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ABSTRACT 

The Mid-Island Hospice Society is a registered, non-profit 

society in Nanaiao, British Coluabia. It was organized at the 

coaaunity level by local people <including the writer) between 

Noveaber 1979 and Deceaber 1981. 

The obJective of this study is to describe and analyze the 

developaent of the Mid-Island Hospice Society, and its efforts to 

change the health care systea in Nanaiao. The study utilizes Jack 

Rothaan's (1974> social refora aodel as a guide. 

The application of the Rothaan fraaework in Chapter S aakes it 

clear that the purposes of the study are to <a> describe and analyze how 

the Mid-Island Hospice caae into being, and to (b) elucidate its 

efforts to change health care for the terainally ill. 

This study is based on various printed data as well as 

interviews with the two persons closely associatated with the writer 

during the Hospice's organization and iapleaentation period. 

It was found the overall contribution of the Mid-Island Hospice 

Society was to huaanize the dying process. The Nananiao hospice group 

identified the sources of the terainally ill person's dehumanization-­

physical pain, eaotional and psychological discoafort and social 

isolation. For each of these probleas, the hospice organizers proposed 

solutions: for the problea of physical pain, they brought in a 
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aedical expert to educate the local physicians and nurses, and they 

facilitated a closer working relationship between the hospital tea• and 

hoae-care nurses. For the proble• of psychological pain and social 

isolation, they set up the hospice volunteer visiting service aade up 

of interested and sharing aeabers of the coaaunity. To ensure that 

these huaanizing aeasures continued, the hospice organizers educated 

the local coaaunity-at-large about the plight of the dying person. 

Exaainers: 

Or. Isobel Dawson 
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CHAPTER I 

Stateaant of Problea and . Purpoae 

The coaaunity-baaed volunteer hospice ia a local organization 

registered aa a charitable, non-profit society. It is organized at the 

coaaunity level, by local people, to proaote better and aore coaprehen­

sive care for the terainally ill person. The local organization is 

part of a larger conteaporary Western aoveaent known as the hospice 

aoveaent. The hospice concept involves a concept of total care 

physical, social, eaotional and spiritual -- for the terainally ill 

person <tho•• for whoa no current treataent is effective>, and care and · 

support for their faailiea. 

Typically, the local hoapice quickly and succaaafully organizes 

a progra••• to train and supervise volunt-rs to provide eaotional 

support. However, the course of organizational activity is unique to 

each local coaaunity, and hospice• vary in teras of the auspices and 
. - - -~ --

service• provided. In order to aacertain the developaent and 

contribution• of the Kid-Ialand Hoapice, it waa analyzed aa a coaaunity 

developaent progra•••· 
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Background of the Proble• 

The local hospice usually coaes into existence and proceeds 

with few guidelines. Generally action and planni ng intertwine so 

spontaneously that the exact ■ethoda to achieve total care are not 

explicit or clearly identified. Consequently, once the volunteer 

coa·ponent of providing ~•otion_al auppor.t ia eatabliahed, the ~irection 

of future planning reaaina uncertain. For exaaple, in the Nanai■o 

hospice, soae of the people involved in future planning and decision-aaking 

aaw the hospice aa a social service; others felt that the 

function of the hospice was different, but could not articulate the 

exact nature of that function. 

Significance of the Study 

There is to date, no full, foraal description and analysis of a 

Canadian co■■unity-based volunt-r hospice. I could find only one 

study, an Aaerican one, of a co■aunity-baaed volunteer hospice <Mudd, 

1982, pp. 11-13>. The study describes only the service of volunteers. 

In addition to uncovering the .essential nature and function of the 

hospice, this study provides: 

1. a foraal docuaentation of the organization's activities; 

2. a raising of consciousness about the essential nature and function 
. - - - -· 

of the hospice; 

3. uaeful infor■ation to thoae in dec:ision-aaking roles regarding 

hospice; 

4. a potential prototypical fraaevork for the analysis of aiailar 



organizations: 

5. a review of coaaunity developaent whi~h aay be valuable for 

understanding the nature of the coaaunity. 

3 



CHAPTER II 

Fraaework and Literature Review 

There ia no single coaaunity developaental theory. The 

practice of coaaunity developaent relies upon concepts borrowed 

fro• social science, anQ on th...e .inaighta developed in practica. 

Ji• Lotz <1979> coaaenta on the lack of a body of practice theory: 

Coaaunity developaent does not aeea to have achieved 
those prerequisite• of a scientific discipline a 
coherent body of theory and a cloae relationship to 
reality. There ia a pervaaive feeling in the writings 
on coaaunity developaent, that coaaunity developaent ia 
not acadeaically reaponaible Cbacauae it lacks a body 
of substantive theory> and also that coaaunity 
developaent does not work aa a technology <because so 
aany disasters in developaent have been· identified as 
coaaunity developaent proJects>. On the o~her hand, 
when a vogue for coaaunity developaent appears in a 
country, aa ia the case in Canada at the present tiae, 
the representatives of established disciplines 
appropriate the field of coaaunity developaent and 
claia it for their own Cpp. 386-88). 

Hiatorically, the field of education aade the initial atep by 

identifying coaaunity developaent with adult education or with basic 

education. The field of aocial work views coaaunity developaent as an 

excellent vehicle to expand the expreaaion of their philosophy and 

organizational aethoda, equating coaaunity developaent with coaaunity 

social welfare, while aociologiata' -and- aocial anthropo-logiata, with 

their intereat in the proce•••• and techniques of social change, aee 

coaaunity developaent aa an applied field of their respective 

.-
diaciplinea <Cary, 1970>. 



The literature on coaaunity developaent is confusing and 

difficult to find. Brian Wharf (1979> ~laborates this aspect: 

the literature· ••• accurately reflects the state of the 
art in practice. The literature is coaposed of hard to­
find agency reports, articles in Journals, which 
often have considerable aerit, but are essentially 
unrelated to each other, and pragaatic, how-to-do 
aonographa and paaphlets instructing neophytes on the 
ABC of coaaunity work (p. 10>. 
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To Wharf's observation aight be added the difficulty of sorting out the 

audience the writer addresses. 

Teraa Surrounding Coaaunity Developaent Practice 

In the literature, coaaunity developaent ia variously referred 

to as coaaunity organization, coaaunity developaent, coaaunity work and 

coaaunity planning. Professional practitioners· are variously referred 

to aa coaaunity developers, social planners, coaaunity organizers, 

enablers, catalysts, aniaators, advocates and coaaunity psychologists. 

These teraa reflect types of eaploying agencies aa well aa general 

philosophies about coaaunity developaent itself. Thia will be 

elaborated aore fully later in this section of fraaework and literature 

review. In the present study~ the teras 'coaaunity organization' and 

'coaaunity developaent' will be used interchangeably, chiefly becauae­

thia aeeas to be the practice in coaaunity developaent literature. 

There will be no reference to a professional practitioner because the 
. -- - --

Nanaiao hospice did not eaploy anyone in this capacity <though there 

were aeny non-professional "practitioners"). 



Assuaptions Underlying Coaaunity Developaent Practice 

Coaaunity developaent, in all its _foras, is concerned with 

bringing about change. Those who engage in coaaunity developaent 

believe that deliberate, planned change is possible, desirable and 

leads to social betteraent. Thia . is illustrated in a United Nations 

publication which states that: 

Coaaunity develop■ent ••• Cisl ••• designed to create 
conditions of econoaic and social progress for the 
whole co■■unity with its active participation and the 
fullest possible reliance on the co■■unity initiative 
<Cary, 1964, p. 48>. 
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For ao■e writers, co■■unity develop■ent is the expreasion of a 

dedication to the ideal of social betteraent. Thus the 1948 Caabridge 

Conference on African Ad■iniatration characterized co■■unity 

developaent aa 

designed to proaote better living for the whole 
coaaunity with the active participation, and if 
possible, on the initiative of .the co••~nity, but if 
this initiative is not forthcoaing, spontaneously, by 
the use of techniques for arousing and atiaulating it 
in order to secure its active and entbuaiaatic 
reaponae •.• it ••braces all foraa of better■ent 
<Cary, 1964, p. 49). 

Generally, however, the practice of coaaunity developaent to bring 

about planned change takes a neutral, scientific fora <Cary, <1964>: 

49). 

Nethode of Coaauni ty Developaent Praci;-ice 

A central figure in coaaunity developaent practice, Murray 

G. Rosa (1933), favoura the practice of coaaunity developaent baaed 

ori-- the participation of a broad cross-aection of the coaaunity 

working toward solving coaaonly-held probleas. Rosa argues that 



rapid urbanization around the world creates iabalences; tensions, and 

the consequent loss of_ coaaunity that aust be addressed: 

The processes of urbanization have alaost destroyed 
aan'a feeling of belonging to a coaaunity ••• the problea 
of developing and aaintaining coaaon or shared values 
<the basic ingredient £or cohesion> is aade vastly aore 
difficult by industrialization and urbanization ••• the 
tendency for la~ge subgroups to develop cohesion as 
separate entities in the coaaunity produces social 
tension, potentially dangerous in any coaaunity ••• 
deaocracy will weaken, if not perish, unless supporting 
institutions are supported end new institutions <to 
aeet new ways of living) are developed Cp. 29>. 
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Roa• stresaea that the practitioner should function as an enabler to 

stiaulate individuals and groups in local coaaunitiea to deteraine and 

identify coaaon felt needs. He hypothesizes that the coaaunity, in a 

process of identifying coaaon felt needs, will build coaaon values and 

conaenaua on coaaon goala. Rosa anticipates resistance froa 

individuals and coaaunity groups who wish to preserve the status quo. 

However, the role of the enabler ia to initiate processes to overcoae 

th••• feelings, facilitating and encouraging co-operation and 

participation. Rosa considers this kind of change aore likely to last 

than iapoaed change. 

Like Roaa, Willia• Biddle and Loureida Biddle (1975> advance -

coaaunity'participation'aa'a'technique'to atiaulate the local coaaunity 
. -- .- --

to deteraine and identify coaaon felt needs. They streaa that what 

happens to people paychologically'and socially is the 

••••nee of the process of effective change, and state that: 

it 1• a social proc•- whereby huaan being• can becoae 
aore coapetent to live with and gain aoae control over 
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local aspects of a frustrating and changing world <p. 46). 

Local initiative is stressed, also, in Arthur Stinson's aodel. 

Stinson (1979} argues that even in the weakest co■■unity soae kind of 

positive relationship a■ong peopie persists. It is the Job of the 

aniaator to stiaulate the co■aunity. By searching out an obJect for 

which there is so■• aotivation, raising awareness surrounding the 

obJect, and guiding the co■■unity toward coapetence in dealing with the 

proble■, confidence and ability grows. Stinson calls this the 

'tranafor■ing procaaa'. He argues, too, that an aniaator needs 

autonoay · fro■ institutional reatrainta to practice thia kind of 

coaaunity develop■ent. For this reaaon he sees true coaaunity 

develop■ent as being distinct £roa social planning, governaent planning 

and institutional outreach. 

In contrast to aodels that allow and encourage broad . 

participation by the coa■unity -- with the co■■unity defining its own 

need -- is the social planning ■odel. Fro■ this approach, the practice 

of co■■unity develop■ent incorporates an approach that ia for the ■oat 

part adainiatrative in nature. J.P. Belshaw (1953) suggests that 

it is a principle that 'is not inherently de■ocratic ••• Cbut> ■akea a 

contribution to de■ocracy ••• because this country ia de■ocratic' (cited 
. - - .- --

in Wileden, 1970, p. 75>. A social planning ■odel ia constructed by Robert 

Norris and Robert Binstock (1966> in which the planner focuaaes on a 

del~■itad problea within the prevailing systea. Successful practice 

involves developing ad■inistrative devices to pro■ote ■ore effective 
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co-ordination of existing prograaaes, as well as introducing new 

prograaaes for new needs. The planner, WQO is usually eaployed by the 

prevailing systea, uses his expert understanding of cause and effect 

relationships to select a goal which guides subsequent decisions and 

actions. Morris and Binstock concentrate on power and conflict in 

their aodel, anticipating that there will be resistance to iapleaenting 

change: however, the effective planner finds resources to overcoae the 

resistence to change. 

Saul D. Alinsky's (1962> aodel is another that illustrates 

power. The approach to practice, however, differs fro• the Morris and 

Binstock aodel. In Alinsky's (1962) aodel, the advocate for those 

oppressed by bureaucracy, big buaineaa, or society-at-large, works with 

the oppressed to wrest control fro■ the oppressor. The practitioner 

seeks to engage the disadvantaged ■e■bers of the coaaunity in the 

decision-■aking proceas both to overcoae apathy and estrangeaent and to ­

cultivate akilla in proble■-defining and goal aetting. A claah-of­

interest strategy ia usually e■ployed to bring about change. Alinaky 

deacribea auch a group in act~on: 

Cthel conflict group baa as its sole reason for coaing 
into being ••• waging war against all evils that cause 
suffering and unhappineas. A people organization ia 
the banding together of aultitudea of aen and woaen to 
fight for those rights which inaure a decent way of 
life ••• a war ia not an int.llectual debate ••• in the war 
againat aocial evila ••• there can be no co■proaise 
(cited in Rothaan, 1974, p. 30). 

With knowledge of the rule• and tecbnicalitiea, the practitioner ia an 

advocate for the conauaers of aocial welfare -rvicea, building a 

conatituency to organize and exercise its own power. 
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Jack Rothaan's 'Three Methods of Coaaunity Organization Practice' <1974> 

Because approaches to coaaunity developaent vary greatly consider- ·­

able confusion exists about its nature and function. Jack Rothaan 

<1974) aade the first advance in unravelling the confusion. In his 

article, 'Three Kethods _of co-unity Organization Practice', Rothaan 

(1974> denies that any one aethod brings about change. Rothaan <1974) 

believes that "in eapirical reality, there are different aethods of 

coaaunity organizational practice to bring about different kinda of 

change" <23>. 

In hia article, Rothaan (1974) identifies three aethoda of 

coaaunity organization practice in the writings of _coaaunity 

developaent theoriata since 1955. He believes that theae three aethods 

apply equally to rural, urban, Aaarican and overseas developaent. 

Rothaan naaea the aethoda locality devalopaent, social planning and 

aocial action, but cautions against interpreting th••• teras literally. 

Rather, the tar•• designate orientations to practice. 

Rothaan (1974) hypothesizes that aethoda of coaaunity 

organization reflect certain presuppositions about problea condition• · 

and social structure. On the one hand, the locality developaent aethod 
. --- - -

<which Rothaan <1974) .... as the aode of Roaa (1955>, Stinson (1979) 

and. the Biddle• (1975)) preauppoaea that the local coaaunity ia 

ap~thetic and needs atiaulation to work towards self-initiated change 

as a solution to social probl•••· On the other hand, the social 
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planning approach presupposes a coaplex environaent which needs expert 

planners to guide coaplex change. The _Mo~ris _ and Binstock approach 

(1966) incorporates th1s social planning approach. Roth■an (1974) 

identifies the Alinsky (1962)aethod as social action. He argues that 

it presupposes that a power structure inforas the coaaunity structure 

bureaucracy, big business, society-at-large 

oppresses islands of powerless, weak people. 

and syste■atically 

Roth■an <1974) advances another orientation which he designates 

as 'social refora'. The social refor• ■ethod coabines social planning 

and social action. Like social action, it assuaea that a seg■ent of 

the population is oppressed and disadvantaged. However, like the 

social planning approach, it asauaea that the proble■ is also 

substantial. In the social refora aethod, as in the social action 

aethod, organizing takes place outside the foraal syatea. But rather 

than organizing the oppressed aeabera, tho•• co~cerned organize to act 

on behalf of tho•• aeabera. 

Rothaan (1974> arguea that aetboda do not stand in opposition 

to one another. Inatead, he asserts that the aethod eaployed depends 

upon a group's problaa and ita own relationship to the social 

structure. The coaaunity developaent scholar, Brian Wharf (1974>, 

supports Rothaan's (1974> arguaent in the following illustration: 

a neighbourhood aaaociation- working under the -
aasuaption that coaaon proble•~ affect all living in . 
the neighbourhood and that, in a deaocratic society, 
all groupa have an equal change of being heard by 
decision-aakers, will naturally turn to consensus-oriented 
strategies, such as filing briefs and holding 
aeetings. By contrast, a Native Indian Band, convinced 
that it haa been consistently ignored by white doainated 
society, aay very well resort to tactics of 
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disruption and confrontation <Wharf, 1979, p. 244>. 

The neighbourhood grou~ which perceives the social structure to be an 

effective part of the solution to the problea, will eaploy different 

strategies than the Indian Band who perceives the social structure to 

be part of the problea. Consequently, the neighbourhood group eaploys 

tactics and techniques ~hich x:.eflect their belief in the effectiveness 

of their society's processes, while the aeabers of the Indian Band 

who are auspicious of the social structure -- eaploy tactics and 

techniques which reflect their disilluaionaent and frustration with 

society's procesaes. 

--- --



CHAPTER III 

Locality Developaent. Social Planning. Social Action. Social Refora 

Aa seen in Chapter II, Rothaan <1974) hypotheaizea that there 

are four aethoda of coaaunity..developaent practice. He syntheaizea and 

deacribea theae aethods in a set of eleven variables, which are used to 

characterize different practices. Practice characteristics operate, 

with aore or leas regularity, depending on the aethod of practice. The 

profile is sketched for each aethod of practice. 

Locality Developaent Method 

1. Goal Categories: In locality developaent ·the focus is on 'process 

goala' auch aa atiaulation of· wide interest and participation aaong 

individuals and coaaunity groups. 

2. Aaauaptiona regarding coaaunity structure and problea conditions: 

the coaaunity ia aeen aa overshadowed by the larger society. People 

are isolated, lack problea-aolving axilla and understanding of 

deaocratic proceaaea. Oiailluaionaent and a lack of feeling of 

belonging reaulta, creating apathy. 

3. Baaic Change Strategy: Thia variable ia characterized by an effort 

to get a wide range of coaaunity people involved in identifying felt 
. - - .,. --

needs and aoving to solve their own· probleaa. 

4. Characteristic change tactics and techniques: Th• eaaential 

____ technique ia to organize aa wide a range of people aa possible to 

diacuaa and to consider action alternativea. 
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5. Practitioner roles and Kediua of change: The practitioner is 

frequently referred to as an 'enabler' or 'encourager' who helps 

people to express their discontent, their probleas, and finally, to 

begin a process of problea-solving. The aediua of change aay be 

saall groups. 

6. Orientation to power structure: the power structure is part of the 

solution of the problea; working towards a solution is a coaaon 

venture. 

7. Boundary definition of the coa■unity client systea: the total 

coaaunity ia the client ayatea. 

8. Aaauaptiona regarding interests of coaaunity subparts: interests 

of various groups and factions ara seen aa basically reconcilable. 

9. Conception of the public interest: the conception of public 

interest characteristic of the locality approach is rationalist/ 

unitary in which a broad croaa-aection of the coaaunity focusses on 

general welfare, utilizing co-operative decision-asking. 

10. Conception of the client population: clients are considered to be 

noraal citizens needing the services of a practitioner to help the■ 

focus and release inherent capabilities. 

11. Conception of client role: clients are viewed aa active 

participants. 

. -- ... --
Social Planning Method 

1. Goal Categories: social planning strea ... task goals Ci.a. the 

__ focus is on coapleting a concrete -task, or on solving a deliaited 

problea concerning the functioning of a coaaunity social aystea>. 



2. Assuaptions regarding coaaunity structure and proble• conditions: 

the social planning approach focusses _on the social problea. It 

sees the coaaunity ea coapriaed of nuaerous substantive social 

probleaa upon which experts deliberate and plan. 

3. Basic Change Strategy: in social planning, the strategy is to 

gather facts and then decide on a feasible course of action. 
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4. Characteristic change tactics and technique~: social planning 

technique is fact-finding and analysis, aoving to tactics of conflict 

or consensus, depending on the practitioner's analysis of the 

situation. 

5. Practitioner roles and aediua of change: the practitioner as 

planner is the expert fact-finder who iapleaents prograas and deals 

with bureaucracies. 

6. Orientation to power structure: in the social planning aodel, the 

power structure ia usually the planner/prac~itioner's eaployer. 

7. Boundary definition of the coaaunity client ayatea: in social 

planning, the client ayatea can be a total geographic coaaunity, 

or soae area, function, or subpart. 

8. Aaauaptiona regarding intereata of coaaunity subparts: there is no 

pervasive aaauaption about the degree of intractability Of 

conflicting interests in social planning. The approach is pragaatic, 

oriented toward the par~icular-~roblea and -actors. - The planner is 

not expected to be attuned to all factions within coaplex 

organizations. 

9. Conception of the public interest. The conception of public 

interest characteri■tic 0£ the social planning approach ia 



idealist-unitary in which the power to identify the public good 

lies in knowledge,_ rather than in political influence or 

popular aythology. 

10. Concept of the client population: clients are thought of as 

consuaers of services. 
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11. Conception of clie1_1t role._:. In social planning., clients ~re active 

consuaars, but not involved in deteraining or setting policy or 

goals. 

Social Action Method 

1. Goal Categories: the social action aethod incorporates either task 

or process goals. 

2. Asauaptiona regarding coaaunity structure and problea conditions: 

the social action approach advance• the idea of fundaaental change 

in aaJor inatitutions or coaaunity practices. 

3. Basic Change Strategy: social action ia organized to eliainate the 

oppreaaor. Iasuea are crystallized, the legitiaate eneay ia 

identified, and preaaure ia brought upon selected targets. 

4. Characteristic change tactics and tecbniquea: the social action 

technique aobilizea people for action, aoving to tactics of either 

caapaign atrategiea when there are differences aaong parties or 

contest and confrontation if !~• -external group refuaea to 

recognize needs or opposes change. 

5. Practitioner role• and Kediua of Change: the practitioner's role 

ia advocate and activist. The'practitioner's expertise ia 

available exclusively to serve client intereata: organizing the 
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disadvantaged ae•bers and creating a potential for aasa organization. 

6. Orientation to power structure: the power structure is seen as an 

oppressive for•. 

7. Boundary definition of the coaaunity client systea: The client is 

a coaaunity subpart or aeg•ent which suffers at the hands of the 

broader coaaunity. 

8. Aaauaptions regarding interests of coaaunity subparts: in social 

action, there is an aasuaption that interest a•ong coaaunity subparts 

are at variance and irreconcilable. Those who hold power or 

privilege and who profit fro• the disadvantage of others do not 

easily give up their own advantage. 

9. Conception of the public intereat: the coneeption of public 

intereat characteristic of the social action approach is realist­

individual in which special intareat groupa confront others. 

10. Concept of client population: in the social action aodel, clients 

are viewed aa victiaa of the ayatea. 

11. Concept of client role: The clients are peers and co-partisans of 

the practitioner. 

Social Refora Method 

1. Goal Categoriea: in the aocial refora aethod of coaaunity 

developaent, taak goala -- the solution to a deliaited proble• 

pertaining to the functioning of a coaaunity social ayatea -- are 

atreaaed. 

2. Aaauaptiona regarding coaaunity structure and probl•• conditiona: 
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social refora approaches the situation assuaing that the problea is 

substantial. It is also assuaed that .a segaent of the population 1s 

oppressed and disadvantaged. 

3. Basic change strategy: in social refora the basic change strategy 

involves seeking out others interested and concerned with the 

problea, and organizing the• into a coalition. 

4. Characteristic change tactics and techniques: the social refora 

technique aobilizes the people for action, aoving to caapaign 

strategies, to resolve issues and differences aaong parties. 

5. Practitioner roles and Nediu■ of change: the practitioner's role 

is to aanipulate voluntary associations and legislative bodies to 

bring about change in a coaaunity social systea. 

6. Orientation to power structure: in the social refor• aodel, the 

power structure is viewed in 'gatekeeper' teras as· a centre of 

decision-aaking that can be influenced through persuasion or 

pressure. 

7. Boundary definition of the coaaunity client ayate■: the client 

ayatea ia defined as a population at disadvantage or risk. 

8. Aaau■ptions regarding intereata of co■■unity subparts: in social 

rafora, coaaunity subparts aay be either reconcilable or in 

conflict. Subparts ■ay be reconcilable baaed on coaaon interest or 

coaaon concern with a probla■ : - on· the other hand, - intareata aay be at 

variance and irreconcilable, if power or privilege is threatened. 

9. Conception of the public interest: the. conception of public 

interest ia realist-individualist in which a special interest group 

confront• others. 
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10. Concept of the client population: in this approach, the client is 

viewed as a victia. 

ll. Conception of client role: in the social refora approach, the 

clients are potential conauaera or recipients. 

Following Rothaan, several other fraaeworka have been 
. - . 

constructed. One such fraaework ia the Robert Perlaan and Arnold Gurin 

aodel (1971>. Thia fraaework atteapta a aore integrative approach. 

Thia study, however, waa concerned with ordering and clarifying 

organizational activity aore explicitly. Aa a result, the Rothaan 

(1974> fraaework waa selected to uncover the function and nature of the 

hospice. Furtheraore, in an eapirical check of the Rothaan aodel by 

Canadian coaaunity developaent practitioners, Brian Wharf <1979> noted 

that aa an ordering and clarifying device, the Rothaan fraaework waa a 

claaaic in the literature. 

.,, - -· .- --



CHAPTER IV 

Design of the Study: Theoretical Fraaework 

As stated previously, all coaaunity developaent practice aiaa 

to bring about change. Jack ~othaan hypothesizes that all coaaunity 

developaent is practiced froa one of four approaches: locality 

developaent, social planning, social action or social refora. 

Locality developaent practice approaches coaaunity developaent 

with a goal of working towards atiaulating wide coaaunity interest and . 

participation, thereby identifying coaaon pro~leas or coaaon needs. 

By organizing a wide range of people to express probleas and 

discontent, a proceaa of problea-solving will begin. Clients are 

conaidered noraal citizen• and active participants who need the 

services of a practitioner to help thea focus and release inherent 

capabilitiea. The power structure ia part of the solution to the 

problea. 

The reaaining three aodela, aocial planning, social action and 

social refora focua on a particular social problea rather than on the 

coaaunity. However, all three aod•ls -are not alike in· practice. In 

social planning, the power structure is usually the planner's/ 

practitioner's eaployer. The practitioner aa planner is the expert 

-
fact-finder· who iapleaenta prograaa and deala with bureaucracies. 

Clienta are thought of aa conauaers of services but are not involved in 



deteraining or setting policies or goals. 

In the social action approach, the practitioner organizes 

disadvantaged aeabera to confront those who hold power or privilege 
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and profit froa others. The clients are peers and co-partisans of the 

practitioner. Difference• between those who hold power and the victias 

are irreconcilable and the power structure aust be destroyed and taken 

over, generally by tho•• preaently victiaized. 

In the social re:fora aodel, the power structure is viewe.d as a 

centre of decision-aaking that can be influenced through persuasion or 

preasure. The social re:fora approach to coaaunity developaent 

organize• itself outside th• foraal prevailing systea. In this way it 

is like social action. However, unlike social act;on which organizes 

disadvantaged coaaunity aeabers to act on their own behalf, social 

refora organizes to act on behalf of what is perceived to be a 

disadvantaged coaaunity group. Client• are thought of as potential 

conauaera. 

The aetbod or practice_that was aost relevant to this study was 

social refora. The hospice aociety waa organized outside the ayatea 

<the foraal health care ayatea>, and the group waa organized to 

act on behalf of what was perceived by th•• to be a disadvantaged 

coaaunity group <the terainally ill). 

Rothaan identified eleven variable• coaaon to the four 

co■■unity develop■ent aodela: howe•er, the cbaracteriatica constituting 

each variable are different for each aodel L Thr- of the eleven 
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practice variables are iaportant to the social refora aodei, and 

consequently this study treated these variables in great detail. These 

variables and characteristics of practice are as follows: 

Variables 

2. Assuaptions about proble• 
conditions and social s~ructui:._e 

3. Basic change strategy 

4. Characteristic change 
tactics and techniques 

Characteriatica 

Substative social problea and 
disadvantaged populations_. 

Organizing a coalition of concerned 
interests. 

Caapaign tactics -- the eaployaent 
of facts and persuasion to 
apply pressure on deciaion-
aaking bodies; resolving 
differences and isauea aaong 
parties. 

Rothaan <1974> arguea that the aaauaptiona and perceptions of those 

involved in coaaunity organization are ■oat accurately and consiately 

apparent in the vafiablea of atrategy, tactic• and techniques Cthia 

arguaeat was aet out earlier in thia paper together with Brian Wharf's 

(1979) supporting illustrationa>. In other worda, the strategy, 

tactics and techniques adoptec:S reault directly fro■ the group's 

aaauaptiona and perception• about the relationship between social 

structure and problea conditions. 

fu·rtheraore, two _of -the charac.:-teriatica of th-• three 

variable• Cnoa. 2 and 4>, aubau•• characteriatica of seven of the eight 

other variables. The one reaaining variable Cno. 5> waa not treated 

becau- hospice did not ••ploy a prof•-ional developer. Instances of 

'overlap' are aa follows <See Appendix A for the outline of the aodel>: 



Variables to be studied 

2. Aasuaptions about problaa 
conditions and social 
structure: SEGMENT OF 
POPULATION DISADVANTAGED AND 
OPPRESSED: SUBSTANTIVE SOCIAL 
PROBLEM. 

4. Change tactics and techniques: 
CAMPAIGN TACTICS-THE EMPLOYMENT 
OF FACTS AND PERSUASION TO 
APPLY PRESSURE ON DECISION­
MAKING BODIES: RESOLVING 
DIFFERENCES AND ISSUES AMONG 
PARTIES. 

3. Baaic Change Strategy: 
ORGANIZING A COALITION OF 
CONCERNED INTERESTS. 

Deta Source• end Collection 

Areaa of . Overlap with other 
Seven Variables 

7. Boundary of client ayatea: 
COMMUNITY SEGMENT DIS­
ADVANTAGED OR AT RISK. 

10. Client population:VICTIKS. 
11. Conception of client role: 

. POTENTIAL CONSUMERS OR 
RECIPIENTS. 
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9. Conception of public interest: 
SPECIAL INTEREST GROUP 
CONFRONTS OTHERS. 

8. Aaauaptiona regarding interest 
of coaaunity subparts: 
COMMUNITY SUBPARTS KAY BE 
RECONCILABLE BASED ON COMMON 
INTEREST. 

6. Orientation toward Power 
Structure: .. POWER STRUCTURE 
VIEWED AS A CENTRE OF DECISION­
MAKING THAT CAN BE INFLUENCED 
THROUGH PERSUASION OR PRESSURE. 

l. Goal categories of coaaunity 
action: A SOLUTION TO A 
DELIMITED PROBLEM PERTAINING 
TO THE FUNCTIONING OF A 
COMMUNITY SOCIAL SYSTEM. 

Data collected fro■ th• fall, 1979 to Deceabar 31, 1981 and 

particularly fro• the fall, 1979 to Dec:aaber, 1980 ware uaed. Thia 

iaplaaantation period waa the focua of tbia atudy bacauaa -aa Carol H. 



Weiss <1972> argues: 

we know that iapleaentation is a critical Juncture 
between the beat-laid plans of prograa developers and 
the 1 gang aft agley' of operation. Understanding what 
happens in the political and social coaplexitiea of 
broad-aia intervention prograaa aay well be a priority 
order of business if we are to learn how to develop 
prograas aore realistically, to reduce the slippage 
between intent and action, and to address social 
probleas with g~eater _effect . <-pp. 96-97>. 
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The study used five kinda of printed data: first, the ainutes 

of the aonthly aeetinga of the Mid-Island Hospice Society; second, 

prepared speeches which diaaeainated inforaation fro• the group to the 

public: third, newspaper interviews which reported both the questions 

asked on behalf of the general public and the answers offered by the 

organization; fourth, newspaper clippings which reported the public 

diaenaion of the organization; fifth, aiacellaneoua sources such as 

letters, printed proposals, volunteer training aaterials, newsletters, 

record• of client referrals, and personal aeaoa. Finally, an interview 

waa conducted with two persona closely asaociated with the Nanaiao 

hospice to corroborate the interpretation of printed data (and/or for 

data leading to other views). 

The Minute Book of the Kid-Island Hospice Society, which 

recorded the aonthly •••tings of the society, waa at the Society's 

office, l22S Grant Street, Nanaiao, B. C. Lattera, proposals, 

volunteer training aateriala, newalettera, record• of referrals were 

alao on file at the society's office • . All other printed data waa in ay 

poaaeaaion. I received verbal. authorization fro■ the physician/ 
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president of the Mid-Island Hospice Society to use all the ■aterial at 

the office. 

The personal interviews were conducted July 18 and July 19, 

1985, one in person, one by telephone. 

Data Analysis 

Analyzing the data, I drew upon ay practical experience in, 

and knowledge of theories about, coaaunity develop■ent. Both were 

equally i■portant to thia study. My practical experience, on the one 

hand, involved•• in 

Ca> organizing the Nanai■o co■■unity ae■bera to act on behalf 

of the ter■inally ill person: 

Cb> planning and iapleaenting events to introduce the hospice 

concept to the co■aunity; 

Cc> interacting with the aegaents of the present systea surrounding 

the dying person; 

Cd) researching and drawing together educational aateriala for 

the training of volunteers. 

On the one hand, ■y knowledge of coaaunity developaent theories led· •• 

to chooae the Rothaan social refor■ ■odel for interpreting ay data • 
. --- - --

Uaing any aodel to interpret a set of data, however, always raises 

proble■atical aethodological queationa. To anawer th••• questions I 

turned to Marion Lundy Oobbert, who in her book, Ethnographic 

Research, arguea th• following: 



the use of theory in organizing data is often 
aisunderstood, with the data iteaa conceived as 
standing, by theaaelvea, on one hand and the theory on 
the other -- two separate entities which are then brought 
together in a study. Clearly, this is not 
true ••• apecific ••• theoriea are no aore than tightly 
organized, often better-teated organizing acheaea. 
Thus, to distinguish between the data ••• the descriptive 
case study ••• and the interpretive theory is to create a 
£alae dichotoay and aerely succeeds in obscuring the 
actual organizing scheae utilized in gathering and 
writing the dat~ up . CJ)obbert, -1982., p. 276.>. 
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Theories, it aeeas, often develop out of provisional org.anizational 

achaaea and, consequently, are not easily separated fro■ the data to 

which they are applied. For thia reason, general categories suggested 

by the data theaaelvea can introduce a theoretical order and coherence 

into what would be otherwise confusing or unaanageable: 

analysis of data by uae of the general-. · •• categorical 
approaches ••• in conJunction with theory ••• uaually 
proves aoat powerful in establishing the adequacy or 
inadequacy of previous knowledge and gi~e• greater 
depth of interpretation , <Dobbert, 1982, p. 276>. 

Within coaaunity developaent theory, than, the three core variables of -

Roth■an's aocial refora aodel functioned aa categoriea, and hence were 

a way to gather, analyze and organize data. Functioning aa a category, 

each variable auggeatad queationa, data aourcea, and procedures. 

Part I 

ASSUMPTIONS AND PERCEPTIONS -· 

QUESTION 
How are the ter■inally ill, aa a 
coaaunity group, perceived 
by_~hoae involved in hoapice 
organizational activity, in 
relation to the aocial structure? 

- - - -· 

DATA SOURCE 
Prepared addreaaea 
Newspaper interviews 
Newspaper clipping• 
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Procedure 
Read through data £or a general theae. In the final report, I 
described and analyzed aiailiaritiea and differences of perception 
aaong those involved in organizational activity toward the terainally 
ill aa a coaaunity group in teraa of Cl) the ayatea surrounding the 
dying and <2> the larger coaaunity. 

Part II 

BASIC CHANGE STRATEGY 

QUESTION 
· - -

What was the process of organizing 
DATA SOURCE 

My own notes 
coaaunity aeabers? 

Procedure 

Minutes 0£ aonthly board 
aee.ting 
Newspaper clippings 

Read over ay own inforaal notes, checked •Y own recording of organizing 
the group against the £oraal records and against newspaper clippings 
reporting the public diaension. The final written report is a 
fairly straightforward account of the chronological developaent of 
organizing coaaunity aeabers in teras of the actors. 

Part III 

CHARACTERISTIC CHANGE TACTICS AND TECHNIQUES 

QUESTIONS 
How did the hospice group caapaign •on behalf of the terainally ill? 
What were the 'tactical' characteriatica of the caapaign in relation to 
the ayatea surrounding the dying and in relation to the larger 
coaaunity? 

Procedure 
Obtained a fraaework of activities between fall, 1979 to Deceaber 
1981, by 
<l> Reading over ay own notes, fall, 1979 to April, 1980. 

(2) <a> Enlarged and 
recording of 
clippings. 

Cb) Read through 
upon records 

auppleaented the activities by reading the public 
activitiea in newspaper interviews, newspaper 

. - - .. --

the correapondenc• file of the aociety enlarging 
of correapondence recorded in the ainutea. 

<c> Read through the prepared addre•-•• to enlarge upon records 
of public addr••••• recorded in ainutea. 

The final written report deac:ribea and analyzes the group's activities 
iri teraa of interaction with Cl) the ayatea preaently surrounding the 



dying and <2> the larger coaaunity. 

As I was reading through the data, in. addition to paraaeters set to 

research questions, the overall consistency of the group focus was 

considered. 
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KaJor conclusions are reported at the beginning of each 

section; however, as pointed out by Dobbert (1982), the descriptive 

case study is . in itself · a set of conclusions baaed on generalizations 

that stay very close to the data <Dobbert, 1982, p.277>. 

Finally, ■aJor conclusions, relative to the function and aeaning 

of the hospice society were verified in an interview with two persona, 

Lynn Green and Marion Sylvester, who had worked closely with ae in 

organizing Mid-Island Hoapice during the period under study. One inter­

view was conducted in person; one by telephone. Eight questions were 

devised using aaJor concluaiona aa a guide. The interviewees have been 

quoted in the body of the study. (See Appendix 8 for the interview guide>. 

Liaitationa 

Becauae the theais haa been undertaken by one of the founders 

of the hoapice, a certain lack of obJectivity aay have influenced the 

aelection, ordering and interpretation of data. To addreaa this ■aJor 

liaitation, thia study eaployed, whenever possible, the observations, 

opinions and inforaation of other hospice aeabers, which in turn have 

been auppo-rted by published authorny -·Cbooks and articles>. Soae 

feature• of the Rothaan aodel did not apply to the Nanaiao caae study. 

Firat, the hoapice did not eaploy a profeaaional developer; second, the 

aodel did not account for trained volunteer• adJoined to the prevailing 

ayatea. 



CHAPTER V 
Nanaiao Hospice 

In Chapter four, I argued that Rothaan's social refora aodel 

was the one which aost closely described the Nanaiao hospice 

organizational process. As well, I -argued three variables in 

particular - perceptions and assuaptions of the problea, basic change 

strategy and characteri~tic ta__ctica and techniques - foraed the core of 

coaaunity developaent practice and would ■oat clearly uncover the 

nature and function of that practice. It is, then, with these 

variables that I organized, described and analyzed the raw data of the 

Nanaiao hospice developaent. 

Part I 

Perceptions and Aaauaptiona Surrroundinq Soci~l- Structure and Preble■ 
Conditions 

In the Rothaan social rafora aodel, it ia aasuaed that a segaent of 

the coaaunity ia disadvantaged and that it ia a _subatantial social 

problea. Those who act on behalf of this group focus their reforaa on 

the social ayatea surrounding the disadvantaged group. The Nanaiao 

Regional Health District, which extanda fro• Cowichan to Alberni, 

serves a population of 169,845. The nuabera of deaths for the district 

in 1984 was 1,164 <Central Vancouver Heal th Unit Annual Report, 1984, 

pp. 12-15). The Nanaiao hospice group overwhelaingly agreed that 

tarainally. ill persona auff•red debuaanization in the proceaa of their 

dying and that the health care aystaa was the biggest problea. 

Physicians were blaaed for inadequate physical pain control, for taking 

little ti■• to be with the patient-and for lack of clear, open 

coaaunication with the patient and faaily about treataent. The 
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hospital also caae under attack as a less-than-desirable environaent 

for the dying person. Standardized routine rather than personalized 

care seeaed to predoainate, adding to the suffering of the person who 

was ill. Lastly, it was felt that society at large avoided and 

isolated the dying person. The dying peraon was a pariah both to the 

inati tution where peopl~_ were _sent to d-ie and to the larger s9ciety. 

Aaong the hospice organizers, perceptions about the source of 

patients' dehuaanization varied. Soae felt that the profesaional 

training of aedical ataff waa reaponaible for the existing 

situation; that scientifically-oriented training led to viewing a person 

as aerely a 'body', ignoring that person's integrity. Lynn Green, a 

nurse actively involved in the Nanaiao hospic•, · coaaented 

As a nurse, over the past seventeen years, ·· I have often 
felt frustration in caring for the terainally ill. The 
physical needa are aet, but eaotional, spiritual and 
social needs of patianta •.• ara handled poorly ••• doctors 
are trained to diagnose, cure and prolong 
life ••• Caddress, Ladysaith Registered Nurses Association, 
Septeaber 2:5, 1981 >. 

Others noticed that physicians were reluctant to approach and be with 

the dying person in an honest~open aanner. The way in which facts 

were given about treataents often aade it difficult for the persons and 

their faail1ea to aake appropriate decisions and then to· receive support 

for those decisions. For the physicians the battle against death aeeaad 

to becoae aore 1aportant than the dying person. The nurses involved in 

soae of the training of volunteers axpreaaed their concern about issues 

au~~ound1ng therapeutic treataent. One hoae-care nurae dealt with the 

righta of the patient, educating volunteers about patient rights. The 
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hand-out she provided to volunteers, 'A Dying Person's Bill of Rights' 

(which was created by nurses at Wayne State University, Detroit, June 

12, 1976), stated that patients have a right not to be treated in an 

ataoaphere of aystery, often knowing their own condition only vaguely: 

that the patient haa a right to clear, honest inforaation, and that the 

patient baa the right to refuse treataent. These were all issues of 

care directly related to the doctor/patient relationship. Another 

aeaber of the training teaa, Fran Dykes, a hospice volunteer and a 

board aeaber of the society, referred to the Bill of Rights in the 

context of her own experience: 

the first two lines of the Dying Person's Bill of 
Rights says 'I have the right to be treated as a living 
huaan being until I die ••• • 'I have the right to have •Y 
queationa answered honestly.• In the two and one-half 
years of •Y husband's illness, not only hi~, but ayaelf 
were shoved aside with the well-aeaning words 'Don't 
worry, everything will be alright'. All the tiae, 
everyone knew everything waa wrong <Volunteer training 
aeaaion, October 28, 1981). 

While doctora were aoaeti••• leas-than-open with the patient, 

this waa not the only aource of dehuaanization. Green exprssed a 

larger diaension: 

there are fewer visits froa doctors and nurses, leading 
to feeling• of isolation and re3action when a person 
needs to feel secure and coafortable ••• Caddreaa, Ladyaaith 
Regiatered Nursea, Septeaber 25, 1981). 

Green felt that hospital staff generally found caring for the 

terainally ill peraon a distasteful task. 

Canon Paul Chidwick, an Anglican clergyaan addressing the 

hospice public inforaational aeeting, .eloquently stated the plight of 

institutionalized dying people, who were victiaa of a rigid aystea: 



dying is a very dehu■anizing experience ••• because of 
the workload in hospitals, patients often feel the· 
centre of a conspiracy of silence ••• and fear that they 
will be considered nuisance patients : · It prevents thea 
fro• asking fo·r relief fro■ one of the ■aJor physical 
conditions of the ter■inally ill -- pain. Until there 
is relief fro■ pain, no other needs can be aet 
<"Hospice ideals bring new hope for dying." 1984, 
Septe■ber 24 1 Nanaiao Tiaes, p. 3). 
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Chidwick perceived that inadequate physical pain control was part of a 

syste■ that gave standardized rather than individual care. It produced 

an at■osphere that discouraged patients to aak for and to receive 

relief fro■ physical pain. In this syste■, the dying patient 'is 

treated like a vegetable ••• aaying, Just lie there and behave 

yourself'Caddresa, Septe■ber 23, 1980>. Chidwick i ■plied that 

all professionals, as part of a dehu■anizing ayatea, were caught up in 

and contributed to the dehu■anization. 

Concerning the problea of physical pain, I shared Canon 

Chidwick'a perception. Thia waa touched on in ~y address to the 

Cowichan group: 

■y husband was very unco■fortable following surgery, as 
well as having diacoafort fro• the diaeaae itself. 
So■etiaea the ■edication did not hold the pain during 
the night and I would _go to the desk and aak for 
aedication. I was always told it waa too soon, that we 
■uat wait for the four hours to be up ••• (O. L. To■asaon, 

notes fro• speech delivered Nay 12, 1981>. 

Like ■y husband, ■any patients were victi■a of a ayat•• that adhered to 

standardized rather than personal-car•, including adequate physical 

pain control. 

The faaily aay also be neglected by the hospital staff. 

Faalliea often felt excluded and unwelcoae. Ny own experience was 

related in an addreaa to the public inforaational •••ting of the 



Cowichan hospice group: 

I was asked to speak to you this eve~ing to tell a very 
personal story of what happens to a person and their faaily 
when they are £ac:"ed with a terainal illneaa. My husband 
died fro• lung cancer one and a half years ago. I took care 
of ay husband during the tiae he was 111 and fro• that 
experience I learned that aany of the needs of a person in a 
life-threatening illness go ·virtually unrecogni2ed ••• at the 
Vancouver General Hospital after an unsuccessful atteapt to 
reaove ay husband's lung ••• I sensed very strongly that he 
needed very auch t):l_at I }te with hia. I told the staff ttlat 
I would be staying -all night aa long aa he wanted ae there. 
They were non-coaaital. One staff aeaber questioned how 
long I planned to keep this up ••• for the next eight nights I 
slept by ay husband's bed, pushing two wooden chairs 
together, scrounging an extra pillow and blanket ••• 
eventually we returned to Nanaiao ••• three aonths later ay 
husband contracted pneuaonia, and it waa iapossible for hia 
to reaain at hoae longer. The aorning ay husband died, I 
was told by the nurse, in the elevator, that ay husband was 
not at all well. I went to his rooa, found hi• alone, 
having difficulty breathing. I requested that he not be 
left alone, and asked that the doctor be -~alled. I spoke 
briefly to the doctor ••• then went and sat in a little rooa 
down the hall. I called ay children to coae to the 
hospital. No-one caae to tell ae ay husband was near 
death ••• nor were we asked if we wanted to be with hia. I 
wish soaeone could have given us the auppoft to be there 
<O. L. Toaaaaon, notea fro• speech delivered on May 
12, 1981), 
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Froa ay experience, I perceived that rigid hospital structure took 

precedence over huaane care. I alao saw that staff were unaware that 

the dying person and the faaily, as a unit, were autually bereaved, 

both in need of support and care. 

The physician/president of the hospice society, believed that 

hoapitali~ing dying persona -contributed to their aiaery, chiefly by 

hindering their social well-being. He argued that isolating the dying 

person fro• soaething faailiar and coaforting waa destructive to the 

person. In a pr••• interview, Dr. eaaeron talked about the need £or 

alternative care: 



The hospital is not the best place for people who are 
dying. They are better off at hoae with people th~y 
know and are aore coafortable wit~ t~an in the hospital 
surrounded by strangers. One of the aias of the 
society is to establish a pool of volunteer helpers who 
are able to offer sssistance to the faailies of 
terainally ill patients and patients faailies in the 
faailiar surroundings of their hoae. <"Local Hospice will 
go it alone," 1980, Septaaber 25, Nanaiao Free Press, 
p. 2). 
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Caaeron C1980) argued tbat the... custoa of reaoving the dying person to 

hospital needed changing; and that keeping the patient at hoae was aore 

desirable and better both for the dying person and for the faaily. 

Part II 

Basic Change Strategy 

In the Rothaan social refora approach to coaaunity organizing, 

basic change strategy aiaa to bring about change o~ behalf of a 

disadvantaged coaaunity group by organizing a coalition of concerned 

interests, outside the syatea surrounding the problea. The Nanaiao 

group reflected this characteristic. I will describe the chronology of 

events fro• Noveaber, 1979 to Deceaber 31, 1981, the organizational 

period under study. 

Noveabtr, 1979 

Laying the groundwork to bring together a group began at a 

•••ting in the office of the hospital adainiatrator at the Nanaiao 

Regional General Hospital. Those present at the aeeting inciuded the 

hospital adainiatrator, the hospital chaplain, a local Anglican 

cl•~gyaan, a hospital nurse and the writer. Aware of the writer's 

efforts to create coaaunity interest in better care of dying persona 
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and their faailies, the Anglican clergyaan had arranged the aeeting. 

The hospital nurse, Lynn Green, addressed the aeeting, c i ting 

how difficult it was for hospital staff, with ayraid deaands on their 

tiae, to give personal care to the dying person. The need for 

alternative foras of care was discussed and plans to investigate the 

deg-ree of coaauni ty sup~ort an_d intereat were outlined to the_ 

adainistrator. He requested that notifying the aedia be postponed 

until there was an opportunity for hi• to investigate the hospice 

concept further. 

January. 1980 

The hospital adainistrator waa again contacted and advised that 

there would be a preaa releaae. He was invited to becoae part of a 

coaaunity group to investigate ways and aeans to iapleaent better care 

of dying people. He declined, saying that soae of his staff were 

already involved (the hospital chaplain and the adainistrator of an 

interaediate-care facility under the JUr-isdiction of the Nanaiao 

Regional Hospital had Joined the group>. The Anglican clergyaan also 

declined an invitation to Join because of a heavy schedule of work in 

hia pariah. However, both the adainiatrator and the clergyaan · 

acccepted a later invitation to be part of an advisory group to the 
. - - - --

aain body. In this way, the hospice aaintained contact with. both the 

hospital adainiatrator and coaaunity clergy. 

The local cancer society was inforaed of plans underway to find 

coaaunity support for better care of the terainally ill. Efforts to 
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involve the cancer society were unsuccessful. They did, however, 
. - . 

accept a later invitation to aeet and exchange inforaation about 

respective prograas (ainutes of aeeting, Dec. 8, 1981). 

At this Juncture of organizing a coaaunity group, group aeabers 

<with the exception of the writer), were all affiliated with the 

- -
hospital. I felt there -was a need for broader coaaunity representation 

in the group. Lynn Green felt aabivalent about broadening the base to 

include other coaaunity aeabera. On the one hand, as a hospital nurae, 

she was anxious to work towards change within the hospital and, on the 

other hand, waa concerned that the hospital setting would not iapleaent 

all that was necessary for coaprehenaive care of dying people. Green 

speaks, retrospectively, about her concern: 

hospitals get hung up in logistics of unions and health 
care regulations and for those reasons all would not 
get done that needed to to be done . <in~erviaw, July 
19, 1985). 

The hospital chaplain perceived that the hoapital was the appropriate 

place to begin change• in the care of terainally 111 persona, hence he 

was even leaa supportive of a _broader coaaunity base. The other aeaber 

of the group, representing interaediate care, did not express an 

opinion about group direction. 

Karch, 1980 
. --- - -· 

Lynn Green attended a two-day workshop in Victoria, sponsored 

by a Victoria hospice group, and brought back valuable inforaation. 

About thia tiae, a friend brought ae aoae literature froa St. 

Christopher'• hoapice in . London, England. Th• literature provided 
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inforaation about the successful knitting together of hospital, hoae­

care, volunteers, physicians, nurses and hoae~help. As well, the 

literature described new and innovative aeans of physical pain control. -

Ky earlier perception that our group ought to have larger coaaunity 

representation was confiraed by reading hospice literature. 

I telephoned the chaplain to voice •Y concern for larger 

coaaunity representation. He provided ae with the naae of the wife of 

the college president, who herself had called hi• to ask about local 

efforts in hospice care. I arranged to have lunch with her. My 

aeeting with Marion Sylvester was fruitful insofar as her background in 

hoae-care nursing provided support for including this diaension of 

care. She agreed to becoae part of the group, bringing with her 'the 

necessary hoae-care perspective and the need to incorporate that 

aspect' <interview, Lynn Green, July 19, 1985>. Following ay aeeting 

with Sylvester, Lynn Green approached the supervisor of the local hoae­

care nurses, a relatively new segaent in the health care systea. Hoae­

care becaae enthuaiaatic supporters and participants. <A two thousand 

dollar personal donation to the group by the supervisor of hoae-care 

nurses indicated the degree of support given by the hoae-care segaent 

of health care>. Graen also contacted the executive director of hoae­

aaker aerv-icea -- a non-prof-it aoci--ety. and coaauni ty social service 

that aids people in their ho•••• Its executive director Joined the 

hospice group. 

Representatives fro• physicians' groups alao Joined our group. 
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The chairaan of the local general practitioners' group was giving a 

noon-hour guest lecture to students at .Malaspina College. I aade a 

point of attending the lecture, hoping to have an opportunity to speak 

to hia. Following the lecture, I introduced ayself to the physician 

guest speaker, indicating that our group would like to address a 

aonthly aeeting of general practitioners. An invitation was 

subsequently extended to address their group. Following that address, 

a general practitioner offered to represent his group on the hospice 

board. The interaediate-care director contacted the doctors' 

'apecialiata' group by telephone, inviting their participation in our 

group. A local° internist Joined to represent his group on the hospice 

board. 

At this point in the organizational prbceaa, the hospital, 

hoae-care nurses, ho•e~aker services and local physicians were 

represented. I waa the only 'lay' representative. I telephoned the 

hospital adainistrator <who had agreed to becoae part of the hospice 

group's advisory board> asking his augg•ationa about business coaaunity 

representatives. He advised•• to contact local lawyers and 

accountants. I telephoned ay own lawyer, inviting hia to Join the 

group. He declined, but offered to do <and did> any necessary · legal· work 

without charge, should our group incorporate as a non-profit society • 
. - - .,. --

I contacted a banker and buaineaaaan, both of whoa consented- to becoae 

part of the hospice group. 
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April 30 1 1980 

Twelve people ■et at the Nanai ■o Regional General Hospita l in a 

rooa adJoining the cafeteria, to discuss the probleas of the terainally -­

ill person and various ways of dealing with these proble■s. The group 

consisted of nine representatives fro■ various segaenta of the foraal 

hea-lth care syatea -- t".'_o phyaj.cians, t.wo g.eneral-duty nurses., an 

interaediata-care adainiatrator, the director of hoae-care nurses, the 

executive director of hoae-aakera, a hospital chaplain, the director of 

hospital volunteers. The reaaining three persona, a banker, a 

buainessaan and the writer ware fro• the larger coaaunity. 

The group agreed that a foraal structure was necessary to act on 

behalf of the disadvantaged coa■unity group. A local internest was 

elected chairperson. The group agreed to apply for incorporation as a 

non-profit society (ainutea of aeeting, April 2~, 1980). This group, 

which bacaae the decision-asking board of the society, reaained intact 

until the spring of 1981. 

Kay, 1981 

The hospital chaplain, the director of hospital volunteers, the 

general practitioner and the adainistrator of hoae-care nurses 

resigned, all leaving becau- of vork~load coaaittaents. The general 

practitioner and the hoae-care nurse suggested colleagues to replace 

thea. Instead the chaplain and the director of hospital volunteers 

were replaced by a priaary school supervisor and a coaaunity director 

of senior citizens. Th••• replaceaenta on the board decreased 
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hospital representation and increased coaaunity representation. As 

well, a aove was aade ~ut of the hospital where we had been aeeting, 

further separating the hospice group fro• the hospital. Yet even 

though hospital representation on the board had been reduced, and ·the 

group's aeeting place aoved fro• the hospital, a good working 

relationship with hoapit,al adunistration was retained. The chaplain 

was invited to reaain part of the training teaa for volunteers. Green 

believed this helped retain coaaunication with hospital adainistration: 

we retained liaiaon with the hospital. I think the 
chaplain felt good to be asked to be part of the 
training prograaae. He felt that his expertise was 
being called on <interview, July 19, 1985). 

I also kept in touch with the hospital adainistrator. I continued to 

call hia occasionally, 'Just to keep in touch'. When the hospice 

president asked the adainistrator that hospice volunteers be allowed to 

visit any ti•• the patients requested a visit, his request was granted. 

Thia round-the-clock ace••• to the hospital waa an unprecedented 

granting of privileges to a group of non-aedical persona. 

Until March, 1980, the group consisted priaarily of 

representatives froa the hospital aegaent of health care. In March, 

1980, the group began to. expand, bringing in representatives froa hoae­

care, phya•iciana, hoae-aakera and "t:he -businesa -coaaunity. Lynn Green 

perceived that the presence of the business coaaunity waa influential 

in preventing the group froa being absorbed into any aegaent of health 

care: 



I think the presence of the business coaaunity 
representatives balanced out other diaension. It gave 
it a coaaunity base, outside any part of the health­
care systea. The business coaaunity added expertise 
that health care professionals don't have. They <the 
business coaaunity> were esential to the saooth running 
of the group so it did not becoae totally health­
oriented <interview, July 19, 1985). 

Marion Sylvester also felt the presence of lay, business 

representatives kept th~ soci~ty. outside the prevailing ayate~: 

the group had a coaaunity-oriented feeling. The people 
that were there were people fro• the coaaunity. It 
also helped to get wider coaaunity support - froa the 
Rotary Club, for instance (interview, July 18, 1985) 

The buaineaa coaaunity, then, was an iaportant eleaent in broadening 

support beyond the health care syste■• 

41 

In May, 1981, the hospital chaplain and· the co-ordinator of 

hospital volunteers resigned· si■ultaneously. Marion Sylvester saw a 

relationship between these resignation• and the direction in which the 

group waa aoving: 

the hoapital contingent waa a powerful group that 
wanted hospice inaide the hoapital ••• when that didn't 
happen, they left . (interview, July 18, 1985). 

She was convinced that there ~a• a desire on the part of hoapital 

repreaentatives to keep the hoapice group inside the hospital. She 

talked about her contact with the chaplain when aha first telephoned· 

hi■ to inquire about hoapice care in Nanai■o: 
-- - --

I had not heard of your [the writer's] efforts until I 
telephoned the chaplain. Having recently ■oved froa 
Vancouver, I wondered if anything waa happening in this 
area, particularly in ho■• care ••• He told•• there were 
two woaen but he wasn't au~• I would want to be 
involved in their efforts. He aaid their idea waa to 
atart hoapice in the coaaunity. I got the iapreasion 



he had doubts about the approach. (interview, July 18, 
1985} 
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The resignation of the two hospital representatives, then, highlights 

the aoveaent of the hospice group toward establishing itself outside 

the prevailing systea surrounding the dying person. With this, the 

hospice group in Nanaiao becaae a group outside the health-care systea 

to advance better care of terajnally il-1 persons and their faailies. 



Part III 

Tactics and Techniques 

In the Rothaan social refora aodel, characteristic change 

tactics and techniques aia to bring about change on behalf of a 

disadvantaged coaaunity group by bringing pressure to bear on decision­

aakers. The decision-aa.kers hare are, of course, the professionals in 

the health-care systea who adainister to the dying person. The Nanaiao 

hospice group pressured the aedical coaaunity in two ways: first, it 

persuaded aeabers of the health-care ayate■ that alternative aethods of 

care for the dying person were necessary and pressing; second, it 

encouraged the coa■unity-at-large to pressure the aedical profession 

to acknowledge this need and to allow the i ■pteaentation of an 
.. 

alternate ■ethod <i.e. hospice care>. I will deal with this two-part 

proceaa -- persuasion fro• within and pressure fro■ without -- in the 

following section. 

1. Persua•ion: Bringing together ••g•enta of th• prevailing syste■ in 
a co■•on effort 

A. The hoapital adainiatratign 

Because dying -- at leaat in our aociety -- ia handled 

priaarily by aedical profesaionala within a foraal health care· ayatea~ 

Lynn Green and I aasuaed that the idea of hoapice would be threatening 

to the ayataa surrounding the dying person. Green touched upon this 

aasuaption in addreaa to a local coaaunity group 

we worked for aeveral aontha ••• quietly apeaking to 
hospital adlliniatration and coaaunity groupa ••• 
atteapting to reaain non-threatening ••• 
Caddreaa, Nanaiao Stepa to Maturjty, May 27, 1981) 
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The first segaent approached was the hospital adainistration, 

because in Nanaiao, like aoat other coaau~ities, the hospital is the 

established institution to care for the dying person. And again, like 

other coaaunitiea, Nanaiao has a well-established, well-regarded 

hospital. <In fact, aost aeabera of the coaaunity see the hospital as 

the place to go to die; this was illustrated when the writer was asked 

by a lay person if it were legal to die at ho•e>. Given these facts, 

the hospital adainistrator's co-operation with, and support for, the 

hospice was essential to its acceptance and legitiaization. 

There was initial resistance to the hospice concept, however. 

The hospital adainistrator appeared non-coaaittal during the first 

aeeting with hospice organizers, and asked that· notifying the aedia 

about hospice be postponed. It waa the writer's iapression that in 

this request the hospital adainiatrator sensed the tacit criticiaa that 

the existence of a hospice could bring to the health care syatea and 

that the aedia could bring this criticiaa out. As I docuaented in Part 

II, the organizers coapliad with the adainistrator's request, and 

waited tvo and one half aonth• before going to the local 

press <February, 1980>. Thia delay was a conscious tactic on the 

hospice organizers' part: by delaying, it waa hoped that the 

adainiatrator would acknowledge that the hospice aeant to be non-
. - - - --

threatening. 

Yet, even after this gesture of good-will, the hospital 

adainistrator hesitated to be a-ociated publicly with th• hospice 
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group. Perhaps he felt that if he did, he would be criticizing the 

very systea he ran and represented. He therefore declined the . .~ . 

invitation to coae on to the hospice board <February, 1980). Four 

aonths later, however, after auch positive press coverage and the 

striking of the hospice board, the adainistrator accepted a position on 

the hospice's advisory board. Thia group was aade up of experts in 

various fields (health care, clergy, education and so on>, and was a 

courtesy position foraally acknowledging the aeabers' expertise. It is 

the writer's iapression that the hospital adainistrator accepted this 

position for two reasons: first, that the aedia coverage did not openly 

critize the health care ayatea; and second, that the position itself 

waa auch leas 'politically' contradictory of his position as hospital 

adainistrator. Approxiaately one year later, he returned the hospice 

organizer's initial gesture of good-will and granted hospice volunteers 

round-the-clock visiting privilegea, allowing th•• direct and 

legitiaate acceaa to the dying person. Thia presence of supportive, 

caring volunteer• resolved one of the hoapice'a aiaa: visiting rights 

were an iaportant step towards huaanizing the systea. 

Another eaployee of the hospital, the hospital chaplain, 

resisted the hoapice concept aore openly. In several conversations- -

with hi• CNoveaber, 1980; February, April, 1981>, hospice organizers felt 
. --- - -· 

that he actively discouraged plans to begin training hoapice-

volunt .. rs, and encouraged hospice organizer• to direct their efforts 

to!~rds fund-raising for a hospice site and building. It waa writer's 

iapreaaion that the chaplain, being the head of hospital volunteers, 
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didn't want agencies outside the hospital systea to train people for 

the health-care field. <This iapreasion was supported by Marion 

Sylvester's coaaent on the chaplain's reservations about hospice quoted 

in Part II>. Despite this verbal resistance, the chaplain accepted an 

invitation to Join the hospice board <April, 1980>. Yet it was a 

further five aonths later, after the success of the public 

inforaational aeeting, that the chaplain was aore overtly supportive of 

the hospice's progress. Sensing his ongoing reserve, the hospice 

organizers consciously aoved to invite hi• to becoae a aeaber of the 

training tea• for hospice volunteers <spring, 1981>. Even after his 

foraal resignation fro• the board Capring, 1981>, the organizers 

encouraged hi• to continue as one of the volunteer trainers. As Lynn 

Green pointed out <quote in Part II>, the chaplain _'felt good' about 

being asked. Here again, then, the hospice organizers strove to be 

conciliatory with a facet of the hospital syatea. 

B. Health Care Professional• 

i. The Phyaiciana 

Because doctors are the central experts in the care for the 

dying person, the hoapice organizers knew that it waa essential to 

elicit the interest and support of the local physicians. - Knowing that 

soae doctors are aenaitive to nuraea' suggestions about aedical 
. -- - --

treataent, I approached the local aedical society - aa a non-aedical 

peraon - <Lynn Gr-n, another hoapice organizer waa a nurse>- to 

addreaa one of their aontbly •-tinga. In ay addreaa, I focussed 

priaarily on the value of the, hoapic• approach to care. The text of 
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the address included a brief suaaary of ay own experience of the dying 

person and his faaily, followed by a co•p~ehenaive outline of the 

history, concept, and philosophy of hospice. Thus, on two levels - the 

choice of speaker and the presentation of topic - the hospice 

organizers consciously choae to approach the doctors in a non­

threatening aanner. 

In the final analysis, this was the beat approach. After the 

address, the nuaeroua questions I received indicated the degree of 

intereat in both the hospice concept and in the local efforts to 

proaote it. When I indicated to the audience that we were anxious to 

have a representative froa the aedical group on our hospice board, a 

general practitioner in the audience offered to· represent his 

profession on the executive. Evan aore iaportantly, a local internist 

becaae the preaident of the hospice board <April, 1980). His election 

waa another tactic -on -the hoapice organizers' part: to h:ave a doctor 

represent hospice would incraae ita credibility in the coaaunity, 

assuring people that this group waa both- accepted and supported by the 

eatabliahed aedical ayatea. 80th Lynn Green and Marion eaphaaized the 

iaportanc• of thia tactic. Gr-n said 

it waa very iaportant to have a doctor aa chairperson 
of the society. People atill regard the doctor aa an 
iaportant figure <interview, July 19, 1983) • 

. ..... - - -~ 

ii. The Nuraes 

In dealing with the nuraing staff, the hospice organizers 

nnaed that the aoat potentially succeaaful hospice repreaentativ• 

would be another nurae. For thi• reaaon, Lynn Green, a nur•• and 



founding aeaber, spoke to her colleagues. And again, the aode of 

presentation was a con~cious tactic: Lynn spoke to the• about her 

feelings of frustration with traditional hospital care: 

when I speak to nurses' groups, I always talk about •Y 
own frustration as a nurse not doing what I know should 
be done for the terainally ill person and their faaily. 
I often saw persona in the audience nodding their 
heads <interview, Jul~ 19, 1985). 
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The nurses' eapathy for the hospice concept was deaonstrated by 

their nuaerous requests for other speaking engageaents (Ladyaaith 

Registered Nurses; District aeeting of Regiatered Nurses; Parksville 

Hoae Care Nurses>. Even aore iaportantly, the Registered Nurses 

Association (Nanaiao Chapter> aoved to endorse foraally the Naniao 

hospice only a aonth after Green addressed it~-· It is the writer's 

iapreaaion that aost nuraea were aore openly and iaaediately responsive 

to the hospice concept for two reasons: first, they see the dying 

person on an often hourly baais <versus the doctor or hospital 

adainistrator, for exaaple> and are, therefore, aore practically 

aware of the patients' pain and isolation; second, the nurses are 

'secondary' figures in the aedical tea■ and, therefore, would not 

receive the brunt of public criticiaa <versus the doctor, for exaaple>. 

Because their position in the aedical hierarchy ia not so volatile, the 

nurses can afford, 'politically', to be aore critical of the aystea in 

which they work. 

iii. Health-Care Profeaaionala in'Hoapice 

The doctor• and nur••• who caae _together in the hospice group 



were, by and large, exceptions in their professions. They· saw a 

preaaing need to huaanize direct care of the terainally ill person. 
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For exaaple, the local physician who beca2e the chairperson of the 

hospice board acted on a nuaber of isauea: he approached the hospital 

adainistrator to get round-the-clock visiting rights for hospice 

volunteers; he arranged .. to ha"I& -a guest lecturer speak to hospital 

nurses and other phyaiciana on physical pain control in terainal 

diaeaaes; and, froa ti■e to ti■e, he acted as a liaison between 

fa■iliea and their own physicians when specific probleaa of care arose. 

These actions, in the writer's view, were ones which deaonatrated 

tactics to pressure the aedical ayate■ fro• within. 

As well, the hospice organizers choae a Victoria aedical doctor 

with a special expertise in phyaical pain control to speak to the 

local phyaiciana and nuraea <Noveabar, 1981). Thia was a conscious and 

radical aove: education on atrictly aedical aattara waa noraally 

handled by the doctors' and nuraea' own education groups. But the 

hoapital ad■,iniatrataor gave hia consent, even though the hoapice had 

no for■al connection with an official health-care body. And further, 

the hospice organizers decided that the apeaker addreaa the ·physicians 

and the nuraea separately. It was felt that the optiaal profeaaional 

education could be provided .by er1■1nating any ··potential confrontations 

between the two groupa. Once again, then, the hoapice organizers chose 

to be non-controveraial in their preaauring of the aedical ayataa. 
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C. Hoae-Care Nursing 

The hoae-care nursing service in Nanaiao was the facet of the 

health care systea aost supportive of hospice. There were two reasons 

for this: first, hoae-care <like hospice) was relatively new in 

Nanaiao, having been established only six years; second, and perhaps 

aore iaportantly, hospice's tactics of non-confrontation and gradual 

-- -
integration into the existing systea were close to hoae-care's own 

philosophy. 

A few exaaplea of the hoae-care service's response deaonstrate 

their support of the hospice concept. After accepting a position on 

the hospice board, the nurse representing the hoae-care departaent 

requested that one hoae-care nurse be allowed -to take the volunteer 

training prograaae each tiae it was offered. Even . though the course 

was officially restricted to board aeabers and volunteers, the board 

-
granted her request because it waa felt that this would proaote 

interest and expand knowledge about hospice within the health-care 

ayatea. As well, a fila proaoting hospice education waa loaned to the 

hoae-care nurses for their fu~ther education. And, aa I docuaented in 

Part II, the hoae-care representative herself aade a personal donation 

to the hospice fund drive of two thousand dollars. 

Though hoae-care nursing wea --part of the health-care ayatea, it 

operated under a different adainiatrative uabrella than the hospital 

itself. The ayatea liaited the nursing service's usefulness, aaking it 

difficult to work effectively with•hoapital doctors and nurses. For 

exaaple, hoae-care nurses could enter the hoae of an ill person only 
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after a requisition had coae fro• the attending doctor. Further, when 

the ill person needed to be hospitalized, _contact with the hoae-care 

nurse was lost if the doctor did not re-order the service. This 

awkwardness within the systea was coapounded, too, by soae physicians' 

resistance to the hoae-care nursing concept. Because doctors are not 

conditioned to the idea of hoae-care, they are naturally apprehensive 

about it, preferring to : aee the patient theaaelvea. Fro• a ■ore 

critical perspective, doctors aay resent giving up aoae of their 

control <and prestige> within the hierarchy of the health care syatea. 

Aa it is now, doctors control virtually all facets -of exaaination, 

prescription, and aedical Judgeaent. The reault: aany terainally ill 

patients and their faailiea were uninforaed about the hoae-care nursing 

service. 

Thia waa the situation that hospice volunteers becaae aware of 

in their hoae visits. Becauaa the 111 patienta _were not inforaed, they 

believed that 1£ they needed nursing care, their only choice was to be 

hospitalized. Seeing this aa a aource of aiainforaation, the hospice 

volunteer tactfully began to infora faailiea about hoae-care 

-
nuraing, who in turn requested the aervicea froa their doctor. Though 

the hospice volunteer acted aa a catalyst between existing facets of 

the health-care syatea, the hoapice organizers adviaed that the 

volunteers act unofficially , - No c~iti~isa of the awkwardneaa between 

hoae-care and the hospital ayatea waa to be voiced. In thia way, 

hoapice organizers and volunteer• indirectly persuaded -- without 

proaoting conflict -- two aegaenta,of the prevailing syatea to work for 

the benefit of the terainally ill peraon. 
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2. Pressure: Bringing together the coaaunity-at-large to pressure the 
health-care systea. 

While the hospice organizers used various tactics to persuade 

the health-care systea of the need for hospice, they sensed that 

public inforaation was the aost effective technique for persuading the 

coaaunity. Inforaation about the hospice concept and local efforts 

to proaote it caae in t}:lree fQ.raa: aedia reporting., a public_ 

inforaational aeeting, and speaking engageaents to local organizations. 

A. The Media Coverage 

Pressure on the health-care syatea by the aedia waa 

indirect, that is, its coverage of the hospice's founding, 

eatablishaent and developaent was a constant reainder to the health­

care professionals that a coaaunity group waa -addressing certain 

weaknesses in· their syatea. While all three local aedia -- newspaper, 

radio, and televiaion -- duly proaoted hospice aa a coaaunity activity, 

the press becaae the aainatay of hospice's ongoing educational drive. 

The hospice organizer• eap_loyed a nuaber of tactics to ensure 

that the hospice concept be introduced to the coaaunity in a positive 

and non-adversarial aanner. first, one of the organizers approached a 

freelance writer to sea whether the hospice organizers could edit a 

feature story on hospice before it waa subaitted for publication. It · 

was felt that a freelance writer would be receptive to this unusual 

request because of th• greater freedoaa -- tiae, choice of aaterial, 

writing style -- that a fr-lance writer <versus a daily reporter> has. 

Th~_writar agreed, and a full front-page feature story waa published on 

February 15, 1980. The Victoria Colonist published the feature story 
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later that aonth. Part of the feature was devoted to a definition of 

the word 'hospice'. It was felt that. qnc~ the coaaunity understood the 

historical significance of the concept, the local and present-day 

effort would becoae aeaningful: 

In aedieval tiaea a hospice was a resting place for 
weary pilgriaa seeking a spot to rest and be 

_replenished on their long Journey. Today a new type 
of hospice is bfitcoaing_ aore co■•■on - - a place of spec,ial 
support for a person suffering froa a life-threatening 
illnesa ••• two woaen are busy putting their energies 
into getting a non-profit society set up which will 
provide volunteer support to patients and faailies 
faced with a serious illneaa ••• Mrs. Toaasson's interest 
in hospice grew out of her experience of lack of 
adequate support when she was taking care of her 
husband ••• Green, a nurse, said she has often 
experienced frustration of not being able to aeet the 
needs of patients and their faailies ••• they are hoping 
to .bring others together in Nanaiao, who aay have felt 
the aaae need in the coaaunity . <Nana.tllo Tiaes, 
February 15, 1980). 

Thia full, front-page story pro■oting hospice - - a fledging 

organization -- indicated the newspaper'• unuau~l interest and support. 

Marion Sylveater attributed the preaa support to the positive 

qualities of the group'• approach to coaaunity education: 

I think the word 'hospice' took hold -- they [the preasl 
got to know what the ~rd hoapice aeana , <interview, July 
18, 1985). 

Second, the hospice organizers consciously held off any further press 

releaaea for aix ■ontha, until Septeaber, 1980. Though the hospice 

board had been a truck in April, it- ~•-- felt that introducing the 

hospice board •••b•r• to the coaaunity would be aoat effective if 

announced in conJunction with the date of the public inforaational 

•••ting in Sept-bar, 1980. Here again the newapaper'a co-operation 

vaa enliated. A hospice organizer approached the editor of the local 
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public events coluan and asked whether a reporter would be· willing to 

accept editing of the press release. In a front page article <together 

with a picture of the board aeabers>, the coaaunity was foraally 

introduced to this new society. The article, entitled 'Hospice 

Coapassion £or the Dying', outlined the society's plans to hold a 

public inforaational aeeting: _ .. 

the society will host an inforaational evening open to 
the general public, Septeaber 23, at Malaspina 
College's choral rooa, at which tiae a fila called 'The 
Last Daya of Living' will be shown. Canon Paul 
Chidwick, a director of Hospice Windsor, Ontario, will 
be guest speaker . <Nanaiao Daily Free Preas, 
Septeaber 9, 1980>. 

Third, the hospice organizers invited the local press to photograph 

and chat with the guest speaker, Canon Chidwick·, for half an hour before 

the public in:for■ational ■eating. It was felt that thia courtesy would 

be appreciated by the pr••• reporters, and that their interest in and 

understanding o:£ the hospice concept and ita potential i■portance to 

the Nanaiao coa■unity would be heightened. Thia tactic proved itself. 

On the day after the infor■ational ■eating, the bi-weekly paper, the 

Nanai■o Ti••• devoted a one page feature story to the aeeting. The 

reporter wrote the following: 

dying with dignity and care for the terainally ill was 
the topic which drew over 200 people to Malaapina 
College Tuesday night to hear how Manai■o can initiate 
a hospice progra••• -t.o care £or c:anc:er · v1cti■a· ••• the 
hoapice provides an alternative to hoapital care £or· 
ter■inally ill people ••• giving th••• in the worda of 
gueat speaker, Canon Paul Chidwick, 'a chance to die 
with dignity ••• ataffed aainly with. both professionals 
and lay volunteers, the hoapice providea round-the­
c:loc:k care for patienta and provide• ac:c:eaa to faaily 
and even fa■ily peta to tho•• who would otherwiae £eel 
iaolated and alone ••• following_ C~idwi~k'a addreaa, the 



audience viewed the National Fil• Board production, 
'The Last Daya of Living', a poignant and often 
uplifting look at those who have ~ccepted the end of 
the life span on earth ••• the aeeting sponsored by the 
Mid-Island Hospice Society obviously achieved what it 
set out to do, raise the consciousness of those 
attending to the essential need for alternative care 
for the terainally ill . <Nanaiao Tiaes, Septeaber 24, 
1980), 
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The other local paper, the Nanaiao Free Preas, not only covered 

the aeeting, they also took the initiative to have a personal interview 

with the hospice president, a local internist. This interview was 

published two days after the inforaational •••ting, and provided 

further inforaation about hoapica: first, it re-eaphaaized that a 

physician was involved as chairperson <this had been docuaented in the 

press release on the hospice board> and that he was a spokesperson for 

the hospice group; second, that the hospice concep~ was being advanced in 

other centres in the province; and third, that the Nanaiao group was a 

local rather than a provincial or federal governaent effort. 

Finally, the organizers arranged with the local television 

station to interview Canon Chidwick. Thia half-hour aegaant was shown 

the week following the· aeetin~, when public interest was high. Each of 

theae points was iaportant in itself, but for the next stage of 

hospice's developaent <fund-raising and volunteer training>, the laat · 

point -- that hospice was a local effort -- was particularly crucial • 
. -- - -

Thua at three Junctures, introducing hoapice to the coaaunity, 

inforaing it about the public inforaational •-ting, and covering the 

aee~ing, the hospice organizers consciously eaployed the press to serve 

aa the coaaunity's educator in a constructive and non-critical aanner. 
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8. The Public Inforaational Meeting 

. --
To elicit the widest public interest possible, the hospice 

organizers decided that a public inforaational aeeting auat be held. 

Several factors were considered in order to ensure that the aeeting 

would be well attended and well received. The aeeting was held in 

Septeaber <1980>, but p~anninq_for it began a full three aont~s 

earlier. Three £actors were especially iaportant: the choice of 

speaker, the choice of setting, and the invitation of civic and aedical 

authorities. The hospice organizers chose Canon Paul Chidwick, founder 

of the Windsor hospice, to be the guest speaker. Thia choice was 

deliberate: he would speak aa a non-aedical person; he was an 

authority on the hospice concept and its iapleaentation; and he was a 

non-controversial figure outside the Nanaiao coaaunity. The choice 

of setting, too, was calculated. The hospice organizers chose 

Malaspina College rather than the hospital or a health~care related 

building because they felt it was essential for the coaaunity to be 

introduced to the hospice in a public rather than a aedical forua. 

Finally, the invitation of th~ central civic authority, the local 

■ayor, was felt to be i ■portant. His presence would reinforce the 

iapression that the organizers wanted to create about hospice: that· it 

was to be a coaaunity, non-■edical, and civic effort. 
, - -· - --

These tactics were very succeaaful. Over one hundred and fifty 

people, a capacity audience, attended the •••ting; a very strong 

interest waa voiced by the audience through its queationa and coa■ents; 

and the ■ayor's private endorse■ent that evening beca■e a public one 
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iaaediately afterwards. He gave a personal donation to the hospice 

fund and, in his capac_ity as aayor, authorized further -aonies fro• the 

city. Furtheraore, he obtained office space in the saae building as 

the local hoae-care nursing service, thus deaonstrating civic support 

for the hospice. 

Finally, public __ intereat. generated froa the aeeting was strong 

and enthusiastic. Donations to the hospice began to coae in. The 

hospice's finances over one year illustrate the strong coaaunity 

support: in Deceaber, 1980, there was a balance of $2,165.47 in the 

hospice account; by Deceaber 31, 1981, after expenses were paid, there 

was a balance of $12,178.54 <Treasurer's Annual Report, Deceaber, 

1981). As well, even before the hospice sett~ed into its office, 
. 

people froa the coaaunity began requeating to becoae hospice 

volunteers. The requests for training outnuabered the capacity of the 

prograaae. A waiting list of prospective volunteers was drawn up to 

accoaaodate the growing public interest in the hospice. 

The hospice organizers' tactics, then, were highly successful. 

Both the coaaunity and the aayor responded to the hospice's appeal for 

support and did so in the saae positive and non-adversarial aanner in 

which the hospice concept was presented to thea. 
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C. Speaking Engageaents 

Requests for s_peaking engage■ents caae i n quickly after the 

public aeeting. Three hospice organizers -- the president and local 

internist, the nurse and ayself -- divided these nuaerous invitations. 

During the following year, the hospice responded to approxiaately 

twenty invitations (though aoa.t -of the· hospice's ef-forts went. into 

volunteer training>. Here, again, tactics were eaployed. Lynn Green, 

the nurse, spoke to the several nurses groups CLadyaaith, Parksville and 

Nanaiao Nurses Aasociationa>, again outlining her frustrations as a 

nurse to appeal to her colleagues and their trainees. The doctor (and 

hospice president> usually spoke to the local service clubs <Kiwanis, 

Rotary, and so on> in. the capacity of a aedicaT authority and hospice 

spokesperson. It was felt that his professional position would appeal 

beat to the audience: their financial support was needed by hospice 

and a conservative approach by an 'established' pro£easional would be 

aoat readily accepted by th••· To other associationa -- clergy, 

woaen'a groups, educational groups, coaaunity open-line radio prograaae 

and television prograaaea -- the hoapice organizers went as a panel to 

provide the viewpoints of phyaiciana, nur-s and laypersons. These 

decisions aeeaed to have been the beat. Moat groupa spoken to· gave 

donations, aa well aa personal donations. <A auccesaful ten dollar 
. --- - --

aeaberahip drive and unsolicited in aeaoriaa cheques also 

deaonatrated the coaaunity'a support>. A further tactic, one which waa 

iapleaented after the first trained volunteer went out into the 

coaunity <Nay, 1981>, waa to have the volunteer apeak in conJunction 
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with a hospice organizer. This •ethod of coa•unity education was 

particularly powerful: a citizen froa . the . co■•unity speaking at a 

practical level about extending non-•edical support to terainally ill 

people and their fa■ilies. These volunteers were concrete proof that 

the hospice's actions which were both successful and non-threating to 

the existing health care aystea. The first trained volunteer, Mrs. 

DeJong, told her listeners about her work. A local reporter present at 

a ■eeting recorded Mrs. DeJong's talk: 

we should realize that dying is as ■uch a part of 
life aa being born. Birth we greet with JOY and 
happinea. Death is aet with grief and sadness. To 
deal with the e■otions, the fear, the anxietiea ••• that 
dying patients and their relatives experience in 
different degrees and at different ti■ea during the 
illness, we need people who care ••• if we could all help 
in aaking dying a process of growth_ : of living fully 
until death -- of giving the dying person the respect, 
love and care every individual huaan being deserved, we 
would have a highly rewarding experience CNanai■o Free 
Preas, Septeaber 24, 1981). 

DeJong elaborated on the larger diaansion of hospice: 

ideally a teaa of doctora, nurses, clergy, relatives 
and hospice- workers should work together to give full 
care to the patient and his £aaily. By full care, I 
aean physical, spiritual and psychological care. Of 
course, the hospice volunteer ia not going to prescribe 
aedication or intrude on the personal conviction of a 
patient ••• our work is to serve the patient and his 
faaily CNanaiao Free Preas, Septeaber 24, 1981). · 

The trained lay volunteer waa a n£gbly· effective ■etbod to pressure for 

hospice care of the terainally ill peraon. Green expressed her 

perception of the volunteer in the coaaunity: 

the trained volunteer told'both profeaaionals and 
the coaaunity what could be done. It's great to say 
what should be done, but if you ~on't _coae up with the 
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goods, it doesn't hold. We had to offer soaething -- to 
start soaewhere. The volunteer was tangible evidence 
of what could and should be done for terainally ill 
person and their faailies (int~rvi~w ; July 19, 1985). 

Sylvester saw the trained volunteer as an eabodiaent of hospice 

principles: 

the type of volunteer that caae in ••• they were such 
down-to-earth, caring, supportive non-professionals. 
By word of aouth they _gained alot £.or the hospice 
group <intervie~, July 18, 1985). 

Speaking engageaenta, then, as well aa the earlier tactics 

of the hospice' a coaauni ty education technique -- ■edia cove:r·age and the 

inforaational aeeting -- were crucial stepa to introducing hospice to 

the coaaunity and gaining its support without threatening the 

prevailing health-care syatea. 

In suaaary, Chapter III outlined the eleven variables of the 

-
social refora aodel. Under 'characteristic change tactics and 

techniques', it listed. Rothaan's criteria: 'the social refora technique 

aobilizea the people for action, aoving to caapaign strategies, to 

resolve iasues and difference~ aaong parties'. The Nanaiao hospice 

organizers eaployed both tactics -- which I will define here as 'a 

conscious plan agreed upon by a group (here, the hospice· organizers·>· ·to 

be used in what it perceived aa a potentially hostile situation <such 
.. - .. - -· 

aa •••tings with the hospital adainiatr~tion, the physicians., and ao 

on>' -- and techniqu-, which I will define 'aa an approach or aethod 

that doea not involve a potentially hostile response by the target 

group (auch aa the technique of educating the coaaunity about 
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hospice>'. In •Y opinion, the Nanaiao organizers exhibited each of 

Rothaan's criteria under his tactic and technique variable. In 

bringing the hospice board together, the organizers 'aobilize(dl the 

people for action'. In approaching the aedia, setting up the public 

inforaational aeeting, speaking to coaaunity groups, and training 

hospice volunteers, the organizers 'aove(dl to caapaign strategies'. 

And, finally, in bringing segaents of the prevailing health care syatea 

together in a coaaon effort, the hospice organizers began 'to resolve 

issues and differences aaong parties'. Both Lynn Green and Marion 

Sylvester observed this bonding. Green felt the technique of educating 

about the hospice concept had united segaents of the ayatea: 

I'a sure it did soaething to unite the systea, to 
create a bond. It was a new idea ••• ir ~asn't blatant 
criticisa (interview, July 19, 1985>. 

Sylvester believed the technique brought about co-operation aaong 

health-care workers, leading to better care, not only for the dying 

person, but also care for faaily aeabera: 

with hospice, everyone learned ••• hospice was to help 
the faailiea, the terainally ill· person ••• but it also 
helped the care-givers to learn about support to one 
another. It waa a total thing <interview, July 18, 
1985). 
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CHAPTER VI 

Much literature has been written about the probleas of 

terainally ill persons and, in particular, their dehuaanizing 

treataent at the handa of the health-care systea. Dr. Eric Cassels, 

Dr. Elizabeth Kubler-Ross, and Robert Veach have discussed these 

probleas: the tendency to treat patients as obJects, to withdraw 

eaotional support, to see the dying person as a failure because of 

doctors' need to defeat death,. to give insufficient or unclear advice 

about treataents. And on a aore practical level, they 

trauing. These saae concerns were shared by all aeabers of the 
__c:.----

Nanaiao hospice group, though not all agreed on the exact source 

dehuaanization • .. _ 
Writing in the New England Journal of Medicine, Dr. Eric 

Casaela argues that leaa-than-aatiafactory aedical care treats pati"enta · 

aa obJecta rather than as persona. Though doctors and nurses· generally 

have a aore-than-average concern for huaan welfare, their aedical 

training ia insufficient for the care of dying persona. Thia situation 

calla for the awareneaa of· the wider psychological and aociai fraaework 

0£ the patient's condition: 

the patient's aaotional reaction to surgical 
diafigureaent or diaab-Uity, -n1s disrupted doaeatic 
environaent and hia failure to understand his 
predica■ent ••• can lead to feelings of oppreaaion 
<Casaels, 1982, p. 649). 

Consequently, patients feel _inti■i~ated, or worse, that they are 

helpless victias of events. Canon Paul Chidwick expressed a aiailar 



sentiaent in his address to the public inforaational aeeting at the 

Malaspina College in Nanaiao, Septeaber 23-~ 1980. He stated: 

dying is a very dehuaanizing experience ••• because of 
the workload in hospitals, patients often feel the 
centre of a conspiracy of silence ••• and fear that they 
will be considered nuisance patients ••• Cthe dying 
patientl ••• is treated like a vegetsble ••• saying, Just 
lie there and behave yourself. ("Hospice ideals bring 
new hope £or dying," 1980, Sep_teaber 24, Nanaiao 
Daily Free Presa, p. 2). 

One of the first professionals to write about dying persona, 

Elizabeth Kubler-Rosa voiced concern about abandoning the terainally 

ill. In her beat-selling book, On Death and Dying, Kubler-Rosa 
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<1969) exposed the avoidance behavior of hospital staffs: how the beds 

of dying persona were placed furthest fro■ the window, their bell 

answered la&t, and their visit fro■ the doctor reduced to approxi■ately 

two ■inutea per day. Even the nurses, who spend a greater proportion 

of their ti•• with patients, had aiailar responses. In a study done by 

nursea, 'How Do Nurses Feel When Patients Suffer', a typical reaction 

waa docuaented: 

She [the patient] wanted desperately to live. She was 
in a tent, and when you went near the bed aha would 
grab you by the wrist~ She hadn't energy to eat by 
herself but her grip waa unbelievable. She kept 
saying, 'I don't want to die. I don't want to di~.• I 
couldn't go in anyaore after I knew aha waa going .to 
die. I did anything I could Just to get out of going 
into her rooa <Davitz & Davitz, 1975, p. 118). 

In ay addreaa to the Cowicban hospice g_roup, I spoke of ay c~ncern 

finding ay husband alone when he waa near death: 

The ■orning ay husband died, I waa told by a nurse, in 
the elevator, that ay huaband . waa not at all well. I 
went to hia roo■, found hia alone, having difficulty 
breathing. I requested that h• not be let alone <O. L. 
Toaaaaon, not•• froa sp .. ch deltvered · Kay 12, 1981>. 



Dr. Cassels claias aed1c1ne's fundaaental basis of strict 

analytic thought can JUtan depersonalization: 

Medicine. is founded in strict analytic thought. It is 
the thought aode in which discoveries about the body 
were aade and therefore t~e kind 0£ thought required to 
understand the result of the discoveries. Physicians 
learn to think in body teras and see disease as altered 
units of structure or cheaiatry. When dealing with a 
dying patient, the phya·ician bases his definition of · 
dying upon the prognosis 0£ the disease, in other 
words, he is baaing the definition upon his own ability 
to cure _ <Cassels, 1982, p. 649). 
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Cassels suggests that it is aedicine's thought aode in which the 

physician ia strictly steeped, that labels persona. In the Nanaiao 

group, Lynn Green saw this labelling as a lack of interest in a patient 

no longer 'curable'. She perceived physician~ ~ooked upon dying people 

aa a failure. 

In Dying, Death and the Biological Revolution, Robert Veach 

<1~76> concluded doctors have a higher-than-noraal deaire to defeat 

death and likely tend to aiaJudge what ia in the person's beat 

interest. Veach argued that inappropriate treataenta are being 

indiac:riainately adainiatered. Aa a result of new aedical discoveries 

and new technology, hoapitala are becoaing science centres C~ith 

physicians engaged in a life and death struggle). Veach poaea the 

question 'Ia aorality becoaing iaaoral?': -- . ~- - --

even if we conclude that it ia still •orally acceptable 
to die in a technological age .•• atill we auat aak 
whether a particular death -- a particular way of dying 
-- ia aoral. So•• will die through starvation, 
war ••• aoae because they cannot obtain needed 
care ••• atill others will do their dying in an 
abloaphere of ayatery knowing their own condition only 
vaguely or are given aedical treataent they or their 



agents are desperately trying to refuse <Veach, 
1976, p. 7). 
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Furtheraore, Veach argues physicians are confused about ethical noras 

relating to prolonging life: 

physicians aay feel that they have a special aoral 
duty ••• a duty that is codified in the aedico-aoral folk 
tradition ••• life ia to be prolonged at all coats (it is 
not incorporated into any foraal code of aedical 
ethics> . <p. 7)·. 

Bound by such noras, physicians aay systeaatically reach various 

conclusions about what is ethically required of thea. 

Hoae-care nurses involved in the Nanaiao organization expressed 

concern about treataenta being adainiatered; about patients and their 

faailies lacking inforaation to aake choices about treataent or to 

refuse treataents; and about lack of clear, open inforaation generally. 

Fran Dykea, a hospice volunteer and board aeaber, recounts her own 

experience in relation to ina~equate, unclear inforaation: 

the first two lines 0£ the 'Dying Person's Bill 0£ 
Right• says 'I have the right to be treated as a living 
huaan being until I die.' 'I have the right to have •Y 
queationa answered honeatly'. In the two and one half 
year• 0£ •Y husband's illnesa, not only hia, but ayael£ 
were shoved aaide wit~ the well-aeaning words, 'Don't 
worry, everything will be alright.' All the tiae 
everyone knew everything waa wrong _ <addreaa, 
Volunteer training prograaae, October 23, 1981>, . 

Dr .• Caasels. <1982> l'..eporta.._on. _lack of adequate_ training in 

relation to non-physical suffering: 

shockingly, non-phyaical auffering ia understandable to 
lay people, but not the the pbyaician ••• the problea of 
huaan suffering, the concr•te~ inner lived experience 
of the peraon who ia ill, ia not directly addreaaed in 
aedical education. When phyaiciana were challenged to 
think about suffering, they were-aurpriaed how 



little thought they had given it. Medical students, on 
the other hand, were unsure of the relevance of 
suffering to their work <Cassels, ·1982, p. 649>. 
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Lynn Green suggested inadequate training partly was responsible for the 

failure to provide adequate care. In her address to the Ladysaith 

Registered Nurses Association she states: 

the physical needs are aet, but eaotional, spiritual 
and social needa of pa""tients ••• are handled 
poorly ••• doctors are trained to diagnose, cure 
<address, Septeaber 25, 1981>. 

Dr. Sylvia Lack, Medical Director of Hospice of New Haven 

argues for hoae care: 

the hoae is the natural place to die. Here a patient 
is surrounded by loved ones and cherished possessions. 
The dying can gain auch by being care ...ior in this 
faailiar environaent. They are better able to aaintain 
their dignity and their individuality and avoid the 
anonyaity that is devastating to the dying hospital 
patient ••• <Lack, n.d., n.p.>. 

Dr. Howard Caaeron, preaident of the Nanaiao group also argued for hoae 

care of the dying peraon: 

the hospital is not the beat place for people who are 
dying. They are better off at ho•• with people they 
know and are aore coafortable with than in the hospital 
surrounded by stranger~ One of the aias of the society 
is to establish a pool of volunteer helpers who are 
able to offer asaistance to the faailies of terainally 
ill patients in the £aailiar surrounds of their hoae 
<Nanaiao Daily Free Presa, Septeaber 25th, 1980). 

Dr. Lack doea not, however, ainiaize the need for go~d, hard-

headed practice of aedicine: 

if people are cared for with coaaon sen•• and basic 
profeaaional skills, with detailed attention to self­
evident probleaa and physical needa, then patients and 
faaily theaaelvea cope with aany of their eaotional 
criaia. Without pain, well nur-d, with bowels 



controlled, aouth clean, and a caring friend availoble, 
the psychological probleas fall into aanageable 
perspective <Lack, n.d., n.p.>; 
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Canon Chidwick and I both perceived that little can be done for 

the dying person until physical needs are aet. In his public 

inforaational address in Nanaiao, he stated that 'until there is 

relief froa [physical] pain, no other needs can be aet' (Septeaber 23, 

1980). I recounted ay personal experience of inadequate attention to 

physical pain control: 

ay husband was very uncoafortable following surgery, as 
well aa having discoafort froa the disease itself. 
Soaetiaes the aedication did not hold the pain during 
the night and I would go _to the desk and ask £or 
aedication. I was always told it was too soon, that we 
aust wait £or the £our hours to be up (address, 
Cowichan hospice group, May 12, 1981>~-. 

Unleaa proper phyaical pain control and a decent standard of nursing 

care ia present, little can be done to help patients' psychological 

probl•••· 

Aa ahown, the Nanaiao hospice group aeabers shared the concerns 

of thoae authorities writing about terainally ill people in the 

health-care syatea. Both profeaaionala and lay people have seen that 

aoat health-care professionals have inadequate training to cope with 

the aadical, psychological and social needs of th••• patients, and that 

unl••• the_ health-care ayst•• chang_e~ _~t• atru~ture an~ policy 

radically, terainally ill patient• should be (if possible> taken out of 

hoapitala to die at hoae in the security and coafort of their ho•••· 



CHAPTER VII 

The Function and Meaning of the Hospice 

The obJective of this study was to describe and analyze the 

developaent of the Nanaiao hospice and its efforts to change the 

health-care systea in Nanaiao. 

In •Y opinion, the overall contribution of hospice is to aid 

in huaanizing the dying process. Like aany other hospice 

organizations, the Nanaiao group identfied the sources of the 

terainally ill person's dehuaanization -- hi& physical pain, his 

eaotional and psychological discoafort and his social isolation. For 

each of these probleas, the hospice organizer~ proposed solutions on 

his behalf: for hi& physical pain, they brought in a aedical expert to 

educate the local physicians and nurses; and they facilitated a closer 

working relationship between the hospital teaa and hoae-care nurses. 

For his psychological pain and social isolation, they set up the 

hospice volunteer visiting service aade up of interested and sharing 

aeabers of the coaaunity. To ensure that these huaanizing aeaaures 

continued, the hospice organizers educated the local coaaunity-at-large 

about the plight of the dying person. Once the coaaunity was aade 

aware of this, the reaponaibility for hia huaane treataent rested with 

both the h·eal th-care profeaaionaia·-and- coaauni ty aaabars. 

While the function of the hospice ia readily apparent, its 

aeaning ia auch le- ao. At the •~•t · profound level, the Nanaiao 

hoapice expreaaed a cultural value iaplicit in the hospice aoveaent and 



Western society generally -- the value of the individual. Cecily 

Saunders, who spearheaded the hospice aov~aent in London, England in 

the 1960's, expresses ·this value as the essence of hospice: 

We fail to understand what patients with terainal 
disease ask of us. They are coaaonly too realistic to 
expect that we can take away the whole, hard, thing 
that is happening to the•: instead they ask for concern 
and care for their distress and syaptoas. Above all. 
they ask for our total awareness 0£ the• aa people Cay 
italics]. At no tiae in the total care of the patient 
is this of greater iaportanca <Saunders 2, 1978, p. 2), 

In speaking to the Duncan hospice group in 1981, the writer 

expraaaed it this way: 

I have an uncoaproaising belief that the last hour of 
life is aa iaportant as the £irat. Caddresa, Cowichin 
hospice group, May, 1981>. 

Ona of the hospice volunteers speaking to~ local group in 

Nanaiao, axpreaaed her feelinga about the dignity and worth of the 

individual: 

If we would give the dying person the love, care and 
attention every individual huaan being deservaa, we 
would have a richly rewarding experience , <Nanaiao Daily 
Preaa, Sapteaber 15, 1981). 

At its deepest level, than, the hospice was a cultural expression. 

Recoaaendationa 

Uncovering the cultural asauaptions of hospice is essential 
. -- - --
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to restructuring and planning the health--care delivery to terainally 

ill peraona. The hoapice aoveaent ia a wide-sweeping phenoaanon in the 

Weatern world. On Vancouver Ialand alone, since 1981, four local 

hoapice groupa have foraed.. Aa preaaure increaaea both froa without 



and within the syatea to iapleaent changes in the care of the 

terainally ill person, hospitals and loca+_ g~oups will pressure for 

diainishing health-care dollars to restructure the present syste■• 

However, restructuring the system alone is insufficient. 

Medical education of health-care professionals will need as careful 

asseas■ent aa the restr~_ctur i119 .of the- syste■• Dr •. Daniel Ha_dlock 

observes: 

The co■■on concept in our society Cial that the only 
valid goal of aedicine ia to cure the patient. But 
thia in only part of the purpose of aedical care. 
The ■ore co■plete definition, found on a aonu■ent in 
aa■ory of Trudeau and anony■ously written in the 
fifteenth century, ia: 'The role of aedicine is to 
cure ao■eti■ea, relieve often, co■fort always' 
<Hadlock, 1980, p. 42>. 

Present day 'cure-oriented' ■edical training ia narrow and leads to 

aiaconceptiona about the true role of ■edicine. Hadlock feels to 

correct such aiaconceptiona will take tiae, edu~ation and huaility: 

Both physician and patient are alike in teraa of their 
aortality and their fallihility ••• tha physician should 
bear in ■ind that he hi■-lf ia not exeapt fro■ the 
coaaon lot, hut auhJect to the aa■e laws of aortality 
and disease aa others, and ha will care for the sick 
with ■ore diligence aqd tenderneaa if he reaeahera that 
he hiaaelf is their fellow sufferer <Hadlock, 1980, p. 
43). 
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Tho•• who work with the ter■inally ill need the right te■peraent an·d· · · 

training. Without it, change in the care of the dying will reaain ■ore 

superficial than laating. 
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Further Considerations 

Though not addressed directly, this study touched on how 

society encloses certain of its members within a system and then 

discourages public scrutiny and input. Further studies could include: 

the Ministry of Health Hospital Prograas and its control of health-care 

delivery in British Columbia; the delivery of mechanisms that allow one 

to die at home and the public education prograaaes needed to encourge 

this; the attitude of acute care Medical doctors and nurses and why the 

ignore the needs of the dying and their families. Finally, much more 

research is needed into the relationship between proliferation of 

systems in contemporary society, and social values. Several questions 

could be considered: Is there a relationship between proliferation of 

systeas, and society's obsession with efficiency? Does the social 

value of efficiency, masking itself as professionalisa, prop up and 

expand systems? Who is Most vunerable to control by systems in the 

society -- is it the professional caught up in the system, or society's 

weakest members (the sick, the elderly, children> or both? Research to 

uncover the aore tacit values of the society is difficult, but if 

present-day society is to achieve meaningful self-renewal, clarifying 

values surrounding social organizations is essential. 
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SOCIAL REFORM MODEL 

Variables 

l. Goal categories of 
coaaunity action 

2. Aaauaptiona concerning 
coaaunity structure and 
conditions 

3. Basic change strategy 

4. Change techniques and 
tactics 

5. Salient practitioner role 

6. Orientation toward power 
structure 

7. Boundary defintion of 
coaaunity client systea 

8. Assuaptions regarding 
interests of coaaunity 
aubparta 

9. Conception of public 
interest 

10. Client population 

11. Conception of client role 

APPENDIX 'A' 

Characteristics 

Of a task nature-solution of a 
deliaited problea pertaining 
to ~unctioning of social systea 

Substantive social problea and 
disadvantaged populations 

Organizing a coalition of 
concerned interests. 

Caapaign tactics-the eaployaent 
of facts and persuasion to 
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apply pressure on decision-aaking 
bodies; resolving differences and 
issues aaong parties. 

Manipulation of voluntary agencies 
and legislative bodies. 

Power structure viewed neutrally in 
gate-keeper- teraa as centres that 
can be influenced through 
perauaaion or preaaure. 

Coaa_unity aagaent teraad aa a 
population at disadvantage or risk 

May be reconcilable or in conflict 

Realiat-individualiat--apecial 
intereat group confronts others 

Victiaa 

Potential consuaers or recipients 



APPENDIX "B" 

THREE VARIABLES AND CHARACTERISTICS DEALT WITH IN STUDY 

Variables 

2. Aaauaptions 
concerning 
coaaunity struc­
ture and social 
conditions 

3. Baaic change 
strategy 

4. Change_ tech­
niques and 
tactics 

Characteristics 

Substantive social 
problea ancl 
disadvantaged 
populations 

Organizing a 
coa1ition 0£ 
concerned interests 

Caapaign tactics-the 
eaployaent of facta 
and perauaaion to 
apply preaure on 
deciaion-■11king 

bodiea~ 

reaolving differ­
ences and iaauea 
aaong parties 

Nanaiao Hospice 

Hospice organizers 
asauae the terainally 
ill are dehuaanized 
in the process of 
dying, and that it is a 
serious social problea. 

Coaau~ity aeabers 
brought together to 
fora a non-profit 
society to act on 
behalf of the terain­
ally_ .ill person. 

-public inforaational 
aeeting. 
-speaking to coaaunity 
group• 
-use of aedia to infora 
coaaunity .about hospice 

-repreaentativea of 
aegaenta of health-care 
ayatea coae together, 
aa a hoapice board, 
to proaote, aaong their 
colleguea, hospice 
principlea of networking 
and support. 
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APPENDIX 'C' 

INTERVIEW GUIDE 

l. It aeeaa to ae that the chief reason for the group's coaing 
together waa to caapaign for better care of the terainally 
ill. Would you agree witllthat or do you have another 
interpretation? 

2. Reaaining outside the health care ayatea waa a tactic to 
be in a position to preaaure the ayatea for better care of 
the terainally ill. What do you think? 

76 

3. Included in the group were repreaentativea fro• the hospital, hoae­
care, physicians, nuraea and hoaeaaker service. I see that aa a 
tactic to unite the health-care ayatea surrounding the dying person 
in a coaaon effort. Would you agree or do you have another 
interpretation? 

4. Having. a doctor aa chairaan of the society and .. having an office 
donated to the group in a health-care facility gave credibility 
to the trained volunteer in the coaaunity. Do you see it that way? 

S. The group received alot of support froa the- coaaunity through 
the aedia and through aoney donations. Why do you think the 
group waa ao well supported by the coaaunity? 

6. Educating about the hospice concept and philosophy <professionals 
and the coaaunity> was the central technique in the caapaign. 
Would you agree with that aasesaaent? 

7. Having lay repreaentativea froa the buaineaa coaaunity ensured that 
the group would not be part of any segaent of the health ~care 
aystea. What do you think? 

8. In Kay, 1981, both the hospital chaplain and director of 
hospital volunteers aia~ltanaouaiy_ reaigned fro• the board. Why 
do you think thia happened? 
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