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* Primary Care 
Provider/ 

care team assesses 
patient and family needs 

with identified
lead

Most Responsible Primary Care Provider/ Care team provides general care, info and 
linkages to resources, including: 

Discusses goals of care
Education on patient and family self-management strategies
Creates and implements care plan
Advance Care Planning discussions
Discussion of services available and refers as appropriate to Community Hospice, 
Hospice Volunteer Visiting, Residential Hospice, CSS, Advance Chronic Disease, 
Share the Care Program, Spiritual Care, LTCH (respite) etc.
Palliative Pain and Symptom Management Consultant Program
CAPCE trained nurses

Monthly rounds by multi-
professional  team 

regardless of care setting 
regularly screens patient, 
family and caregiver for 
needs and follow-ups as 

required

Advance Care Planning Screen

Patient 
Identified 

Here

Most Responsible 
Primary Care Provider/ 

Care team have 
Advance Care Planning 

Discussions with 
patient and family Does 

patient require 
additional supports? (i.e. 
are we seeing frequent 

ED visits/ recent 
Hospitalization)

Discharge from 
Hospital requiring 

additional supports

Complete 
Referral 

Form

Update Care plan as 
required and deliver 

care

Triage by 
Intake

Can
Primary care 

provider provide 
care within their 
level of comfort, 

expertise and 
competency?

Consult as required 
with secondary level 

supports (i.e. 
Palliative MD or NP)

Core team assigned with 
additional supports: 

CC, primary nurse
Works with MRP
Joint visit with assessment 
completed and shared with 
team
Community Hospice/ 
Hospice Volunteer Visiting
Residential Hospice
Bereavement support for 
anticipatory grief

Additional Team members 
assigned based on patient need

Consultation with 
secondary level 

supports (i.e. Palliative 
NP, PPSMCP, HPC NP) 

as required

Team updates care plan 
with Patient/ family and 

delivers care

The primary care provider/ team regularly 
screens patient, family and caregiver for 

needs and follow-ups as required

Yes

Advance Care 
Planning Screen

Discharge 
from 

Hospital 
requiring 
additional 
supports

Primary team reviews 
and discuss goals of 
care with patient/ 

family/ SDM

Screen and Assess Follow-up and Continue 
Screening

Complete 
Centralized 
intake and 

Referral 
Form for 

end of life 
supports

Triage 
by 

intake

Can
Primary care provider 

provide care within 
their level of comfort, 

expertise and 
competency?

Connect to 
secondary 

level 
supports as 

needed

Provide 
support and 
education to 

increase 
comfort

Core team assigned:
CC, Primary CAPCE 
Nurse, PSW, HPC NP, 
hospice volunteer & 
bereavement/ 
anticipatory grief 
support

Additional team members as 
required:
+/- : social worker, PPSMCP, 
other allied health (ie. OT, 
PT, dietary, NP), community 
service supports, Residential 
Hospice, Spiritual Care

Implement 
Symptom 

Response Kit, 
EDITH, 

bereavement 
and other 

supports as 
required

Last days 
of life 

requiring 
change in 

destination? 
(patient 
choice)

Coordinated 
Access 

Centralized 
Bed 

Placement 
Registry if 

unable to be 
cared for at 

home or 
different 
place of 

preference

Death in 
place of 

Preference

Bereavement 
Supports 

continued or 
triggered if 
not in place

Assess, Plan, Manage and Follow-up

No

No

Yes

Bi-weekly 
regular 

client/ family 
care 

conferences

Most Responsible Primary Care 
Provider/ Care team provides general 
care, including: 

Discusses goals of care 
Education on self-management 
strategies
Creates and implements care plan
Advance Care Planning discussions
PPSMCP
Discussion of Referral to 
Community Hospice/ Hospice 
Volunteer Visiting, bereavement 
support and anticipatory grief, 
Residential Hospice, Spiritual Care, 
LTCH (respite)
CAPCE trained nurses

Plan and Manage

Patient 
Identified 

Here

Yes

No

Most Responsible Primary 
Care Provider/ Care team 

identifies patient with 
progressive life-limiting 

illness that would benefit 
from a hospice palliative care 

approach (use surprise 
question)

Match with most 
appropriate 

navigator support

ActEarly Identification Plan and Manage

Is patient still 
stable?

PPS: Palliative Performance 
Scale
CC: CCAC Care Coordinator 
NP: CCAC Nurse Practitioner
EDITH: Expected Death in the 
Home
PPSMCP: Palliative Pain and 
Symptom Management 
Consultant Program
SDM: Substitute Decision 
Maker

*typically PPS >70%
** typically PPS 40-60%
*** typically PPS 30% or less

Yes

No

Weekly 
rounds by 

multi-
professional  

team 
regardless 

of care 
setting

Most Responsible Primary Care Provider/ 
Care team provides general care, including: 

Discusses goals of care 
Education on self-management 
strategies
Creates and implements care plan
Advance Care Planning discussions
PPSMCP
Discussion of Referral to Community 
Hospice/ Hospice Volunteer Visiting, 
bereavement support and 
anticipatory grief, Residential Hospice, 
Spiritual Care, LTCH (respite)
CAPCE trained nurses

Plan and Manage

Yes

Hospice 
connect to 
family after 

death

Hospice 
bereavement 
may continue 

for up to 1 year



Assumptions:

1. 24/7 Hospice Palliative Care supports will be available in every care 
setting. (Definition of HPC supports: )

2. Patients are supported to the extent and ability of engagement they 
chose and consent to.

3. The map is patient/person/family driven, not provider driven

4. Assume client journey starts in whatever care setting they’re in 
(hospital, home, retirement home, LTCH etc.)

5. The ‘team’ will change based on context

6. Goal to early identify all patients but recognize that patients may have 
acute illness or aggressive disease diagnosis at any point and in that 
case the palliative journey starts there.
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