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Purposes

This poster provides an overview of the development of End of Life Studiesin Nova Scotia,
Canada, that have identified:
- health care received in the last months of life by adults dying of cancer, and
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local leadership. Determining factors associated with spending less time in hospital
is important in developing policies and programs to optimize use of health care
resources and help people spend their last days at home. Nova Scotia has no
community hospices, and wait times to enter nursing homes can be long.

persons dying of cancer in a geographic area.

The methods and data we developed will help to develop models of care for the expected
increase in need as the baby boomer cohort ages.

Network of End of Life Studies has emerged from the linked end of life database devel oped
over time for persons dying of cancer in Nova Scotia.



