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Des soins adéquats, prodigués dans des lieux appropriés, ne peuvent étre offerts aux
mourants en raison d’'un manque de compréhension quant aux lieux habituels ot se
vivent la phase terminale et le décés, et quant aux facteurs influant sur les lieux de déces.
Cet article présente les résultats d'une étude historique multidisciplinaire des éléments
du 20¢ siécle qui influent sur les lieux de décés au Canada. Il s"appuie sur une recherche
qui révele qu'au Canada, pendant la plus grande part du 20* siecle, les déces surviennent
surtout en milieu hospitalier, et que ce taux est a la baisse depuis 1994. Cette étude a iden-
tifié deux facteurs clés en ce qui a trait au lieu de déces : (1) des transformations dans le
domaine des soins et du systéme de santé ont relégué les soins aux hopitaux et suscité
chez le public des attentes de soins en milieu hospitalier qui sont efficaces et curatifs —
I'augmentation du taux de décés en milieu hospitalier au 20° siécle peut donc étre
attribuée au fait que les soins, jadis prodigués a domicile, ont été transférés dans les hopi-
taux; et (2) la diminution de la disponibilité des soignants naturels. Pour les malades
chroniques et les personnes en phase terminale, plusieurs changements ont réduit les pos-
sibilités d’étre soignés en milieu familial, notamment la participation croissante des
femmes au marché du travail et le fait que l'exercice de la profession infirmiére est passé
du foyer aux hopitaux. Bien que des services sociaux et des soins de santé ont été mis sur
pied derniérement pour la clientéle a domicile, ce soutien n’est pas, de toute évidence,
aussi important que celui accordé aux soins hospitaliers. Les résultats de cette recherche
indiquent que le lieu de déces constitue un facteur important dans I'étude et la planifica-
tion d’améliorations au bénéfice des personnes en phase terminale.
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Providing the right care, in the right place, to dying persons is hampered by a lack of
understanding of where death and dying normally take place and ignorance about what
influences location of death. This paper reports the findings of a multidisciplinary histor-
ical investigation of 20th-century influences on location of death in Canada. It builds on
a study that found a hospitalization-of-death trend in Canada over much of the 20th
century but a reduction in hospital deaths beginning in 1994. This study found 2 key
influences on location of death: (1) health-care and health-system developments that con-
solidated care in hospitals while also raising and sustaining public expectations of bene-
ficial if not curative hospital care — the rising hospital-death rate throughout the 20th
century can thus be considered an outcome of the shift of illness care from the home to
the hospital; and (2) reduced availability of home-based caregivers. A number of devel-
opments limited the availability of home care for chronically ill and terminally ill persons,
including the increased participation of women in the workforce and the shift in nursing
from private home duty to hospitals. Although some health and social support for home
care has developed recently, this support clearly does not match that for hospital care.
These findings indicate that location of death is an important focal point for studying and
planning improvements in end-of-life care.

One of the most serious concerns today about death and dying is exten-
sive and expensive treatment-oriented care. Although some Canadian
research indicates that terminally ill people are often recognized as such
and treated compassionately (Wilson & Truman, 2001), a recent large-
scale study of hospital care found aggressive care until death to be the
norm in the United States (SUPPORT Principal Investigators, 1995). The
impact of extensive cure-oriented diagnostic testing and treatment has
led one nurse to conclude: “first you suffer, then you die” (Curtin, 1996,
p- 96). Futile, cure-oriented end-of-life care is particularly troublesome
in light of the considerable palliative-care advances that have been
made. Palliative care has become an effective, comprehensive, comfort-
oriented, broad-based approach, irrespective of the location of care, for
improving the quality of life of dying individuals and their families
(Canadian Palliative Care Association, 1997).

Yet palliative care has not exactly flourished in Canada. Most hos-
pitals still do not have palliative-care teams or programs to plan and
provide care to dying persons (Health Canada Working Group, 1997;
Roy, 1999). Community-based palliative-care programs are increasing
in number but are inadequate to meet current needs (Health Canada
Working Group; Wilkins & Park, 1998), let alone the future needs of a
growing and ageing population (Chui, 1996; Statistics Canada, 2000).

Providing the right care, in the right place, to dying persons is
made all the more difficult by considerable knowledge gaps. Although
death in hospital is a common occurrence (Heyland, Lavery, Tranmer,
Shortt, & Taylor, 2000), no comprehensive reports on location of death
in Canada exist for planning or policy purposes. Health-services plan-
ning for dying persons is hampered by a lack of understanding of
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where death and dying take place, the factors that influence location of
death, and whether important shifts in location of death and dying are
occurring. To address these knowledge gaps, an investigation of 20th-
century Canadian trends in location of death and factors influencing
location of death was undertaken.

Research Methods

The first phase of the investigation involved an analysis of three
Canadian mortality databases to identify 20th-century trends in loca-
tion of death. The findings of this analysis are reported elsewhere
(Wilson et al., 2001). Two findings are critically important: a longstand-
ing hospitalization trend (culminating in a peak incidence of 80.5% of
all recorded places of death in 1994), and a reduction in hospital deaths
following 1994.

The second phase involved an historical study of 20th-century
social and health-care influences on location of death. To ensure broad-
based, comprehensive data collection and diverse disciplinary perspec-
tives on group data analysis and synthesis, the project was undertaken
by a multidisciplinary six-member team: a nurse, a palliative-care
physician, a health-care historian, a nurse gerontologist/psychologist,
a philosopher /ethicist, and a sociologist. Each researcher had a distinct
focus of inquiry and committed to searching a distinct selection of
library databases (see Appendix 1). To enhance trustworthiness of data
collection and analysis, all members of the team attended a workshop
on historical data collection and historical-comparative data-analysis
methods.

Extensive quantitative and qualitative data were sought by each
researcher and his or her research assistant(s), with historical-compar-
ative methods being used to organize, critique, compare, and synthe-
size data (Hamilton, 1993; Sarnecky, 1990). As influences can vary
greatly from one country to another, only Canadian information was
sought.

More specifically, after data from the first phase of the investigation
and preliminary data had been reviewed, the data search was divided
into four eras: the early 20th century (1900-39), the development of
Medicare era (1940-69), the initiation of palliative-care era (1970-89),
and the contemporary era (the 1990s). This division permitted a con-
textualization and categorization of influences that proved to be impos-
sible when a decades-based approach was attempted. Historical
research is often undertaken and reported in such a chronological
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context, as developments in one period can influence those in subse-
quent periods (Colton, 2000).

Each researcher used data triangulation and judgements about the
dependability of data to prepare four reports, one for each era, on loca-
tion-of-death influences. The reports were circulated to all researchers
prior to group meetings, with meetings taking place after all reports for
an era had been prepared. Each researcher thus developed a discrete
database and understanding of era-based influences on location of
death. The researchers also came to a common understanding, through
group analysis and synthesis of findings, of location-of-death influences
first for each era and then for all eras combined. The group thus con-
sensually approved and validated the findings presented below.

Findings
Early 20th Century (1900-39)

Many early developments facilitating hospital-based health care were
identified. Two critical location-of-death influences became apparent:
increased availability of hospital-based care, and an increased need for
and acceptance of hospital-based care.

The increased availability of hospital-based care was due in part to
rapid growth in the number of hospitals. Agnew (1974) notes that in
1870 there were only a few hospitals across Canada but in 1929 there
were 886 (with 74,882 beds). Another example of rapid hospital growth
was provided by the principal investigator through an analysis of
annual hospital reports housed in the Provincial Archives in Edmonton.
In 1905, there were only 11 hospitals in Alberta, but by 1939 there were
93 (compared to 120 currently for a much larger population).

Hospitals at the turn of the 20th century were often private homes
converted to hospitals by charitable or religious groups (Agnew, 1974).
Although most were small, hospitals were considered necessary for a
variety of reasons, such as to attract settlers, but the most common
reason was to meet the health-care needs of people living in the imme-
diate area (Agnew, 1974; Middleton, 1919). As most early hospitals in
Canada were voluntary enterprises, they often provided care even
when there was little possibility of payment (Agnew, 1974). Hospitals
tended to provide care only when it was not available in the home
(McGinnis, 1988).
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There is considerable evidence that hospital care was increasingly
needed during this era, one reason being rapid population growth as a
result of immigration (MacDougall, 1994), with single immigrants, and
married immigrants who arrived in advance of their families, having to
rely on hospitals when ill. Industrialization and urbanization, two
developments in the early to mid-1900s (Ostry, 1994), disrupted the
family unit and thus reduced the ability of families to provide care in
the home. The conscription of men during the two world wars also
served to reduce the ability of families to provide health care in the
home (McPherson, 1996). Not only were able-bodied men removed
from the home, but able-bodied women were often employed outside
the home. In addition, the wars produced many injured veterans. At the
end of World War I alone, 173,000 disabled and wounded men returned
to Canada (MacDougall). These veterans could not always be cared for
at home, and governments felt a responsibility to them (MacDougall;
Ostry). Municipal governments were the first to take concrete steps to
ensure the availability of hospital care. By 1924, many hospitals had
come under the control of municipal governments as a result of their
providing secure funding (Middleton, 1919).

Regardless, most sick people in the early 1900s received care in
private residences (McGinnis, 1988). Home care for both the sick and
the dying was considered the norm (McPherson, 1996). Care by family
members also eliminated the need to pay for hospital care or for private
care in the home. Significant limitations on the efficacy of health care
also served to temper public reliance on and demand for hospital care.
Despite advances in surgical techniques and in radiation (George &
Gerber, 1915), few serious illnesses or diseases were curable in the
1900-39 era (Bell, 1900; Munroe, Hoare, & Cristall, 1939). The hospital
was considered a place of death, as indeed death commonly occurred
there (Agnew, 1974; Buckley, 1988; MacPhail, 1904; Rozovsky, 1974),
partly due, perhaps, to a lack of effective medications (Blackader, 1916):
antibiotics did not become available until after World War II
(MacDougall, 1994; McGinnis), and anaesthesia and pain medications
were not in common use (Roland, 1985).

Yet the public’s faith in health care increased in this era. Public-
health measures initiated by government greatly reduced infectious
disease and death rates (Harding le Riche, 1979). Immunization was
almost routine across Canada by the time of World War I (Harding le
Riche). Similarly, by 1920 milk pasteurization and other public-health
measures had greatly reduced the incidence of tuberculosis, a major
cause of death until then (MacPhail, 1904; Zilm & Warbinek, 1995).
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X-ray technology, electrocardiography, and laboratory testing of
blood and bodily fluids also came to be used widely (Agnew, 1974).
Hospitals served as the physical location of these technologies, along
with the experts required to operate them. Early diagnosis became a
medical preoccupation (Bell, 1990). Insofar as early detection helped to
save lives, the hospital was transformed, in the 1920s and 1930s, from a
place where one went to suffer and die, to a place where one’s life
might be saved (Agnew, 1974).

Nursing developments also raised public confidence in hospitals,
thereby promoting a shift of care from the home to the hospital.
Stringent nursing programs were instituted in hospitals at the turn of
the 20th century, with staffing composed primarily of student nurses
(McPherson, 1996). Graduate nurses normally provided care in the
home (McPherson). Often, this care was palliative, or comfort-oriented
(Mcllveen & Morse, 1995). For instance, early records of the Victorian
Order of Nurses indicate that half of its home-care clients were dying
(“What is the V.O.N.?,” 1943). Private home visits could be of short
duration, but long-term home nursing care was also common
(McPherson). The 1920s recession and 1930s Depression, however,
made hospitals a much more attractive work setting for nurses, as for
physicians, due in part to the dependability of public versus private
funding (McPherson; Weir, 1932). This shift in work setting served to
reduce the number of persons available to provide skilled health care
in the home, while increasing the quality and desirability of hospital-
based care.

Other, less tangible, developments also influenced the hospitaliza-
tion trend. The dual development of health-care professionalism
(Rozovsky, 1974) and technological advances reflected, as well as
fuelled, the emerging ideology of logical positivism — that science and
technology can understand and control the natural world (Ostic, 1940).
The increased faith in science was accompanied by a decrease in the
social power of religion (Stingl, 1997). One of the most significant out-
comes of these changes was a shift in medical focus, from the patient
as a subject of observations (about his or her condition) made by the
physician, to the patient’s body as a subject of observations made by
machines (Stingl). The subjective meaning of illness and death began
to be eclipsed in significance by their technological management in a
hospital setting. In summary, many developments in the 190039 era
influenced a shift in care from home to hospital, and these same devel-
opments would support a shift in death and dying from home to
hospital.
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Development of Medicare Era (1940-69)

Prior to the early 1970s, when access to hospitals and medical care was
assured across Canada, two federal government initiatives supported
hospital-based care. The first was the National Health Grants, aimed,
during the 1940s and 1950s, at increasing the number of hospital beds
and raising the quality of hospital care (Vayda & Deber, 1984). These
funds were often used to upgrade hospital laboratories and radiology
departments. The second development was the passage, in 1957, of the
Hospital Insurance and Diagnostic Services Act, making hospital care
accessible to all Canadians. Yet, while hospital care began to be pro-
vided at public expense, home care continued to involve private costs
(Donahoe, 1961; Special Report, 1970).

There was considerable demand for nurses and other health-care
workers during this era of hospital expansion (McVey & Kalbach, 1995).
Employment in the financially secure, familiar hospital environment
became the norm for nurses (Canadian Nurses Association Research
Unit, 1966; McPherson, 1996). The rising incidence of hospital care and
the shift of nurses to the hospital setting increasingly made nurses, as
opposed to lay family members, the primary caregivers in cases of
serious illness, dying, and death. The public was thus assured of expert
care for the ill and dying (Rozovsky, 1974).

Yet the age-old duty of nurses to provide comfort-oriented care to
dying persons was at odds with a medical emphasis on cure or life pro-
longation (Quint, 1967). Comfort-oriented or palliative care did not
advance much during this era, perhaps due in part to nurses having
come under the control of physicians and hospital administrators
(Mcllveen & Morse, 1995). In addition, nurses were not united: some
advocated for palliative care and publicly funded home care, some for
keeping pace with rapidly changing technologies (Miller, 1960).

Three additional interrelated developments influenced the pre-1970
rapid rise in hospital deaths: industrialization/urbanization, changing
gender roles, and the social disruption caused by World War II (Guest,
1985; McVey & Kalbach, 1995). During this larger war, more women
were needed to work outside the home. Following the war, married
women continued to seek paid work outside the home (Chisholm, 1944;
McVey & Kalbach), and long-term, home-based caregiving became
increasingly less possible as their employment rates grew. The reduced
availability of female family members to provide home care is only one
explanation, however, for the growing demand for hospital care
(Agnew, 1947, 1974).
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Open-heart surgery, intubation and ventilation, and cardiopulmon-
ary resuscitation were all pioneered in this era (Grondin, Lepage, &
Castonguay, 1964; Minuck & Perkins, 1969). Antibiotics and other
advances in drug therapy also raised public expectations about the effi-
cacy of health care. Most advances required care in hospital by physi-
cians, nurses, and other trained specialists (Agnew, 1947). Technological
intervention became standard practice in the treatment of life-threaten-
ing illnesses (Mair, 1967; Postman, 1993) and the fight against death
(Stevenson, 1963).

Health-care advances also served to change the personal impact
and meaning of death and dying. Growing awareness that most people
could live into old age (Sellers, 1951) helped to replace a centuries-old
fear of dying (Wallace, 1951) with the hope of avoiding death (Mair,
1967; Rozovsky, 1974). This hope, coupled with the emotional and prac-
tical difficulties of caring for dying persons, contributed to the emer-
gence of an avoidance-of-death phenomenon (Wallace, 1951). No longer
was death anticipated or acknowledged. This phenomenon became the
norm among physicians and nurses, whose education was now ori-
ented to saving lives (Lindabury, 1969). It was not until 1969 that
Elizabeth Kubler-Ross defined this as inappropriate treatment and
advocated for open discussion of dying and death.

All of these developments meant that alternatives to hospital-based
care either were not developed or became less available. In short, pal-
liative care was not recognized as an option in the excitement generated
by many life-saving developments within the hospital setting. Expert
care in accessible, high-quality hospitals had become more desirable
than care in the home.

Initiation of Palliative-Care Era (1970-89)

Numerous health and social developments in the 1970s and 1980s rein-
forced the hospitalization-of-death trend. One of the most significant
was a steady increase in the number of hospital beds (Health Canada,
1996). Developments in hospital technology also continued, particularly
for cardiovascular surgery, organ transplantation, and drug therapy
(Nicholls, Jung, & Davies, 1981), all enormous strides in preserving and
extending life. More highly educated nurses, physicians, and other
health professionals also strove for higher quality care. The rising
employment of women (McVey & Kalbach, 1995) continued to reduce
the possibilities for family caregiving in the home (Siebold, 1992).
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However, the health system also began to be criticized as hospital-
based and cure-oriented (Vayda & Deber, 1984). The need for disease
prevention and health promotion became evident (Canadian Nurses
Association, 1980; LaLonde, 1974). The cost of the health system as a
result of the 1970s recession was also problematic. Governments
actively sought ways to reduce spending, and health care was not
exempt. The Established Programs Financing Act of 1977 was the first of
many federal acts aimed at reducing Ottawa’s share of health spending
by the provinces (Vayda & Deber). Yet public funding for health pro-
motion, long-term care, and home care was increased (Adams, 1989;
Clarfield, 1983). For example, in 1977 the federal government initiated
the Extended Health Care Services for Long Term Care program to
enable provinces to provide more home care and long-term institu-
tional care (Soderstrom, 1978). These changes were directed at reducing
hospital use by elderly people, as research was demonstrating an
ageing of the population and extensive use of the hospital system by
the elderly (Roos, Montgomery, & Roos, 1987; Shapiro, 1983).

Another health-care issue became evident: an inability to treat all
illnesses successfully (Hale, 1989). The most problematic issue was the
ability to save a life while prolonging the dying process, as reflected in
abundant literature on withdrawing and withholding treatment; the
economic, personal, and social costs of aggressive cure-oriented but
largely futile treatment; and the need for reform in the areas of consent,
decision-making control, and information-sharing by physicians. Legal,
social, and health-care advances ensued. These included: a patient
rights statement (Consumers” Association of Canada, 1972), informed
consent guidelines (Ferguson, 1980), brain-death criteria (Ellis, 1990;
Walton, 1980), hospital do-not-resuscitate policies (Wallace, 1975), and
the Joint Statement on Terminal Illness (1984). The Joint Statement made it
clear to health professionals that they need not provide futile treatment
to dying persons.

Not surprisingly, given this contextual background, palliative care
was formally introduced. In 1975-76, palliative-care units were estab-
lished in two acute-care hospitals (Mount, 1976), and these became the
model for palliative treatment in Canada (Heidemann, 1984; Siebold,
1992). Because it was situated in hospitals, however — with their
socially accepted and culturally based mandate to diagnose and cure —
palliative care became subject to competition for recognition and
funding (Ajemian, 1992; Latimer, 1991; Priest, 1987).
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Palliative care was also confounded by the 1970s recession.
Funding cutbacks, first by the federal government and then by the
provinces, led to a shift of care to the home. Concerns about informal
caregiving quickly surfaced (Brown, Potter, & Foster, 1990). Whereas
home care had just recently been the norm, informal caregiver burden
was now considered a serious individual and social problem (Brown
et al.).

Other challenges to palliative care were evident, chief among them
the fact that dying in hospital was commonplace, if not standard.
Another challenge was the public perception that premature death is
largely preventable (Vachon, Kristjanson, & Higginson, 1995). Palliative
care will understandably be resisted if a cure is considered likely. In
short, although hospitals began to provide specialized palliative care in
this era, death in hospital often occurred after cure-oriented hospital
treatment failed to sustain life (Ajemian, 1992; Siebold, 1992).
Furthermore, terminally ill persons died in hospital as this was the pre-
ferred place, if not the only possible place, for end-of-life care.

Contemporary Era (the 1990s)

The 1990s brought even more severe economic pressures and, with
them, rising concern about hospital inefficiency. This concern is illus-
trated by numerous studies showing the widespread use of hospitals
for sub-acute and non-acute care (Decoster, Roos, & Carriere, 1997;
Doyle, Barrett, McDonald, McGrath, & Parfrey, 1998; Flintoff et al., 1998;
Hospital Services Utilization Review Commission, 1994; Hunter, 1997;
Joint Policy and Planning Committee, 1997; Kaplow, Charest, &
Benaroya, 1998; Mayo, Wood-Dauphinee, Gayton, & Scott, 1997). Many
of these studies report elderly persons to be high users of hospitals, a
distinct issue given an ageing population.

Furthermore, and despite considerable advances in palliative care
(Mount, Scott, & Cohen, 1993), concerns were raised about use of the
hospital as a place of death (Ajemian, 1992; Latimer, 1991; National
Forum on Health, 1997; Novak, 1997). Concerns included the issue of
dying among strangers, the use of life-supporting technologies during
the last days of life, and undertreated pain (Lavis & Anderson, 1996;
Litwin & Lightman, 1996; National Forum on Health; Roos,
Montgomery, & Roos, 1987; Stokes & Lindsay, 1996; Wilson, 1997).

Alternatives to inpatient care were now possible as a result of
advances in drug therapies and diagnostic and surgical technologies
(Clarkson, 1993; Dudgeon & Kristjanson, 1995; Landesman, 1996;
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Macnaughton, 1992; National Forum on Health, 1997). There was a shift
to day surgery and outpatient care, shorter hospital stays, and commu-
nity-based programs (National Forum on Health; Tully & Saint-Pierre,
1997).

The 1990s also saw the initiation and growth of non-hospital pal-
liative-care programs (Canadian Palliative Care Association, 1997;
Health Canada Working Group, 1997). Some of these were non-gov-
ernment, as in the case of free-standing hospices (Davies, Eng, Arcand,
Collins, & Bhanji, 1996; Feser, 1992), small and oriented to the care of
persons with a particular illness such as AIDS. Most were provincial
home-care programs that did not cover the full cost of home supports,
medications, and nursing (Canadian Palliative Care Association). No
national program emerged to ensure the availability of palliative-care
services across Canada (Muzzin, Anderson, Figueredo, & Gudelis,
1994).

The 1990s shift to largely unsupported home care was viewed as
problematic in that it added to existing concerns about the ability of
families to provide care. Home care had also become more challenging,
as informal caregivers were expected to provide many of the treatments
that had previously been provided in hospital. Research was finding
barriers to the provision of home-based terminal care: smaller nuclear
families, the anguish of providing terminal care for loved ones, and per-
sonal financial difficulties (loss of income, career interruption, reduced
pension) (Chochinov & Kristjanson, 1998; Coyle, 1997; Dudgeon &
Kristjanson, 1995; Gomas, 1993; Grande, Addington-Hall, & Todd,
1998; Hagen & Gallagher, 1996; Hinton, 1994a, 1994b; Hull, 1991;
McWhinney, Bass, & Orr, 1994; Myles, 1991; Pugh, 1996; Townsend et
al., 1990). Many other barriers to home-based care were also evident,
such as physician fee-for-service systems that did not support home
visits (Latimer, 1995). The shift to home care affected mainly women,
as women were now clearly recognized as the chief informal care
providers (Angus, 1994; Baines, Evans, & Neysmith, 1991; McDaniel,
1992; Ross, 1991; Wuest, 1993).

The 1990s also saw increased interest in natural or technology-free
death (MacDonald, 1991), perhaps in reaction to the persistence of
active treatment late in the dying process (Lindsay, 1991; Wilson, 1997),
infrequent referral to palliative-care specialists (Hooper, 1991), and the
continued emphasis on life-saving procedures in the education of
doctors and nurses (Ajemian, 1992; Bruera, Selmser, Pereira, &
Brenneis, 1997; Kristjanson & Balneaves, 1995; Marshall, Hutchison,
Latimer, & Faught, 1997). As some terminally ill persons were avoiding
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hospitals because of the technology housed there (Tolle, Rosenfeld,
Tilden, & Park, 1999), the desire for a natural death outside of the hos-
pital can be seen as a major new influence on location of death.

Regardless, home deaths still occurred only among those people
who had come to accept a need for comfort-only care (Grande et al.,
1998; McWhinney et al., 1995; Townsend et al., 1990). At the same time,
research was finding that cardiopulmonary resuscitation was rarely
used in Canadian hospitals and continuing-care facilities after it had
been determined that nothing further could be done to preserve life
(Wilson, 1997) — an indication that natural death could take place in
hospital as well as elsewhere.

Public demand for information and control was another significant
development of the 1990s (Calder, 1994; Davies, 1996; Fakhoury,
McCarthy, & Addington-Hall, 1996; Keizer & Kozak, 1992; Sneiderman,
1993). Interest in assisted suicide (Elash, 1997), advance directives
(living wills) (Singer, 1994), and alternative health care (Astin, 1998) is
further evidence of changing public needs and expectations. Advance-
directive laws (Singer), palliative-care guidelines for health profession-
als (Canadian Medical Association, 1992), and clear recognition of and
strong support for palliative care (Mykitiuk & Paltiel, 1994; National
Forum on Health, 1997; Senate of Canada, 1995; van Weel, 1995) are
some of the key outcomes of these changing needs and expectations.

In summary, the extensive use of hospitals by dying persons
throughout the 1990s indicates that many health-care and social influ-
ences continued to favour hospitals as the prime location of death.
However, some major developments in non-hospital palliative-care
programs and beliefs about death and dying were evident in the 1990s,
and these influenced location of death in that they supported a shift of
care from the hospital to other locations.

Conclusion

This multidisciplinary historical investigation identified two key influ-
ences, among many, on location of death in Canada. One key influence
was health-care and health-system developments that consolidated
health care in hospitals while at the same time raising and sustaining
public expectations about curative or least beneficial hospital care. The
rising hospital death rate throughout much of the 20th century can thus
largely be considered an outcome of the shift in illness care from the
home to the hospital. The other key influence on location of death was
the reduced availability of home-based formal and informal caregivers.
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This report has identified a number of discrete developments that
limited the possibility of end-of-life caregiving in the home. Chief
among these were the increased participation of women in the work-
force, the shift in nursing work from private home duty to hospitals,
and a shift in medical care to hospitals, clinics, and physicians’ offices.
Although the 1990s witnessed the development of some health and
social support for caregiving in the home, this clearly did not match the
health and social support for hospital-based care.

These findings indicate that location of death is an important focal
point for studying and planning improvements in end-of-life care. The
recent reduction in the number of hospital deaths, after a shift of death
to the hospital setting during much of the 20th century, indicates that
this is an opportune time for nurses and others to research and address
issues in end-of-life care. On a final note, this study shows that the
health system and health care both shape and are shaped by the needs
and expectations of the public.

Appendix 1 Research Plan

Nurse: search for nursing, health policy, and law information in CINAHL,
HealthSTAR, Canadian Research Index/Canadian Government
Documents, CANSIM, and Index to Legal Periodicals and Books.

Palliative-care physician: search for medical, pharmacological, and
health-care technology information in Medline, EMBASE, and Cancerlit.

Health-care historian: search for historical information on vulnerable/
disadvantaged populations, including children, women, and immigrants,
in Histline and America: History and Life (this database includes
Canadian historical literature).

Nurse gerontologist/psychologist: search for psychology and gerontology/
ageing information in PsychINGO and Social Studies Abstracts.

Philosopherlethicist: search for philosophy, religious studies, and ethics
information in Humanities Abstracts and Philosophers Index.

Sociologist: search for sociology, political science, and business/economics
information in SocLit, EconLit, ABI Inform, and Canadian Business and
Current Affairs.

All researchers began their search using the following key words: death,
dying, palliative care, terminal care, end-of-life care, hospital, home care,
health system, location of death, Canadian, and Canada. The search was
initially limited to the distinct years of each historical era, then expanded
as the researcher sought extensive and diverse sources of information.
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