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Compassionate Cities: global significance
and meaning for palliative care
Allan Kellehear
Faculty of Health Studies, University of Bradford, England, UK
Compassionate Cities programs are civic efforts to contribute to the work of palliative care by providing a
variety of supports – educational, interpersonal, policy-oriented – for the end of life care needs for people
from all walks of life in the wider society. These programs are public health initiatives that trace their
history to the WHO Healthy Cities movement of the 1980s. These initiatives are designed to understand
and act upon the social determinants of health, work to promoting health and wellbeing, tackle morbidities
and unnecessary mortality, and lead on community action, often in partnership with health services. This
article argues that these very same initiatives are essential in palliative care in addressing similar
challenges at the end of life. These public health models: (1) provide a social model of health for palliative
care; (2) promote valuable civic engagement and partnership with clinical services in palliative care; and
(3) help build and normalize cultural literacy about dying, death, and grief, and in so doing make
significant contributions to tackling the co-morbidities and co-mortalities associated with life-limiting
illness, caregiving and bereavement.
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Introduction
Palliative care is broadening its impact and influence.
From an institution-based clinical specialism with a
major focus on symptom science, palliative care is
fast becoming a fully-fledged public health science.
In the German city of Cologne, Dr Raymond Voltz a professor of palliative medicine – meets with his
local mayor and several other important players
from his city, from employer groups, faith groups to
local social care NGOs and cultural institutions
(http://www.phpci.info/cities). The meeting is to
discuss how the citizens of the city of Cologne – the
whole city of Cologne – can participate in a societywide palliative care vision.1 They will discuss that
longer period of time and place where those living
with a life-limiting illness, or those who care for
them everyday, or those who live with grief and
bereavement, can all gain support where these experiences actually happen most of the time – in homes, on
the streets, in the workplaces, in the churches or
temples, or on the sports fields and in the clubs
throughout the city – and many, many other locations
as well.
Though this is a pioneering moment for Cologne,
Dr Voltz is not alone in his efforts. Scores of individual
palliative care clinicians and services are currently
alerting their local governments and citizenry to
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their responsibility in playing their part in end of life
care – from cities and towns in Canada and South
America, to those in the UK and Europe, and in
others in India and Taiwan (www.phpci.info). Even
the USA has its first emerging ‘Compassionate
Town’ in Minnesota.2 Furthermore, these clinicians
and services are transforming their own and their colleagues understanding about the nature of palliative
care itself. Like all specialisms in health care, palliative
care is evolving its understanding of the limits to its
clinical work and the value of the power of community
partnerships, not only in matters to do with prevention
and harm reduction, but also in matters to do directly
with quality and continuity of care. End of life care –
like the broader world of healthcare itself – is becoming everyone’s business.3
What is the significance and meaning of these kinds
of professional partnerships and these forms of community leadership in palliative care? Why are they so
important? These are the two questions addressed in
this essay. My argument is that Compassionate Cities
are crucial to the future success of palliative care for
three important reasons: (1) Compassionate Cities
offer palliative care the quintessential social model of
health so absent in previous formulations of ‘whole
person’ care; (2) Compassionate Cities represent an
important corrective to the common narrative of
dying, caregiving, and grief as solely professional
matters; and (3) Compassionate Cities offer future
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generations opportunities to normalize our experiences of dying, caregiving and grief. Compassionate
Cities provide an experiential learning, a cultural literacy drawn from experience if you will, about how
those universals are our inevitable joint tasks in fulfilling our final responsibilities to attachment and love.

What are compassionate cities?
Compassionate Cities are public health projects in
partnership with local end of life care services –
whether these be palliative care, bereavement care, or
aged care services.4 These initiatives often begin with
strategic meetings with key local government and
business leaders, sometimes also leaders from schools
and faith groups or cultural institutions such as art galleries or museums. An initial meeting will often discuss
why and how end of life care is a civic responsibility
and not merely a health services issue. Such discussions will rehearse the facts about the longer part of
dying, caregiving, and grieving as mostly a community-based experience with some episodic help from
health professionals and their services. There will be
discussion of the social epidemiology of end of life
experiences – not the actual late stage of ‘dying’ nor
the behaviors of early grieving but rather the problems
that so often accompany these journeys as long journeys – the loneliness and social isolation, the chronic
depression or anxiety, the lost work or school days,
the stigma and social rejection experiences, the drug
and alcohol troubles, or the financial crises that can
be created by these kinds of circumstances. These are
more commonly known as the social ‘morbidities’ –
or in the case of sudden death and suicides associated
with these experiences – the co-mortalities.
Subsequent meetings with these key leaders and
their institutions will revolve around work plans to
change the social environments that employers or
school principals or church/temple/mosque leaders
have under their control. New policies will be developed in collaboration with their employees, students
or parishioners to raise supports within their orbit of
influence. Local governments will be encouraged to
run an incentives program, perhaps offering awards
to ‘compassionate workplaces’ or ‘compassionate
schools’. Local media will be enlisted to publicize
these events and developments to further incentivize
other sectors. A major annual festival that publicly
recognizes both the toll of loss and the support of
the city in matters to do with serious illness, caregiving, and loss will further enhance this public
engagement.1
Compassionate Cities are logical extensions of
Compassionate Communities. Where Compassionate
Communities have mobilized local neighborhood
people, actions, and resources to support people with
serious illness, caregiving, or loss in a local area,
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mainly through volunteering, Compassionate Cities
replicate these social efforts. However, the public
health methods of practice are a little different for
cities. While Compassionate Communities are often
community development initiatives – gathering
people together in a small locality like a suburb or
village – Compassionate Cities gather city or town
leaders together to identify their own problems and
to commence the initial steps for institutional
reforms in their sphere of influence. This is often
called a social ecology approach – a top-down
approach to change that aims to alter the social and
physical environment to bring about behavioral and
social change.
However, so that social ecology does not become
mere social engineering, a community development
strategy is usually employed alongside but after the
initial decisions are taken by the leadership. This
twin approach is to enable ‘buy-in’ from both
owners/managers and workers/students and to
develop the subsequent policies that will be both
democratic and culturally sensitive within the institution. This is also sometimes called a ‘participatory’
approach to change. In both Compassionate Cities
and Compassionate Communities some-one must
take the initial lead in selling the idea (social marketing) before they can enlist the co-operation and creativity of the wider local area or potential institutional
participants.

A social model of health
Both Compassionate Cities and Compassionate
Communities offer a social model of health.5,6 A
social model of health has a number of quite specific
characteristics that differentiate it from former conceptual synonyms such as ‘psychosocial’ approaches or
‘volunteer’ programs. Psychosocial approaches are so
often subsumed as social psychological approaches
during clinical work and are often assumed to be the
requirement to take into account social characteristics
of a patient or family – their gender, class or ethnic
backgrounds for examples. This indeed is a ‘psychosocial’ approach but it is not – at least in public health
terms - a social model of health care. Volunteers are
drawn from the wider community, are not paid ‘professionals’, and come with a wealth of community
understanding of local culture and experience.
However, most of these are used by health services
for troubles and needs that the health service identifies
and are also responsible to that health service for their
actions because the services themselves are often, in
their turn, legally liable for their volunteers. This is a
social engagement approach by health services to be
sure, but the locus of control is often (though not
always) firmly with the service itself and not the
local community or city.
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However, a social model of health is a settings
approach to care first and foremost. It is a public
health or population health approach to health care
that targets the social determinants of health and wellbeing – financial security, safe social and physical
environments, family and work satisfaction, access to
social supports, information, and sources of meaning
making especially social and spiritual. It is also sometimes known as a ‘community’ approach to care (NB:
not ‘community-based’, not a ‘community service’,
but rather a ‘community-controlled’ set of actions
and aspirations). The aim is to enlist the widest
support from all sectors of society – from neighborhoods in suburbs and villages to the leadership in
towns and large cities. By definition the social
approach to health is not one that can be ‘delivered’
by a service although most of the programs aspiring
to a social model of health require leadership and
initiation by end of life care services. This particular
characteristic of a social model of health (non-health
service delivery) distinguishes it from past psychosocial models of palliative care. It is a community identified set of actions that very specific sectors of society
(e.g. local government, schools, local neighborhoods)
can – and should - enact to prevent or harm minimize
the risks and dangers of poor health or end of life
outcomes.
Secondly, the aim of a social model of health is unashamedly to bring about culture change. We want the
general population to appreciate, understand, and to
act on the knowledge that helmets = safety; or that
low fat/higher fiber in diets = health; or that safe sex
with strangers or people you do not know well =
condoms; or that grief always requires recognition
and often requires social accommodation. Those
acts = healthy grieving. In this context, we want communities to recognize the social determinants for their
own health (e.g. job satisfaction or strong family life or
friendships) and to act upon these in ways that will
maximize their health and wellbeing and minimize
their risks of accident, injury and disease.
Thirdly, a social model of health recognizes that
health is not merely illness or injury prevention but
also the promotion, enhancement, and the maintenance of health and wellbeing. A social model of
health is health promotion. But health promotion is
not a form of social hypochondriasis. Health and wellbeing experiences can and are found inside experiences
of disability and illness, and even dying and grieving.
It is NOT the case that dying and grieving are failures
of health care or personal resilience. Dying and grieving are natural outcomes of living and loving and
contain within them all the complexities – both
positive and negative – of life itself.
The dying can display great suffering but they can
also draw upon that experience a great social intimacy,

profound meaning-making, and crucial values clarification. Although dying and grieving can generate a
steep fear and terrible sadness it is also known for generating great compassion and courage, and creating
new social legacies as well as new ways to view
ongoing relationships. Although dying and grieving
can plunge many people into despair and hopelessness
it has also been an equally major historical and personal source of new knowledge, existential horizons,
and personal hope.7,8 That so many people both
from publics and professional audiences remain uninformed or unaware of these crucial wellbeing aspects
of our experiences of loss – inside dying, caregiving,
or bereavement – is testament to the problem-based
focus of much health services research in end of life
care. The professional image of mortality we give to
publics is so often bad and sad. A social model of
health demands we restore fairness and balance to
our understanding of end of life experiences and
equally demands we guide our practices with that
more balanced understanding.

Dying, caregiving, and grief as civic matters
Hospice began as a medieval and religious program of
care delivered by clerics (i.e. priests, monks, nuns) to
the seriously ill and dying, most commonly during
the roads leading to pilgrimage sites.9–11 In the 20th
century, these early hospices were continued by the
Catholic clergy to assist the dying poor in general. In
the 1960s and 70s, medical reformers such as Cicely
Saunders in the UK and Elizabeth Kubler-Ross in
the USA led medical developments into those spaces
to offer not simply the comfort and care of shelter
and basic sustenance but also symptom control for
intractable pain and other troubles associated with
dying. Care of the dying was continually and increasingly conflated with institutionalization.12 The continually neglected backstory about care of the dying,
so often eclipsed by former heroic historical narratives
of the progress of the professions in health care, is the
following: most care of the dying and bereaved in all
societies and throughout human history was performed
by ordinary people in the communities in which they
lived. 13–15
The 20th century saw most medical and nursing care
as care devoted to acute episodes of illness and injury
and this was given even greater impetus and public
profile during the two world wars and multiple international ‘police’ actions during that century. It was
however, not long before the health professions realized
that most of the problems associated with the chronic
illness conditions associated with increased life expectancy could be addressed with both the principles (prevention, harm reduction, early intervention) and the
methods of public health ( public education, changes
to law and policy, community development, health
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promotion). Unfortunately, it was also true that during
this period of ‘selling’ the public health message to governments and the wider public that public health as a
professional endeavor also reinforced the medical
view that death (and to some extent disability) itself
was ‘failure’.
The idea that nothing further could be done for
someone living with a terminal illness and no longer
responsive to treatment was a major impetus to the
modern hospice movement. ‘More’ could be done in
fact, if by ‘more’ we deployed our medical and
nursing skills and science towards control of distressing symptoms and if we could deploy our social and
spiritual care professionals to provide support at the
very end of life. And it is here, at these final two
points where our recent problems began. What is
‘the end of life’ and how much ‘support’ should or
could we give as professionals?
It has long been assumed that not only does the doctor
know best, but rather more broadly and far more problematically, that the ‘professional’ knows best.16,17 The
problem with a prognosis and even the clinical determination of ‘when dying begins’ is that these professional
assessments are not reflective of the personal experience
of ‘dying’ for most people. Many people self-diagnose
‘dying’ at diagnosis and even while ageing, even while
contemplating suicide. The identity of dying is socially
determined, not professionally determined.8 And
since, even in epidemiological terms, dying from a lifelimiting illness may take months, even years, the question of what role a support professional can play in
these circumstances must surely be limited at best, late
and brief at worst. A social model of health recognizes
the limits to service provision specifically in the matter
of social support.
The symptom science of palliative care is unquestionably valuable and necessary. The professional
support services for dying and grieving people – in
acute care circumstances are unquestionably valuable
for everyone at some point in their journey, and
especially for those who live alone, who are caught
far from home, or are in circumstances of acute
poverty or incarceration. However for the majority
of men, women and children, the mobilization of the
most effective resource for their ongoing support
must come from their usual social and media networks
at home, school, work, worship, and play.
Compassionate cities and communities are crucial
social movements that exploit and work to maximize
those resources in the most organized and effective
ways, and inside spaces that healthcare professionals
can only dream about.

The normalization agenda in end of life care
The normalization of healthcare in modern industrial
States has come from a coalition and convergence of
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several sociological developments.18 Since the second
world war medical leadership has provided important
information, advocacy and professional investment in
the social marketing of ‘good health’. This has been
evidenced in public health campaigns around nutrition, safe sex, physical fitness, temperance in matters
to do with alcohol, tobacco, and other drugs, among
other lifestyle matters. At the same time, legislation
has been introduced, amended or revised to improve
controls over food handling, building and vehicle
design, work safety, road safety, air and water
quality, and workplace and public behavior, among
many other examples of environmental matters.
These have been the benchmarks of public health
improvement in all democratic and civilized societies
that take their duty of care for citizens seriously.
Without these public health initiatives and strategies,
everywhere our accident and emergency departments,
and our local morgues, would be overwhelmed.
Concerns about public health and safety are so normalized in most advanced economies that their absence in
other countries is widely viewed as a social justice
comment on their public sector progress and development. And yet, dying, grieving and caregiving lifestyles
remain largely hidden in healthcare institutions and
spoken about as if they are short-term, acute care
matters even in the most advanced economies. Our
sociological and epidemiological studies of all these
experiences have not supported this approach. A
public health view of these experiences demand that
these long-term experiences of dying, grieving and caregiving are brought into public health alignment with
the rest of our general concerns about illness, injury
and health and wellbeing.
Just as the very widespread nature of disability and
mental health demand that we view these human
experiences as ‘normal,’ and in need of accommodation in workplaces, schools, on our streets, and on
our television programing, so too the universal experiences of ageing, dying, grieving, and caregiving do
make these demands – even more so because they are
universal. Hiding or not recognizing that we die, that
large swathes of the population are engaged in domestic caregiving tasks or that millions live with the
emotional and physical pain of grief leads to disenfranchisement. The experience of disenfranchisement
compounds the negative experiences associated with
caregiving or grief and inevitably and logically leads
to greater social isolation, less social support, poorer
health outcomes, even further deaths and intergenerational legacies of grief.19,20
Compassionate Cities – by creating settings-based
recognition of these universal experiences - promote
an experiential learning and a cultural literacy that
encourages people in those settings to act with more
confidence to help others. Compassionate cities

Kellehear Compassionate Cities

provide new information and action strategies that
have little to do with funerals, hospices or grief counseling but everything to do with understanding how
the end game in our emotional attachments can
impact upon us as workers, students, parishioners,
partners, players or managers. Just as poor health
and wellbeing can lead to lost work or school days,
grief and loss can lead to poor health, long-term caregiving can lead to loss and grief, and living with a lifelimiting condition can lead to fear and loneliness.
Normalization of information about these experiences
can lead to normalization of social actions, and this
can lead to reduced use of services as well as significant harm-reduction when we do need to use them.
At that point, end of life care education as a civic
enterprise will begin to catch up with health education
in reshaping lifestyles and environments in all our key
social settings.

Conclusion
The Compassionate Cities movement, similar to its
policy cousin in the WHO Healthy Cities movement,21
emerges from a global public health agenda. Its
primary purpose has been to maximize prevention,
harm reduction and early intervention toward the
key social and clinical co-morbidities and co-mortalities associated with living with dying, caregiving,
and grief and loss. Furthermore, like Health Cities,
Compassionate Cities are designed to promote health
and wellbeing in everyone. Compassionate Cities are
a population approach to health and wellbeing in the
shadow of human mortality. It does so by providing
palliative care with a social model of health; by
making dying, caregiving and grief a vital civic participation matter; and by normalizing these human
experiences into the very fabric of our workaday
world in all its diverse settings.
Finally, Compassionate Cities provides palliative
care with one major challenge that other healthcare
specialisms have taken up long before them – the challenge of civic leadership. The role of medicine,
nursing, social work, or chaplaincy is not confined
to care of the patient and their family alone. Every
clinician, and every health service they work for, has

a responsibility and an obligation to guide their
wider community into better health and to safeguard
their safety. Not to believe this is to fuel an unholy
image of healthcare as a vested interest only in the sickness, injury, and misfortune of others. The future of
palliative care has never been clearer. Care for the
dying, caregivers and the bereaved is everyone’s
business. The public case for this principle needs to
be continually made – in policy and by action - from
all of us working in palliative care today.

References
1 Kellehear A. The compassionate city charter: inviting the cultural and social sectors into end-of-life care. In: Wegleitner K,
Heimerl K, Kellehear A (eds.) Compassionate communities:
case studies from Britain and Europe Abingdon. Mankato:
Routledge; 2016. p. 76–87.
2 https://www.devanation.com/about
3 Kellehear A. Compassionate communities: end of life care as
everyone’s responsibility. Q J Med 2013;106(12):1071–5.
4 Kellehear A. Compassionate cities: public health and end of life
care. London: Routledge; 2005.
5 Marmot M (ed). The social determinants of health: the solid
facts. Geneva: WHO; 2003.
6 Yuill C, Crinson I, Duncan E. Key concepts in health studies.
London: Sage; 2010.
7 Kellehear A. Grief and loss: past, present and future. Med J Aust
2002;177(4): 176–7.
8 Kellehear A. The inner life of the dying person. New York:
Columbia University Press; 2014.
9 Kendall A. Medieval pilgrims. London: Wayland; 1970.
10 James N, Field D. The routinization of hospice: charisma and
bureaucratization. Social Sci Med 1992;34(12):1363–75.
11 McCann SF. Religion and hospice: a cautionary experience.
2012.
https://ffrf.org/component/k2/item/16489-religion-andhospice-a-cautionary-experience
12 Abel EK. The hospice movement: Institutionalizing innovation.
Int J Health Serv 1986;16(1):71–85.
13 Starr, P. The social transformation of American medicine.
New York: Basic Books; 1982.
14 Gottfried RS. The black death. New York: Macmillan; 1983.
15 McManners J. Death and the enlightenment. Oxford: Oxford
University Press; 1985.
16 Friedson E. Professional dominance. New Brunswick, NJ:
Transaction Publishers; 1970.
17 North M. The secular priests. Sydney, George, Allen and Unwin,
1972.
18 Tulchinsky TH, Varavikova EA. The new public health: an
introduction for the 21st century. London: Academic Press;
2000.
19 Doka K. Disenfranchised grief: recognizing hidden sorrow.
Lexington, Mass: Lexington Books; 1989.
20 Raphael B. The anatomy of bereavement. New York: Basic
Books; 1983.
21 Tsouros AD. The WHO healthy cities project: state of the art
and future plans. Health Promotion Int 1995;10(2):133–41.

Progress in Palliative Care

2020

VOL.

28

NO.

2

119

