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Canadian population mortality data reveal a significantly reduced proportion of deaths occurring in hospitals after 1994. Hospital
deaths peaked at 80.5% in 1994, after a longstanding hospitalization-of-death trend in Canada. A decline in hospital-based death and
dying has also occurred in some other countries. As the place of death can have multiple significant direct and indirect impacts on
dying individuals, their families, and health services utilization and costs, it is important to understand factors for an out-of-hospital
shift. An integrative review of Canadian print literature from 1995 was undertaken to identify these factors, with three themes
emerging: (1) changes in health care and health system reforms after 1994 reduced both the availability and desirability of hospital-
based care, (2) sociodemographic developments including aging of the population, increased multiculturalism, and diversity in
accepted end-of-life care practices shifted place preferences, and (3) advances in palliative and end-of-life care, including a palliative
care expansion out of hospital, supported nonhospital death, and dying processes. The period following 1994 was thus a time of
major transformation during which the place of death and dying underwent important changes that supported and promoted a

transition from hospital-based end-of-life care.

1. Introduction

The 1966 Medical Care Act and 1984 Canada Health Act
are widely credited for shaping Canada’s health system into
a publicly funded universal system designed so that all
Canadian citizens have access to medically necessary health
care services. However, this system has been extensively
oriented to hospital-based care, in part because no hospital
user fees are allowed. Terminally ill people can be high
users of hospitals as they often have significant health
problems, and their symptoms and the overall burden of
illness typically increase as death approaches [1, 2]. Not
surprisingly, an increase in hospital-based death and dying
occurred over much of the twentieth century in Canada as
hospitals grew both in number and size, and also as their
ability to successfully treat illnesses increased [2, 3]. However,
1994-2004 Canadian population mortality data demonstrate
a substantial shift after 1994 of location of death and thus also

dying and end-of-life care out of hospital; in 2004 just over
60% of all deaths in Canada were recorded as having taken
place in hospital as compared to 80.5% in 1994 [3, 4]. More
recent mortality data reveal a rate of 66% [5]. The place where
death and dying occurs can have multiple significant direct
and indirect impacts on dying individuals, their families and
health services utilization and costs, and so it is important
to understand the influences or factors for this unexpected
out-of-hospital shift. The identification of factors related to
this out-of-hospital shift could be helpful for health services
planning in Canada and other countries where this same out-
of-hospital shift is desired or already occurring [1, 6, 7].

2. Materials and Methods

An integrative literature review was undertaken to under-
stand why the out-of-hospital shift of death and thus also
dying and end-stage end-of-life care occurred in Canada



after 1994. This is an appropriate method for data collection
because to rely only on purely numerical databases would
not provide a definitive and comprehensive answer. An
alternative strategy would be to interview health care or
other experts but their opinions are unlikely to identify all
factors initiating and continuing this shift out of hospital. A
previous literature review was successful at identifying many
diverse influences for the hospitalization of death and dying
in Canada until 1994 [2].

Integrative and systematic literature reviews are designed
to carefully search for print information on specific questions
and then examine the collected body of information to
determine what evidence exists and if information gaps are
present. In contrast to Cochrane-style systematic reviews
that focus on randomized control trials and experimental
research reports and other systematic reviews which similarly
employ an exhaustive search for research literature and
then an exclusion of a substantial proportion of articles
because of methodological quality and other issues, integra-
tive reviews involve gathering a wider range of print infor-
mation and retaining both peer-review and nonpeer-review
articles because the focus of inquiry is on complex events and
multifactorial processes [8]. Our search was conducted using
a wide range of Canadian English-language print information
to identify factors or influences contributing to the shift of
death and dying out of Canadian hospitals after 1994. Indexes
of many Canadian scholarly print and online journals which
are not restricted to association members, one key long-
standing national magazine, and a Canadian-based palliative
care journal 1995-2012 were first searched (Table 1). These
sources contain research investigation reports, book reviews,
nonresearch and expert opinion reports, and additional
written works about timely and important topics of interest
or concern to Canadian authors, journal/magazine editors,
reviewers, and readers. These documents were therefore
expected to reveal key factors of influences for the shift of
death and dying out of hospital.

As the indexes were reviewed, articles were flagged that
possibly indicated an event, development, or process that
could have a direct or potential impact on the location of
death, and/or on terminally ill or dying individuals, their
families and/or other informal or formal caregivers, hospitals,
and/or the health system as a whole. More specifically, any
event, development, or process including social or societal,
health care, health system, and palliative care that could
potentially impact end-of-life care, dying and the location of
death, or location of end-of-life care were sought. Flagged
articles had their abstract read and then (if still deemed to
be relevant) full-text articles were read to determine potential
relevance. The authors of the retained articles (if a Canadian
address for them was provided) and the references listed in
the retained articles were also reviewed to identify additional
articles that could more directly or clearly exemplify the
identified factor or influence. During this search, influences
or factors that would impact only a few people or only one
region of Canada were not selected as the shift out of hospital
was pan-Canadian.

Research ethics approval was not required for this project.
A list of Canadian journals and other Canadian information
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TABLE 1: Primary Canadian print information sources.

Additional Canadian print

Canadian scholarly journals
sources

Canadian Information for

Canadian Bar Review Health Information (CIHI)

Canadian Gerontological Collection Federal Government

Canadian Issues Health Canada
. .. . Health
Canadian Journal of Administrative cath .
. Ministries/Departments in
Sciences
Canada

Canadian Journal on Aging Journal of Palliative Care

Canadian Journal of Behavioural

. McLean’s Magazine
Science

Public Health Agency of

Canadian Journal of Economics
Canada

Canadian Journal of Experimental

Psychology B Statistics Canada
Canadian Journal of Geriatrics

Canadian Journal of Infectious
Diseases

Canadian Journal of Law and Society

Canadian Journal of Nursing
Administration

Canadian Journal of Nursing
Leadership

Canadian Journal of Nursing Research
Canadian Journal of Philosophy

Canadian Journal of Policy Research
(ISUMA)

Canadian Journal of Political Science
Canadian Journal of Public Health
Canadian Journal of Sociology
Canadian Medical Association Journal
Canadian Nurse Journal

Canadian Psychology

Canadian Public Policy

sources was developed with the assistance of a University of
Alberta librarian. This list was divided among team members
and each team member reviewed the 1995 to 2012 indexes.
Each reviewer summarized the findings of selected articles
in a table, with the first author then reviewing each of
these tables to note common or key findings within and
across the tables. These findings were coded, categorized,
and then thematically grouped in keeping with common
qualitative data analysis techniques. The team as a whole
then reviewed and agreed upon the grouped and labelled
findings, and the first author drafted a report. The team
subsequently reviewed, updated, and eventually approved the
final report. This dual process of independent and then group
assessment of findings and the analysis of findings augment
the trustworthiness of this information development process.
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3. Results and Discussion

Three themes among the findings emerged during this
literature review: (1) changes in health care and health
system reforms after 1994 reduced both the availability and
desirability of hospital-based care, (2) sociodemographic
developments including aging of the population, increased
multiculturalism, and diversity in accepted end-of-life care
practices shifted place preferences, and (3) advances in
palliative and end-of-life care, including a palliative care
expansion out of hospital, supported nonhospital death, and
dying processes.

3.1. Changes in Health Care and Health System Reforms
after 1994. Health care advancements and health system
changes after 1994 supported home-based end-of-life care
and reduced the necessity of using hospitals for high quality
and accessible end-of-life care.

3.1.1. Health Care Changes. Many new diagnostic tests such
as MRI machines, medications, investigative and treatment
technologies and surgical techniques became available and
were adopted for widespread use after 1994 [9]. These tech-
nologies enabled more accurate and earlier diagnoses and
improved the capacity to cure or manage acute, chronic, and
terminal illnesses [10]. These developments helped make it
easier to determine when an illness was terminal or nearing
an end stage, thus supporting the shift in care focus from
active treatment to palliative or comfort-oriented care. Some
new technologies (such as MRI machines) were extremely
expensive and these new technologies were understandably
only purchased for larger urban hospitals [10]. For rural
and small town Canadians, travelling for health care services
increased because these new and expensive health care tech-
nologies were situated in urban hospitals and the specialists
there were also increasingly consulted for complex cases [11].

Health care research also proliferated after 1994 [12],
causing increased health care specialization and referrals
to medical specialists including palliative care specialists
[13]. Evidence-based practice became more normative for
health care professionals, health care decision makers, and
policy makers [14]; and the widely adopted criteria that all
health care practices (old and new) should be evidence-based
spurred a major examination of health care services and
practices [15, 16]. Some research caused the discontinuation
of useless or harmful practices and the adoption of more
successful and effective practices that could often be less
costly [9]. Research also increased survival rates including
those of cancer patients, and cancer began to be considered a
chronic illness in many cases [17].

The evidence-based movement supported what had
already become an established practice in Canada of with-
drawing and withholding life supporting treatments when
they were not appropriate for the patient [I18]. A Jjoint
Statement on Resuscitative Interventions was approved in 1995
by four national health care associations and released widely
to indicate that futile treatment including cardiopulmonary
resuscitation was not appropriate care for terminally ill and

dying persons [18]. Evidence increasingly indicated areas
where little or no benefit from treatment and the potential for
harm and increased or prolonged suffering would occur [19].
A topic that began to be openly discussed was the certainty or
eventuality of death for some people, including seriously ill
children and very old adults [20, 21]. The 1993 Sue Rodrigues
Supreme Court decision to not allow assisted suicide and
then her apparent euthanasia in 1994 had a major impact
on raising public attention to assisted suicide or euthanasia
as potentially legitimate requests of dying persons [19, 22].
This Supreme Court case also led to two Senate Committee
inquiries and reports, the first in 1995 endorsing palliative
care so that no dying person would feel a need to ask for
hastened death to end their suffering [23] and the second
which endorsed the expansion of palliative care into the
community [24].

Health care knowledge and technology advances that fol-
lowed 1994 also permitted a rapid and substantial shift from
inpatient hospital-based care to ambulatory or outpatient-
based care [25, 26]. A much smaller proportion of health care
procedures continued to require ongoing inpatient-based
hospital care [27, 28]. Home ventilation for people who could
not breathe on their own, for example, was considered both
possible and common by 2002 [29]. People living with cancer
and older people were also impacted by this ambulatory care
shift, as they began to incur same-day travel to and from
hospitals or clinics to see specialists, have diagnostic tests,
receive the results of diagnostic tests and/or hear a prognosis,
and then receive outpatient treatments. Travelling for health
care services could also involve multiple daily trips, such as
for intravenous antibiotic therapy requiring dosing every 6-
12 hours for a week or more. Travelling could also involve
multiple hospitals or clinics over the course of an illness. This
ambulatory or outpatient shift increased the travelling time
and private costs of accessing health care services; with each
examination, diagnostic test, and treatment over the course
of an illness involving day trips to the same care facilities or
to widely varying care venues and locations over the course
of an illness or treatment regimen [27].

Terminally ill and dying people were not exempt from
this ambulatory health care services development, and with
this new travelling burden potentially contributing to active
or passive decisions to remain at home. From 1994 to
2000, for instance, a declining proportion of cancer deaths
occurred in Canadian hospitals [30]. Cancer has long been
associated with significant pain levels and difficult-to-manage
symptoms, with the reduction in hospital cancer deaths thus
a major indication of the increasing ability to better manage
the care of terminally ill or dying people at home but also the
problem that travelling for ambulatory health care services is
especially impactful on terminally ill and dying persons. The
many health care developments and changes that occurred
after 1994 thus were considered to have both directly and
indirectly impacted terminally ill and dying persons, with a
net effect of helping to shift death and dying out of hospitals.
These health care developments and changes also impacted
the organization and operation of the Canadian health
system with implications then for the location of death and
dying.



3.1.2. Health System Reforms. After 1994, health care devel-
opments, specialization, the centralization of health care
services in larger urban communities, and the shift to
ambulatory care rapidly and substantially changed where
and how most health care services were provided. These
changes, along with economic or fiscal pressures, necessitated
health system reforms within Canada. Hospital outpatient
clinics and day surgery departments expanded, so that most
surgeries and diagnostic tests could be provided without an
overnight or extended admission to an inpatient hospital
bed [25, 26]. Community care clinics where outpatients
could be cared for by individuals or teams of health care
providers [31] and private ambulatory care clinics opened
up in the mid to late 1990s across Canada since many
tests and treatments could now be done outside of hospital
[32]. These health care advances also shortened hospital
stays, and with some patients discharged while still needing
skilled nursing or supportive care [27, 33, 34]. A considerable
proportion of hospital-based health care was thus shifted to
the patient’s home or nursing home [27, 28]. Home telehealth
services were initiated and home care services expanded to
accommodate and support the shift of patient care out of
hospital [35-39].

Informal caregiver burden began to be researched exten-
sively, in part because inpatient hospital beds and services
were less available to provide rehabilitative, respite, subacute,
palliative, and supportive care [27]. The wide range and extent
of informal care in the home by the children and spouses
of older persons, including those suffering from dementia,
began to be realized [40, 41]. The federal government enacted
the Compassionate Care Act in January 2004 to support those
who wanted to take time off work to provide care for a dying
family member [42]. Advance directive legislation was also
developed in every province by 2000 to support and honor
personal preferences in the form of a living will or advanced
directive for withholding or withdrawing life support
(43, 44].

The increased prevalence of chronic or incurable illnesses
compared to acute curable or treatable illnesses also became
more clearly evident in the years after 1994 [45]. Nurse
practitioner programs were developed in part to meet the
care needs of chronically ill persons [46-48]. Wellness and
health promotion also became increasingly important for
preventing chronic illnesses and slowing their progression,
with multidisciplinary primary care clinics emerging to
address the multiple needs of chronically ill and terminally ill
persons [34,48-52]. These developments in care were accom-
panied by developments in the health system to support
home-based terminal illness care, as more persons began to
indicate a preference to die at home [53-56]. The public also
took advantage of the rapid increase in health information
shared over the Internet, with the public becoming less
dependent on health care professionals for information about
illnesses, health care services, and health care utility or futility
[57].

Three additional major developments after 1994 also had a
substantial impact on the Canadian health system as a whole:
(a) an economic recession in the 1990s which led to significant
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and sustained hospital downsizing despite population growth
and aging, (b) nurse shortages, and (c) increased public
concern over and criticism about the health system. The 1990s
recession occurred at the same time that many new diagnostic
tests, medications (some now advertized for the first time on
television to raise consumer demand and thus utilization),
and surgical and nonsurgical techniques were raising public
expectations of health care services and the health system
despite the cost-reduction measures that were being initi-
ated by Canadian governments [32, 58]. Every provincial,
territorial, and federal Canadian government took steps in
the mid 1990s to address the growing imbalance between
government revenue and spending [58]. Public debt had
accumulated, with health system financing a major concern
for all Canadian governments [59, 60]. Continually rising
health system costs were anticipated because of inflation, a
growing and aging population, the need to finance new and
often expensive health care technologies, the cost of caring
for people with long term chronic illnesses, and the cost of
changing an inpatient system to one emphasizing outpatient
or ambulatory care services.

In response to these fiscal and other pressures, hospital
downsizing was common across Canada; with some hospitals
closed and most others sustaining a loss of inpatient beds in
the mid to late 1990s [61-64]. Although some provinces such
as Alberta closed up to 50% of their acute care hospital beds
by 1997, across Canada 25% of all acute care inpatient hospital
beds were closed by 2000 [65, 66]. This grand scale of hospital
downsizing meant the remaining hospital beds and hospital
emergency departments would often be at overcapacity. The
media response to full hospitals and emergency departments
and the administrative and practical problems associated
with them were important for leading initiatives to ensure
that more deaths occurred at home or in nursing homes
[67]. Regionalization within provincial health systems was
also common across Canada in the mid to late 1990s, with
regional boards as governing bodies initiating many health
system changes aimed at reducing costs while also trying to
improve quality and access to health care services [13].

Health care cost savings were usually achieved with
hospital downsizing through nursing workforce reductions,
and also reductions in hospital cleaning, maintenance, and
supplies or services staft [68]. In the 1990s, nurses and other
workers who were laid off often moved out of country or into
different types of work [69]. These human resource losses
as well as the aging of the health workforce contributed to
a shortage of nurses, a problem that became apparent as
surgeries were cancelled and wait lists and wait times for
health care services increased [10, 70, 71]. Wait list and wait
time issues began to be commonly reported in the media,
with public concern over health services accessibility quickly
growing during the 1990s and remaining high thereafter
(10, 72-74].

Wait lists and wait times also became a focus of consid-
erable government attention, with the federal and provincial
governments planning an Accord over the 2002-04 years to
reduce wait times and wait lists, and with a 2004-14 Wait Time
Reduction Fund set up to target key access delays, including
the longer than optimal wait for palliative radiation [10, 70].
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The Accord and Fund initiatives followed the release of the
National Forum on Health report in 1997 [75], which from
1994 to 1997 had deliberated over ways to improve the health
system and the health of Canadians by focusing on long-term
trends and systemic issues [76]. Community-based care and
evidence-based practice were among the Forum’s key recom-
mendations [76]. Following this, the Romanow Commission’s
[77] cross-Canada investigative work culminated in a 2002
report that made numerous recommendations for health
system improvements. The Standing Senate Committee on
Social Affairs, Science and Technology (Kirby) Report [78]
was also released in 2002, which similarly highlighted health
system issues and remedies [79].

Public concern about the health system and health ser-
vices quality began to appear after 1994, in part because of
the nursing shortage but also because of the shift of registered
nurse responsibilities to paraprofessional or nonprofessional
workers, another cost-reduction measure [68, 77, 80]. Widely
noted research reports, ones that highlighted the common-
ality of medical mistakes or health care errors in Canadian
hospitals, helped raise public concern over Canadian health
system quality [80, 81]. The public was directly alerted by
stories in major magazines and other media to the issue that
health care in hospital could be problematic [82]. The 2002-03
SARS pandemic also emphasized to the public that even the
most advanced or high-technology health care in large urban
hospitals could not save all afflicted people or even save the
nurses and physicians providing care there [83]. These public
concerns are thought to have led to considerable growth in
the use of natural or alternative health care products and
services, sometimes in conjunction with standard Western
health care services and sometimes as a replacement [84-86].

The period following 1994 could therefore be described as
a troubled historical phase for the Canadian health system.
This was clearly a time of considerable system change in
keeping with many health care and other developments that
served in part to move health care out of inpatient hospital
beds. System change was also a result of reduced public access
to health care services, health care quality concerns, and other
issues that became evident and were the focus of much public
and other attention.

3.2. Sociodemographic Developments. Many important socio-
demographic developments after 1994 also occurred, and
these developments helped to shift death and dying out of
hospital. Chief among these developments was population
aging, along with a large and growing proportion of the public
who were now living with serious long term and usually
progressive chronic illnesses [32, 87]. Both population devel-
opments were widely noted by researchers and governments
across Canada, as well as the public [3, 4, 76, 77, 79]. It also
became evident that the people who died were often older
and/or had suffered from one or more incurable illnesses
and thus advanced life supporting or aggressive treatment-
oriented care was not considered valid or appropriate for
them [13]. Available life supports were also not desired now
by some afflicted persons, even when one or more might
be valid or appropriate for them. Death took place more

often in locations other than the hospital as a consequence of
wanting to avoid the life supporting technologies that existed
in hospital [45].

Death began to be increasingly seen as an event that
occurs as expected or as anticipated in advanced old age or
an advanced incurable illness state [21, 88]. The implications
of what had been considered the medicalization of common
and normal life events such as childbirth and death also
began to be discussed, with hospitals and the increasingly
advanced life supporting technologies in them viewed more
often as optional [88]. The advance directive movement
with legislation to formalize living wills or advance direc-
tives was in some part driven by terminally ill people
who did not want life supports used to prolong their lives
[43, 44].

Population aging also meant that death usually occurred
after age 64 and typically much later, with children in mid-
life then placed in a position where they could be caring
for chronically ill, terminally ill, and/or dying parents for
short or substantial periods of time [4]. After 1994, death
was often identified as typically involving older persons who
often had had 3 or 4 children and some also had a spouse
and adult grandchildren, all of whom could be potential
informal caregivers [87, 89]. The traditional socially or family
defined duty for family members to provide care for ill
and dying family members was clearly evident again [90,
91]. Nontraditional families also became more evident, with
caregiving by nontraditional partners and other persons also
realized for the first time [92-95]. Research studies began to
illustrate the types and hours of in-home care provided by
one or more family members and friends [96]. Additional
support by family members, often male ones, consisted of
providing finances for home maintenance and to purchase
in-home care supplies and medications [97]. This “informal”
support could also take the form of providing transport
so that the afflicted person could access ambulatory health
care services. Low income families of dying persons such
as new immigrant groups, rural residents, and First Nations
groups could lack the funds however to permit travel to
urban hospitals and other places for ambulatory or even
inpatient health care services, thus making home deaths more
likely for them [98-101]. A rural perspective of the “good
death” also emerged, one that emphasized the importance
of death and dying at home or in the home community
[56].

Another development after 1994 was increased mul-
ticulturalism, with more nontraditional immigrants such
as those from Asia coming to Canada and then tending
to settle together in larger cities [102-106]. Much more
socially accepted cultural diversity, including awareness of
First Nation cultural diversity, occurred [107-111]. Multi-
culturalism and internationalization were furthered by the
globalization of trade, markets, products, and also public
viewpoints on major matters [112, 113]. At the same time,
increased interest in personal autonomy or choice became
evident [32, 114]. This development was felt to be a natural
consequence of the maturation of the human rights move-
ment that followed the 1982 passage in Canada of the Charter
of Rights and Freedoms [115]. The considerable impact of



the Internet for information sharing about diverse require-
ments or options for death and dying also began to be
understood [85, 116, 117]. Rising concern about natural deaths
and good deaths, futile treatments and overtreatment in
hospital, and care by strangers in hospital helped to raise
the desire for home deaths among dying persons and their
families, with palliative care professionals understanding and
supporting this desire [56].

The large extent and widespread impact of long-term or
chronic and incurable illnesses also became more evident in
the years after 1994, with much of the ongoing care associated
with chronic illnesses accomplished in the home and often
primarily by family caregivers [46-48, 118]. Chronic illnesses
were more common with aging, and population aging thus
not only meant an increase in persons of retirement age,
but also an increase in chronically ill older persons with
supportive care needs from such nonurgent health care needs
as advanced old age frailty, dementia, and other chronic
diseases such as diabetes [32].

Although population aging was widely known to be
occurring across Canada, nursing home expansion was min-
imal [119]. Instead, assisted-living facilities began to be built
[119]. In cases where a person’s care needs were extensive and
nursing home care was required, nursing home entry was
often delayed because of bed shortages until the person was
near death [120]. Deaths occurring in nursing homes, assisted
living and other rehabilitation care facilities or at home
were a natural consequence of this delay. Nonhospital deaths
were also increasingly occurring because advance directives
or advance care planning was prohibiting life support in
hospital. Full hospitals and crowded emergency departments
served to prohibit transfer there from nursing homes and
other care facilities, and this knowledge also impacted the
care relocation decisions made by home-based dying persons
and their families. Thus many important socio-demographic
developments after 1994 were important for helping to shift
death and dying out of hospital.

3.3. Palliative and End-of-Life Care Advancements. Following
1994, specialist palliative care advancements and equally
important basic end-of-life care developments were common.
Although specialist palliative care had become established as
a service in most large Canadian hospitals by 1994 through
in-hospital palliative care units and/or palliative care teams,
the palliative care developments that occurred after 1994
were important for helping to shift death, dying and end-
of-life care out of hospital [13]. Chief among these was the
expansion of palliative care programs from larger hospitals to
smaller regional areas or to province-wide services that per-
mitted hospital discharge through facilitating home-based or
nursing home-based end-of-life care and death [13, 121, 122].
Home care services began to provide for the ongoing care
of persons with terminal illnesses and support for dying at
home [123-125]. Improved pain control, care coordination
advice, and assistance from registered nurses who were now
often palliative home care specialists, and a range of family
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supports such as respite care emerged or expanded in this era
(116, 126, 127].

Although few in number, hospices also began to be built
after 1994 to provide an alternative location for the provision
of palliative care. In 1995, the first Canadian hospice for
children, Canuck Place, was opened in Vancouver, British
Columbia [128]. Palliative care specialization and expansion
occurred throughout and after the 1990s, particularly through
the efforts of the Secretariat on Palliative and End-of-Life
Care, a group established by the federal government in 2001
[13]. This group continued working until 2007 when it was
disbanded to enhance the growth of specialized palliative care
services, the number of specialized providers and palliative
research investigations, the visibility of the Canadian Hospice
Palliative Care Association after its creation in 1991, and
for palliative care to be recognized as a core health service
[13]. Palliative care physicians and nurse specialists increased
in number, and smaller communities were able to initiate
palliative care services through either directly employing spe-
cialists or having visiting specialists come to the community
[13].

Palliative care research also proliferated in this era [129],
with evidence-based information increasing, including the
information that many terminally ill persons wished for
or were planning a home-based death [53-56]. Research
developments also helped to reduce fear of pain and other
symptoms when dying, in part because they were successful
in reducing pain and other distressing symptoms—a major
consideration for successfully shifting death and dying out
of hospital. Palliative information sharing increased, with
this information also going to professional entry-level health
care education programs so that all newly graduated nurses
and other health care professionals would have baseline
palliative knowledge and skills [125]. This information was
also made available to the public through the Internet. As
of February 2004, the Canadian Virtual Hospice became
a major open online source of palliative care information
[130].

In many provinces, palliative home care was initiated or
expanded after 1994 to support home-based clients [124, 125].
Home care expansion was also evident after 1994 to support
the more basic care needs of failing chronically ill and/or
very old persons at home [131, 132]. Similarly, nursing homes
and other senior care complexes began to deliver end-of-
life care or allow palliative home care nurses to enter to
provide in-house care whereas previously the dying person
would have been transferred to a hospital for end-of-life
care [28]. This end-of-life care episode could now include
substantial end-stage support so that the death would take
place in the home or nursing care facility, as do-not resuscitate
orders and advance care documents stating a refusal of a
transfer to hospital became more common [133-136]. What
was said to be a long-standing public fear of dying and the
public avoidance of dying persons were now being replaced
by open death preparation in the home or the normal
place of residence [137-139]. These are important end-of-
life care developments, ones in keeping with palliative care
developments that similarly served to support the shift of
death and dying out of hospital.
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4. Conclusions

This integrative review report outlines a literature search
and analysis process that was designed and conducted to
discover the factors or influences for the shift of death and
dying out of Canadian hospitals after 1994. An interwoven
set of many distinct factors were identified as contributing to
this out-of-hospital shift, including multiple health care and
health system changes, socio-demographic developments,
and palliative or end-of-life care advancements. More people
began to receive basic end-of-life care and specialist palliative
care in homes and nursing homes in part because hospitals
became a less accessible place of care as well as a less
desirable care setting for dying loved ones. Homes and
nursing homes began to be a more possible and more desired
place for end-of-life care, with families often extensively
engaged in providing end-of-life care outside the hospital
setting. Socio-demographic developments were also impor-
tant, with many different social, societal, and other Canada-
wide factors influencing the location of death and dying.
Considerable advances in palliative care specialization and
palliative research developments occurred after 1994, with
these supporting nonhospital dying processes and thus death
out of hospital.

As such, it became evident through this review that
an out-of-hospital shift in Canada was the result of many
indirect and direct influences or factors that contributed
to death and dying in other places. Future research should
focus on the supports needed to ensure good deaths occur
in all such places and that individuals are dying in the
appropriate place. Abuse and unmet needs in the home or
other nonhospital care facilities may go undetected. With low
staffing levels and less qualified staff in nursing homes being
asked to take on more caregiving responsibility, research is
also needed now to determine how best to ensure high quality
dying processes in nursing homes. Research and knowledge
transfer about the benefits of nonhospital deaths are also
needed now, as this shift out of hospital could reverse and
hospitals once again could become the predominant place of
death and dying. While the shift out of Canadian hospitals
after 1994 was neither directly planned for, anticipated, nor
supported by government policy, the maintenance of this
shift is likely to need government policy in the years ahead
as the number of deaths increases dramatically in Canada.
The large baby boom generation has begun to reach old
age and many will require end-of-life care in one form or
another.

In closing, although this literature review was exclusively
focused on Canadian literature and Canadian events or
developments, many of these events and developments could
have also occurred in other developed and possibly some
developing countries. These same factors and influences
could be initiating or supporting an out-of-hospital shift
elsewhere, as Canada is not the only country where this
out-of-hospital shift has occurred [1, 6, 7]. Other factors or
influences on location of death may also be impactful. These
are important to understand in our quest to ensure high
quality and compassionate end-of-life care for all terminally
ill and dying people.
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