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People & Communities

Policies

COUNTRY REPORTS

@ Canao

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

O00®

Strong national
and sub-national
presence of
palliative care
advocacy and
promoting
patient rights (as
a professional
association of

Palliative Care, i.e.).

In Canada, national advocacy for palliative careisled by the Pal-
liative Care Coalition of Canada, a group of over 30 national orga-
nizations, including patient rights groups and the Canadian Hos-
pice Palliative Care Association. Other key contributorsinclude
The Canadian Society of Palliative Care Physicians, Pallium Can-
ada, The Canadian Virtual Hospice, and Covenant Health Palli-
ative Institute (with the project Palliative Care Matters). At the
provincial and territorial levels, approximately 75% of provinc-
esand territories have organizations working on palliative care
advocacy. These efforts focus onimproving access to services and
ensuring palliative careis recognized as a healthcare priority:.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

00O

Thereis/are
national policies
orguidelineson
living wills and/
or onadvanced
directives but not
anational policy.

Canada has anationalinitiative on ACP, primarilyled by the
Canadian Hospice Palliative Care Association through the
“Speak Up” campaign, which provides extensive resources for
patients, the public, and healthcare professionals. Additionally,
Advance Directive Canada offers tools and information to assist
inunderstanding and developing ACPs. However, Canada’s fed-
eral system means that ACP policies and regulations fall under
provincial and territorial jurisdiction. Most provinces and terri-
tories have policies, guidelines, and initiatives that govern ACP
and substitute decision-making, though terminology varies.
Forinstance, somejurisdictions recognize Power of Attorney as
the highest level of substitute decision-making authority. If the
criterion focuses on national visibility and promotion, Canada
qualifies as Level 4. However, if it requires a single national gov-
ernment policy, it aligns more closely to alower level.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

O®00

Developed over 5
years ago.

O00®

The Indicators to
monitor and eval-
uate progress are
currently imple-
mented.

Canada hasa National Palliative Care Framework, devel-

oped following the Framework for Palliative Care in Canada
Act, which was passed by Parliament in 2017. The framework
itself was released in 2018, followed by a Health Canada Action
Planin 2019, which outlined a five-year strategy to address key
issues. However, very little progress has been made, and as cor-
rectlynoted, nothing has been actively evaluated or audited.
Akeyexample of thislack of implementation is the Office of
Palliative Care, which was recommended in the framework to
coordinate national efforts but was never established. While PC
policies fall under provincial and territorial jurisdictions, their
implementation remains highly variable. Some provinces have
dedicated PCpolicies and regulations, while others incorporate
PCwithin broader healthcare strategies. In terms of monitor-
ing and evaluation, there is a national quality-of-care process
thatincludes PC, but There are no measurable targets or indi-
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Policies

COUNTRY REPORTS

@ Canada

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

catorsinthenational plan and no specificindicators have been
activelyimplemented or consistently updated. Only examples
examples of what provinces and regions can do to address pri-
orities are given.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

PCisnot explicitly recognized as an essential service under

the Canada Health Act, which defines the core services that
provinces must fund as part of healthcare delivery. This omission
means that PCis not mandated federally for UHC, allowing
provinces to decide whether or not to fund it, resulting in wide
disparitiesin access and quality across the country. The 2017
Palliative Care Actled to the development of the National
Palliative Care Framework (2018), updated in 2023, but this did
not change PC’s status under the Canada Health Act. National
PCorganizations have been advocating for decades to have PC
formally recognized as an essential service, but this has not yet
been achieved. Given thisreality, the fact that PCisnot included
inthe national UHC framework remains a major challenge for
equitableaccess.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereisno

authority defined.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

Canada does not have a dedicated national “Office for Pallia-
tive Care”, despite the 2017 Framework for Palliative Care Act
mandatingits establishment to coordinate the implementation
of the framework and action plan. A comprehensive search of
official Canadian government websites has found no evidence.
While Health Canada has some personnel covering PC, their
roleis primarily administrative, focusing on reporting require-
ments rather than actively overseeing or developing PC poli-
cies. Thereisno systematic national monitoring of PC, and no
structured federal oversight body to ensure consistency across
provinces and territories. Although the government of Cana-
dahasestablished frameworks and action plans toimprove PC,
and Health Canada has responsibilities in this area with arole
of coordination or supervision, but there is no national office
exclusively dedicated to PC. PC governance falls under provin-
cial Ministries of Health, but there is no uniform national struc-
ture. Some provinces have designated PCleads, while others do
not—largely due to PCnot being recognized as an essential ser-
vice under the Canada Health Act. Anational secretariat for PC
existed in the early 2000s, but was eliminated over 12 years ago.
Since then, development haslacked centralized coordination.
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Medicines

COUNTRY REPORTS

@ Canao

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

O00®

Atleastone
national confer-
ence specifically
dedicated to pal-
liative care every
3years - At least
one national con-
ference specifi-
cally dedicated
to palliative care
every 3years.

Canada has multiple national scientific meetings and confer-
ences specifically dedicated to PC: the Canadian Society of Pal-
liative Medicine (CSPM) holds an annual national conference,
the Canadian Hospice Palliative Care Association (CHPCA) also
organizes an annual conference, the Montreal International
Congress on PC takes place every two years. Additional provin-
cial conferences and meetings occur regularly, such asthe ALP
and CHPCO conferences

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

O00®

Denotesan
extensive num-
ber of articles
published onthe
subject.

Canada hasastrong presencein PCresearch, with high-profile
researchersand anational group dedicated toadvancing the
field. Akeyinitiative is the Pan-Canadian Palliative Care Research
Collaborative (PCPCRC), anetwork of over 100 members, includ-
ing researchers, healthcare providers, policy stakeholders,
trainees, and patient-caregiver partners. The PCPCRC aims to
improve clinical practice, service delivery, and data standardiza-
tion through collaborative research. In 2021, it received funding
from Health Canada’s Health Care Policy and Strategies Program,
supporting 14 projects on new therapies, innovative models, and
strengthening national research infrastructure.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average
consumption
of opioids.

S-DDD PER MILLION INHAB /DAY

COUNTRY VS REGION

AVERAGE CONSUMPTION
IN THEREGION CANADA
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Medicines

COUNTRY REPORTS

@ Canao

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

O00®

Very good:
Between 70% to
100%.

O00®

Very good:
Between 70% to
100%.

In both urban and rural primary care facilities, people have
access topain and PC medications aslisted inthe WHO Mod-

el List of Essential Medicines. However, while medications are
availablein acute care settings (funded by health authorities),
outpatient prescription drugs are not as readily accessible and
often come at a cost to the patient. Additionally, injectable medi-
cations areless available for home-based care, which may lim-
it effective symptom management for patients receiving PC
outside of hospitals. Importantly, Northern Territories, many
rural areas, health facilities in prisons, and particularly First
Nations, Inuit communities and Metis, lack access to these med-
ications. Many essential medications are either unavailable or
not covered by health plans. Furthermore, outside hospital set-
tings, many drug plans do not cover these medications unless
apatient qualifies for palliative coverage, which s typically
restricted to thelast six months oflife.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

O00®

Very good:
Between 70% to
100%.

O00®

Very good:
Between 70% to
100%.

In Canada, the availability of immediate-release oral morphine
in primary care settingsis generally high. There have been
instances of medication shortages, such as a national short-
age ofliquid hydromorphone a few years ago. To address these
issues, a governmental committee actively monitors and devel-
ops strategies to minimize such disruptions. Moreover, while
opioids are generally available through pharmacies across the
country, accessin very rural and remote regions, particularly in
Northern Canada, can belimited. In these areas, major barriers
exist to accessing opioids, affecting the consistency of PC ser-
vices.
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Education & Training

COUNTRY REPORTS

@ Canao

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

12/18

17/18

N/A

N/A

1))
1))

In Canada, approximately 12 out of 18 medical schools (67%)
include some form of compulsory PC education at the under-
graduatelevel, while 17 out 0f 18 (94%) offer it as an optional sub-
ject. However, in some cases, PC education is provided by fam-
ily doctorsrather than PC specialists. However, when focusing
onclinical rotations, asanalyzed by Gagnon et al. (CMAJ Open,
2020), the numbers are lower. Only 2 out of 17 schools had man-
datory PC clinical rotations, 13 offered them as optional,and 2
did not offer them at all. In 2015/16, only 29.7% of medical stu-
dents completed a clinical rotation in PC, though this marked
animprovement from2011/12 (13.6%). A major component of
PCeducationisresidency medical training, which varies sig-
nificantly across universities. According to Gagnon, around 58%
of family medicine residents completed PC rotations between
2007 and 2017. Participation rates were 64% in geriatrics and
psychiatry, 34% in anesthesiology, 31% in internal medicine, and
28% in neurology.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

O00®

Palliative medi-
cineis aspeciali-

ty or subspeciality
(another denom-
ination equiva-
lent) recognized by
competent national
authorities.

Palliative Medicine is officially recognized as a subspecial-

ty by the Royal College of Physicians and Surgeons of Canada
(RCPSC) for both adult and pediatric care, and acknowledged
bynational and provincial regulatory bodies. There are two
training routes: A two-year Royal College Subspecialty program
leading to certification. A one-year Enhanced Skills program
from the College of Family Physicians of Canada (CFPC), offer-
ing specialized training but not at the subspecialty level.

While all provinces recognize the Royal College credential, only
some accept the CFPC Certificate of Added Competence (CAC)
in Palliative Care. The Canadian Society of Palliative Medicine
(CSPM) recommends minimum credentialing of either Royal
College certification or CFPC CAC(PC). However, no mandatory
credentials are required to practice asa PC specialist, so many
clinicianslack formal training. The CSPM has also developed
National Quality Standards for PC, to be released in spring 2025,
which state that specialists must hold Royal College certifica-
tion.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Canao

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are available in
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O0EO

Generalized provi-
sion: Exists in many
parts of the country
but with some gaps.

00RO

Inagrowing num-
ber of private hos-
pitals.

00RO

Foundin many
parts of the country.

O®00

Adhoc/insome
parts of the coun-

try.

Canada has a generalized but uneven provision of specialized
PCservices, with significant regional disparities. The system s
classified as Level 3 (Established)—available in many parts of
the countrybut with gaps, especiallyin rural and remote areas.
Hospitals: PC teams and units are present in a growing number
of hospitals, though access varies by region. Free-standing hos-
pices: Mainlyin urban areas. Alberta has sufficient beds, while
Ontario and others are underserved. No hospices exist inthe
Territories. Home care teams: Availability varies widely; access
declines outside major urban centers. Many rural or remote
areaslack any form of homecare. There is no national or provin-
cial registry of PC programs, complicating national-level ser-
vice quantification. Some regional health divisions have their
own registries. Canadalacks a unified national definition of
“Specialist PC” regarding physician remuneration. Family Med-
icine-trained PC physicians are usually paid at generalist rates,
while those with other specialties are paid accordingly—even
when performing the same PC work.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE CANADA
IN THE REGION
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MINIMUM RATE MAXIMUM RATE
IN THE REGION IN THE REGION

€ SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

O®00

Isolated provision:
palliative care spe-
cialized services or
teams for children
exist butonlyin
some geographic
areas.

N/A

PPC
TEAMS

Although some major Canadian cities have well-established
pediatric PC programs, nationwide access remains limited
and uneven. Services are concentrated in urban centers,

with virtual teams supporting remote areas, but equitable
coverageisnot yet achieved. Specialized programs operate in
Vancouver, Edmonton, Calgary, London, Hamilton, Toronto,
Ottawa, Montreal, and Halifax. Outside these hubs, access is
scarce, and fewer than 18% of children needing PC actually
receiveit. Many regions rely mainly on virtual teams, such as
the UBC Vancouver service, which provides on-call support
across British Columbia and Yukon. Pediatric hospices are
alsorare, with only five nationwide: Canuck Place (Vancouver),
Rotary Flames House (Calgary), Emily’s House (Toronto), Roger
Neilson Hospice (Ottawa), and Le Phare (Montreal).
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