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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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