did, indeed, find there were po‐
tentially some training gaps. While 90% of medical curricula had
lectures related to palliative care, just 12% of students were re‐
quired to participate in mandatory clinical rotations, for example.
They found that hands-on experience to be lacking, but promising
initiatives like LEAP, which is a program to train people who are
already working, are helping to fill some of that gap for sure.
The Chair: Thank you, Dr. Kitchen.
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I go now to Mr. Van Bynen for five minutes.

Mr. Tony Van Bynen (Newmarket—Aurora, Lib.): Thank
you. I appreciate your being here and giving us the information
we've heard thus far. I want to carry on a little further from a ques‐
tion that was raised by Mr. Kitchen, and that is the cost of health
care and the cost of critical care beds that are being occupied by
people who should be receiving palliative care. Is there a mecha‐
nism or some way that we can actually define the cost of palliative
care in critical care beds across Canada, across a province or across
a hospital?

Ms. Christina Lawand: It's a really interesting question. We
took the costing piece out of the scope of our report because it was
a more complicated question and we needed more time to work on
it, but it's something we could potentially look at, for sure, in terms
of analyzing those costs. We know, generally speaking, that end-oflife costs are one of the largest expenses in health care. The last
year of life is one of the most expensive times in a person's life.

Mr. Tony Van Bynen: One of the goals of Health Canada's ac‐
tion plan on palliative care is to raise awareness about how advance
care planning, end-of-life care discussions and palliative care can
improve the quality of life of Canadians with life-limiting illness.
Can you tell me what role public awareness and education play in
improving the access to palliative care in Canada?

Ms. Sharon Harper: I'm sorry, could you repeat the last part of
your question?

Mr. Tony Van Bynen: What role do public awareness and edu‐
cation play in improving access to palliative care in Canada?

Ms. Sharon Harper: Actually, that's a very important question.
Information about palliative care and understanding about palliative
care is a huge question because a lot of Canadians do not under‐
stand what palliative care is, and what they do understand is very
worrisome to them. That creates a barrier to early referral to pallia‐
tive care because they believe that curative care and palliative care
cannot coexist, that if they're referred to palliative care there's noth‐
ing else that can be done for them.
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End-of-life care planning is arguably something we should all do
in terms of planning for the care we want at the end of our lives,
being clear and explicit about that with our families, our health care
providers and everyone we can explain it to, so we're sure we get
the care we want at the end of life. However, naturally, it is some‐
thing I think most people put off a little too long. It's another area
we are focusing on in the action plan, to make sure people have
conversations about what they want at the end of life.
Mr. Tony Van Bynen: I've been a director of a bereavement cen‐
tre in Newmarket, and the concern there is that conversations about
death and dying simply aren't happening early enough. However, I
know the Salvation Army, Doane House Hospice and the Margaret
Bahen Hospice have taken on programs like death cafés. Have you
been involved in any of these programs, and/or are you interested in
partnering with these organizations so these conversations get start‐
ed early enough?
● (1630)
Ms. Sharon Harper: Yes, death cafés are a way of making peo‐
ple aware and getting them more comfortable talking about end of
life. In fact, our official languages program has developed a series
of micro grants that serve to help people who want to create things
like death cafés in order to encourage this kind of conversation.
They would receive some funding through Health Canada in order
to do that for official languages minority communities. Also, Palli‐
um Canada has created kits for people who want to create compas‐
sionate communities, which would also help to focus attention on
these discussions, as well as create community capacity to care for
people at the end of life.
Mr. Tony Van Bynen: Thank you. What are the initiatives the
federal government will be undertaking as part of this framework
on palliative care in Canada to support equitable access to palliative
care in Canada? We've heard a lot about the inequities in how that's
delivered. What initiatives are being planned or have been planned?
Ms. Sharon Harper: That's a very interesting question. Right
now, the ones we can talk about are the ones that are already in
play. We talked about increasing the capacity to have end-of-life
care conversations in South Asian communities, and that is one
way to increase the equitable access. There are a number of other
projects that are under consideration, but they have not yet been ap‐
proved, so I can't really speak to them at this point.
The Chair: Thank you, Mr. Van Bynen.
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save a lot of money, and in doing so, we would improve accessibili‐
ty to that care, because we would have more resources.
You are also saying that palliative care units in hospitals are re‐
served for extreme cases, when someone is admitted to the emer‐
gency room and will not be discharged. I understand that we need
to be able to provide that palliative care setting. However, ideally,
we should be able to offer home care as much as possible. That's
what I understand from your answer earlier.
Do I understand correctly?
Ms. Christina Lawand: Yes, I said that earlier identification
would mean the services could be set up in the community. As you
said, there needs to be better integration of palliative care when a
patient is receiving curative care and they are diagnosed with a ter‐
minal illness.
Mr. Luc Thériault: That does not mean that a request for physi‐
cian‑assisted dying cannot emerge from a situation where the best
palliative care is provided. It means that palliative care and physi‐
cian‑assisted dying should not be mutually exclusive. It is not a
failure of palliative care when someone receiving palliative care re‐
quests physician‑assisted dying.
Ms. Christina Lawand: All I can tell you is that, according to
our data, patients who received medical assistance to die had also
received palliative care. So one doesn't preclude the other. They are
two different concepts and two different choices at the end of life.
● (1635)
The Chair: Thank you, sir.
[English]
Mr. Davies, you have two and a half minutes, please.

[Translation]
Mr. Thériault, you have two and a half minutes.
Mr. Luc Thériault: Thank you.
Earlier, after your excellent answer, I realized that, basically, we
would have much to gain from working to integrate care. When the
curative treatment is completed, patients are in a no man's land,
waiting for an appointment with their general practitioner and for
the specialist who treated their cancer, for example, to coordinate
cessation of care. Then suddenly, that doctor tells the patient that
their work is done and advises them to seek palliative care.
You are saying that, if we could integrate care between the end of
the curative phase and the palliative care continuum, we would

Mr. Don Davies: Mr. Saulnier, according to the framework on
palliative care in Canada, the time frame of the framework develop‐
ment process did not allow for a thorough engagement process with
indigenous people around palliative care. I think you touched on
that. We know Health Canada has pledged that it will engage in on‐
going discussions with national indigenous organizations about in‐
digenous-led engagement processes towards the development of a
distinctions-based palliative care framework for indigenous peo‐
ples. Can you update the committee on the progress of those discus‐
sions and when you might expect to publish a distinctions-based
palliative care framework for indigenous peoples?
Mr. Marcel Saulnier: Sharon?
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Ms. Sharon Harper: Health Canada is working with Indigenous
Services Canada to include palliative care as part of their engage‐
ment with first nations communities on a continuum of care. There
are a number of different distinctions-based groups within this, so
we've had to look at how to work with all of them individually.
We've also had extremely informative discussions with represen‐
tatives of the Canadian Indigenous Nurses Association and the In‐
digenous Physicians Association of Canada, and these discussions
helped shape several of the activities described in the action plan.
We also heard from Inuit and Métis groups that we should start by
looking at what has already been heard from them, so we've done a
literature review on what they've already said around health care
and palliative care. We will now move forward with our discussions
with national indigenous organizations and representatives of urban
indigenous peoples to work on indigenous-led engagement for a
framework on palliative care.
Now, I cannot tell you exactly the time frame for that, because
this is something that will be worked on with the groups that will
be doing the engagement.
Mr. Don Davies: I want to pick up on a question from my col‐
leagues across the way. I think it was actually Ms. Jansen.
It seems almost counterintuitive. If palliative care services are
provided in hospital, they're paid for, but it's more expensive; if pal‐
liative care services are provided at home or in a community-based
setting, they're not paid for, but it's less expensive. It's as though we
set up our structure so that our public system is paying for the most
expensive delivery of service.
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Has Health Canada given any thought to that? I think the ques‐
tion was, should we be expanding our public payment so that we
can actually provide not only better services in the community, but
at lower cost?
Mr. Marcel Saulnier: That is central to the idea around the com‐
mon statement of principles with provinces. Whether it's home and
community care or mental health and addiction services, those are
both areas that are delivered in the community. They can be deliv‐
ered in a hospital setting, but much more expensively.
There is a broad consensus around the country to reorient and
redirect service delivery, where possible, to the community. Those
investments that were made, the $6 billion for home care and the $5
billion for mental health and addictions over 10 years, are very
much directed at increasing capacity at the community level to de‐
liver those services.
The Chair: Thank you, Mr. Davies.
Thank you all for being here. You've been a great panel. You're
the first panel of this study. How many panels we have is some‐
thing we are going to discuss in the next hour, but you guys are the
first. You've set us on our way. Thank you very much for your time.
With that, we will go in camera. We will resume in a few min‐
utes.
[Proceedings continue in camera]
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