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Introduction
The purpose of this article is to share a 
Canadian model called Developing a Compassionate 
Community (DCC). The DCC model is the fourth 
and newest version of a community capacity 
development model often known as the Kelley 
model, or simply as the ‘Tree Model’. Created in 
2017, this model provides a research-informed 
practice guide for people who choose to adopt a 
community capacity development approach to 

developing a compassioante community. Based 
on 30 years of Canadian research by the author in 
rural, urban, First Nations communities, and 
long-term care homes, the DCC model offers a 
resource for implementing a public health 
approach to end-of-life care in Canada.

The DCC model provides a theory of change for 
community capacity development. It uses concepts 
to explain the change process that communities go 
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through as they organize to improve care for peo-
ple who are dying. As with any theory, the goal is 
to describe what has happened in the past and 
describe what is expected to occur in a future sit-
uation. Thus, the DCC model offers a tool to 
guide future practice of compassionate commu-
nity development in Canada.

The DCC model is based on multiple, diverse 
Canadian communities studied by the author 
since 1992. It synthesizes the key processes and 
elements of these communities’ experience as 
they developed their capacity to provide palliative 
end-of-life care. The Kelley model evolved over 
the years to reflect additional learnings and differ-
ent community contexts. The composite and evo-
lutionary nature of its development makes the 
DCC model applicable to provide inspiration and 
general guidance about the community capacity 
development approach in the context of end-of-
life care. The DCC (DCC needs to be italics 
throughout the paper for consistency) model is 
also flexible and dynamic, consistent with capac-
ity development principles. Thus, the DCC 
model can be a helpful resource to Canadian 
communities of different sizes, cultures, or 
locations.

The DCC model depicts a ‘bottom-up’ commu-
nity development approach that builds on exist-
ing community resources and remains community 
focused. This approach assumes communities 
can creatively solve their problems using a pro-
cess of collective problem-solving.1–3 Community 
development involves identifying each communi-
ty’s unique strengths and assets and then ‘build-
ing on what already exists’.1–3 The method for 
change is to enhance existing capacities and not 
impose solutions from outside the community.1–3 
It is also an ‘inside-out’ process. The leadership 
and catalyst for change (usually an impactful 
experience) come from within the community; 
outsiders can assist if requested in the roles of 
facilitator, organizer, or connecting the commu-
nity with resources.

The ‘bottom-up’ and ‘inside-out’ approach of the 
DCC model is consistent with other community 
capacity development models in international lit-
erature. However, it differs from other commu-
nity capacity development models in that it 
focuses specifically on palliative care and end-of-
life issues. It also differs from models for develop-
ing health services as it includes a much broader 
understanding of community, extending beyond 

health and social care professionals, and formal 
services. Incorporating social services and natural 
helping networks is important for championing a 
social model of end-of-life care where aging, 
dying, caregiving, and grieving are everyone’s 
responsibility.

The DCC model also differs from other commu-
nity capacity development models in that it 
depicts more than the process of change (i.e. the 
specific phases of community development). It 
also incorporates the key elements that determine 
a community’s readiness to begin development. 
Community readiness is a prerequisite to a suc-
cessful bottom-up change process. Finally, the 
DCC model includes the five streams of activities 
relevant to compassionate community work, 
highlighting the importance of incorporating 
community values to guide the work. This makes 
the DCC model a comprehensive guide for com-
munities undertaking compassionate community 
development.

Many countries have initiated compassionate 
community strategies to support people at the 
end of life, for example, Ireland,4 Austria,5 India,6 
Australia,7 Columbia,8 Spain,9 the United 
States,10 Canada,11 and England.12 The DCC 
model contributes a conceptual resource to the 
growing international compassionate community 
literature. It offers a research-informed practice 
theory and guide for communities seeking a road 
map as they build community capacity to care for 
people dying at home in their own unique con-
text. The DCC model also contributes practical 
knowledge to the compassionate community 
movement internationally.

The DCC model is intended to be used to guide 
people in their thinking about developing com-
passionate communities. It is not intended to be 
prescriptive, but rather it can be adapted to a 
community’s unique circumstances. There is no 
requirement to ask for permission. Public Health 
Palliative Care International13 is playing an 
important role in sharing promising practices and 
practice theory.

Background
The earliest version of Kelley’s model was created 
based on data collected through focus groups 
conducted in seven provinces and territories 
across Canada (1999–2000). The research goal 
was to understand and describe how healthcare 
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providers in rural and remote communities that 
lacked palliative care services had successfully 
worked with their community to provide care for 
people who were dying.14 Community capacity 
development is an accepted practice approach for 
health promotion in rural, remote, and underser-
viced areas of the world. Therefore, Kelley drew 
on the international literature on community 
capacity development15 and used these principles 
as the lens to view the collected data.

The outcome of that analysis was a model, called 
Developing Rural Palliative Care (2007).16 The 
rural model was refined and validated through 
subsequent research.17 It is accepted as a practice 
theory to guide developing palliative care in rural, 
remote, and underserviced areas of Canada and is 
a practical guide for use in rural communities.18

In subsequent years, Kelley’s research on com-
munity capacity development extended beyond 
rural communities and the model evolved to 
incorporate new learnings. She conducted par-
ticipatory action research with First Nations com-
munities19,20 and frontline staff in long-term care 
homes21,22 to improve care for people at the end 
of life. Using her model as a conceptual guide and 
working directly with community members, 
Kelley and her research teams were able to under-
stand and document their process of community 
change. Data from observations, interviews, and 
focus groups were used to adapt the model to 
reflect the unique community context and com-
munity culture. An adapted model was always co-
created with the community members and 
customized to fit local circumstances. As an out-
come of this research, there are versions of 
Kelley’s model called Developing Palliative Care in 
First Nations Communities23 and Developing 
Palliative Care in Long-Term Care Homes.24

Over her years of community-based participatory 
action research, Kelley’s data convincingly dem-
onstrated that the ‘palliative care community’ 
extended well beyond healthcare professionals to 
include natural helpers, frontline health and social 
care providers, formal and informal community 
leaders, and social services. These findings empir-
ically supported that communities operated using 
a social model of care. The following quote illus-
trates this:

At initial formation of the palliative care team in the 
[5 rural] communities studied, membership was 
made up of a very broad range of service providers 

and community members, including health care 
professionals, mental health workers and hospice 
volunteers, as well as clergy, funeral directors, 
lawyers, and ambulance drivers. The breadth of 
community members who volunteered for a new 
team showed the interest and importance of 
palliative care in these communities, as well as 
confirming that palliative care inspired a holistic and 
inclusive community-focused approach. (p. 4)25

The author was introduced to Dr Allan Kellehear 
in 2012 and became inspired by the emerging 
compassionate community literature.26–29 A sig-
nificant influence for the author was attending 
her first Public Health Palliative Care Conference 
in 2015 (England). She immediately embraced 
the concept of compassionate communities and 
the social model of palliative care which aligned 
with her Canadian experience in rural, First 
Nations, and long-term care homes and her social 
work perspective. Community capacity develop-
ment was an accepted Social Work Competency 
for Palliative care in Canada.30

In 2015, the author became a Compassionate 
Ottawa volunteer and began to apply and adapt 
her conceptual model to capture the experience 
of developing a compassionate community. The 
DCC model was created by participating, observ-
ing, and learning from the experience of 
Compassionate Ottawa (Ottawa, Canada),31 
Hospice Northwest (Thunder Bay, Canada),32 
and other compassionate community initiatives. 
By 2021, the DCC model has evolved to become 
as presented in this article.

The DCC model
The author chose the tree as a visual image to 
represent community capacity development. 
Trees, like communities, share many common 
characteristics; however, there are many different 
kinds. Trees are also organic and grow slowly 
from the bottom up. You cannot grow a tree from 
the top down!

The rate of a tree’s growth is greatly affected by 
conditions in the environment. Growth can be 
nurtured by sufficient rain and sun or stunted 
without it. Trees can die if the conditions are 
poor.

The invisible conditions in the soil (like nutrients) 
determine the potential (readiness) for successful 
growth. Growth to maturity takes time and the 
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process of growth and change is dynamic and 
never-ending. Trees thrive best in a forested eco-
system where they give support to one another. 
Thus, the tree is an appropriate metaphor for 
compassionate community development.

The model incorporates the principles of commu-
nity capacity development. Community capacity 
development is a process of bottom-up social 
change. It starts with citizens who want to make 
positive changes in their lives and their commu-
nity. Individuals and groups become empowered 
by gaining the knowledge, skills, and resources 
they need. The community mobilizes around 
finding solutions rather than discussing problems. 
Passion drives the action and commitment fuels 
the process.

The catalyst for change is local leaders who have 
an inspiring vision and can mobilize other people 
around them. Community capacity development 
builds on local community strengths, respects 
community values and beliefs, and draws on a 
broad range of local community resources (social, 
cultural, educational, economic, and health). 
Because of this, the specifics of the development 
process are unique in each community.

The pace of change is determined by the readi-
ness of the community and the ability of local 
leaders to generate collaborations, mobilize a 
group of like-minded champions, and manage 
barriers. The strategy for change is engaging, 
empowering, and educating community mem-
bers to act on their own behalf. It requires engag-
ing and mobilizing networks of families, friends, 
and neighbors across the community, wherever 
people live, work, or play. Community networks 
are encouraged to prepare themselves for later life 
and for giving and getting help to their family, 
friends, and neighbors.

Capacity development differs from providing ser-
vices in that community members determine their 
needs and create their own solutions. The focus is 
on self-help and helping each other (mutual aid). 
Outsiders (when involved) provide help or exper-
tise in a collaborative role. Experts such as health-
care professionals are partners in the process.

While external facilitators can help the commu-
nity to organize themselves, they do not control 
the process. Community ownership sustains com-
mitment. Development is always doing things 
WITH the community, and not doing things 

FOR the community. Thus, the change process 
in capacity development is not only bottom-up 
but it is inside-out.

The model is graphically presented in Figure 1.

Overview of the model
The model has four components (presented from 
bottom to top):

1.	 The community environment: Eight ele-
ments that shape development and deter-
mine a community’s readiness for change 
(shown below soil, in the roots of the tree)

2.	 The activities in a compassionate commu-
nity: Five activity streams (shown in the 
foliage of the tree)

3.	 The eagle at the treetop: Community val-
ues that guide the work

4.	 The phases of developing community 
capacity: Six phases of development (bot-
tom-up, shown in the side panel on the 
right)

Each of these four components is now explained.

The community environment.  The model describes 
eight elements that together shape the compas-
sionate community development process and 
determine the readiness for change. In the dia-
gram, they are shown below the soil line, in the 
roots of the trees (Figure 2).

The eight elements are as follows:

1.	� Individual, family, community, and culture:
	 The work of developing a compassionate 

community requires a deep understanding 
of the current values, beliefs, perspectives, 
and priorities of community members 
related to end-of-life issues. Find out: 
What are the current practices of individ-
uals, families, and communities when 
someone is caregiving, dying, or grieving? 
What is culturally appropriate? Previous 
research has shown that successful capac-
ity development respects and adapts to 
individuals, families, communities, and 
cultures.16,17,19,33

2.	 Vision for change:
	 Having a strong, compelling vision for 

change is essential. The vision motivates 
others to become involved. Powerful visions 
usually come from the lived experiences of 
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community members. Either their good 
experiences or their bad experiences can 
catalyze change. Previous research has 
shown that in communities where people 
are generally content with their current sit-
uation, they do not see the need for devel-
oping a compassionate community.16–19 
Progress in that case is unlikely.

3.	 Local leadership:
	 Having strong local leaders is essential. They 

need to be well-respected in the community 
and well-connected with others. These lead-
ers will have the ability to mobilize a group 
of people and will be able to create partner-
ships and collaborations. Previous research 
has shown that where leadership comes from 
outside the community (not inside), little 
progress is made, and the community does 
not take responsibility.16–19,25

4.	 Empowerment:
	 The goal of community capacity develop-

ment is to prepare and mobilize people to 
act on their own behalf. Community mem-
bers need to be motivated to solve their 

problems and to make changes in the com-
munity that will benefit them. They need to 
believe that death and dying are everyone’s 
responsibility. They need to be willing to 
commit to change. Previous research has 
shown that in communities that want pro-
fessionals and health services to take respon-
sibility for end-of-life issues, little progress 
will be made to develop a compassionate 
community.16,17,19,25

5.	 Natural helping networks:
	 It is the family and community who pro-

vide 95% of the care and support to peo-
ple who are seriously ill, dying, grieving, 
and caregiving. The network of people 
who rally around a person or family is 
often called their natural helping network. 
Recognizing, encouraging, strengthening, 
and supporting these networks is an 
important role in a compassionate com-
munity. Previous research has shown that 
communities with strong natural helping 
networks are most successful in becoming 
compassionate communities.16,17,19

Figure 1.  DCC: the model.
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6.	 Collaboration:
	 Compassionate community development 

requires collaboration and partnerships 
with individuals, groups, organizations, 
local government, businesses, and more. 
Collaboration is how the vision spreads, 
and a social movement gets created. 
Compassionate community work can hap-
pen everywhere people in the community 
live, work, or play. Previous research has 
shown that communities with the broadest 
and strongest collaborations are the most 
successful in creating a social move-
ment.16–19,25 A social movement is an organ-
ized effort involving the mobilization of 
large numbers of people to work together to 
create a desired change.

7.	 Health and social services:
	 Health and social services continue to play 

an important role in a compassionate com-
munity. Although the community provides 
95% of end-of-life care and support, the 
specialized knowledge and resources of 
health and social services remain very 
important. Communities lacking health 

Figure 2.  The community environment.

and social services face a greater challenge 
supporting people at the end of life. 
Previous research has shown that commu-
nities without accessible, effective health 
services and social care are less confident 
and are less able to provide community care 
to the end of life.16,17,19

8.	 Community infrastructure:
	 Community infrastructure means the build-

ings and spaces that provide services, activi-
ties, and opportunities for people. Some 
examples include public parks, schools, 
recreation facilities, clean and safe water, 
good roads, and public transportation. 
People living in communities with good 
infrastructure experience better overall 
community health, well-being, and quality 
of life. Previous research has shown that 
communities lacking infrastructure have 
more challenges providing community care 
to the end of life.16,17,19

The activities in a compassionate community.  The 
model describes a fully developed compassionate 
community as having five activity streams. The 
activity streams are depicted in the foliage of the 
mature, fully developed tree. However, these 
activity streams will develop gradually over time, 
following the bottom-up and inside-out processes 
described. The activity steams can also interact in 
practice (Figure 3).

The activities of a compassionate community are 
as follows:

•• Promoting community participation and 
action

•• Strengthening community helping networks
•• Engaging, empowering, and educating 

community members
•• Building partnerships with health and social 

services
•• Championing a social model of end-of-life 

care

The order and way these activities evolve will vary 
by community, depending on local priorities and 
opportunities. Activities will likely come on stream 
gradually over several years at a pace determined 
by community readiness and available resources. 
Communities set their own priorities. Activity 
streams are ongoing (never-ending). The specifics 
of the work in each activity stream will vary over 
time, and from place to place. Examples of these 
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activity streams can be found on the Compassionate 
Ottawa31 and Hospice Northwest32 websites.

The eagle at the treetop – Community values that 
guide the work.  The values that guide the com-
munity development process are represented by 
the eagle landing on the top of the tree. Values 
have the highest position on the model because 
values are overarching in compassionate commu-
nity work. Community values shape the vision of 
their compassionate community. Shared values 
inspire, motivate, and mobilize the community 
members who will work to create change.

Values shape all the activities undertaken. 
Everything done in the compassionate commu-
nity development process should align with com-
munity values. That is why, in the end, no two 
compassionate communities will be exactly alike. 
Each compassionate community must develop in 
a way that respects its individual, family, commu-
nity, and cultural values. Diversity and inclusivity 
need to be considered.

The eagle (community values) was added to the 
model in 2011 by First Nations communities. To 

Figure 3.  Activities in a compassionate community.

the First Nations involved, the eagle on top of the 
tree represents a spiritual being that warns of 
impending danger and is a symbol of strength. 
The eagle watches over all and is a connection to 
the Creator. In many cultures and throughout 
human history, the eagle has been a symbol of 
vision, strength, resilience, perspective, courage, 
spirituality, and power. Every community should 
determine what the eagle represents to them or 
replace this symbol with one more meaningful to 
them.

The phases of DCC.  The model is sequential and is 
described in six phases, from the bottom to the 
top. That is because community capacity develop-
ment is a bottom-up process. At the same time, 
the development process is dynamic and evolu-
tionary, not rigid, or linear. Phases blend into one 
another. Work in each phase is also ongoing, that 
is, it is never complete. For example, while the first 
phase of inspiration would precede getting people 
working on compassionate community initiatives, 
the need to keep people inspired is ongoing. 
Assessing the community is also ongoing as needs 
and resources of the community change over time.

The pace of movement from one phase to the 
next is influenced by the community environ-
ment. Opportunities and supports can speed up 
movement through the phases. Barriers can slow 
things down since these barriers need to be man-
aged before moving on. Change is gradual but 
incremental (Figure 4).

Phase 1: Becoming inspired to develop a 
compassionate community
Inspiration is the catalyst for change in compas-
sionate community work. It can be the inspira-
tion of one person or a group of people who want 
to create change for people in their community 
at the end of life. Inspiration usually comes from 
an impactful life experience that acts as a cata-
lyst and causes that person or group to want to 
mobilize others to join them. The impactful 
experience can be the death of a loved one, edu-
cation, or attending a compassionate community 
event. The catalyst is always personal and 
powerful.

Phase 2: Engaging a change team and partners 
in the work
Once inspired, the next phase involves engaging a 
larger group of community people who are 
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Figure 4.  Phases of Developing a Compassionate Community.
DCC, Developing a Compassionate Community.

committed to working together to achieve a shared 
vision for developing a compassionate community. 
Ideally, the initial group includes ‘influencers’, 
meaning people who are respected in the commu-
nity and others will follow. Community organiza-
tions are ideal places to start engagement (e.g. 
community centers, recreational groups, cultural 
associations). Organizational partners can also be 
very valuable to engage right at the beginning. 
Partners could have relevant experiences such as 
community development, caregiving, or end-of-
life issues. Partners may have access to resources 
such as meeting space or help give the citizen group 
credibility. It is important, however, that the com-
munity members continue to drive the process.

Phase 3: Assessing the community’s readiness, 
strengths, and needs
This phase involves doing a scan of the commu-
nity environment. How ready is the community 
for this work? This involves considering the eight 
elements of the community environment outlined 
in the model. It requires time spent observing, 
deeply listening, and reflecting before acting. For 

compassionate community development to be 
successful, activities must meet the needs of many 
community members. Doing the environmental 
scan further helps identify facilitators and barriers 
to change and can inform where to begin work or 
indeed if the time is right to begin compassionate 
community work.

Phase 4: Listening to and respecting the 
community priorities, practices, and values in 
all decisions and actions
The compassionate community vision must be 
consistent with community values, culture, and 
priorities. The vision must build on and celebrate 
the strengths in the community, such as natural 
helping networks and caregiving practices. 
Consideration also needs to be given to compet-
ing priorities in the community. To engage, the 
community members need to be motivated and 
have the capacity to get involved. Any planning 
must consider this. For example, is social isola-
tion, poverty, or lack of affordable housing a more 
pressing issue for people? If so, how can 
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compassionate community work also address 
people’s priority needs?

Phase 5: Creating, promoting, and mobilizing 
compassionate community initiatives
This phase is where the grassroots community 
work begins, assuming the readiness of the com-
munity. Most communities are not homogene-
ous. Communities are usually organized into 
smaller communities by geography (neighbor-
hoods), culture or language, or shared interests 
such as art or recreation. Thus, there are many 
communities within communities. Some com-
munities may be ready and others not. Work can 
begin with those who demonstrate interest. 
Community development is an incremental pro-
cess, built on many small initiatives. If these ini-
tiatives are all consistent with the overall vision, 
then they will all be heading toward the same 
outcome and merge over time. Evaluation is a 
valuable tool to ensure work is on track. The 
evaluation also gathers evidence of success for 
use in phase 6.

Phase 6: Championing a social model of care 
in the community where aging, dying, grieving, 
and caregiving are everyone’s responsibility
Building on the work underway in phase 5, this 
phase focuses on celebrating successes, dissemi-
nating examples, and promoting messages about 
compassionate community work. Other commu-
nity members learn from seeing successes and the 
benefits of the social model of care. Ideas can 
spread through personal contact and sharing sto-
ries. Promoting community awareness can also be 
done through community events, media (social 
media and traditional media), websites, digital 
stories, and many other ways. Community part-
ners can be valuable allies in giving messages a 
broad reach. Health and social service providers 
and organizations should be engaged, and this 
can strengthen collaborations. Government lead-
ers at the municipal, provincial, and federal levels 
should also be engaged to influence social policy.

Conclusion
The DCC model provides a conceptual model of 
community change that advances a social model 
of end-of-life care. The development process 
described in the model is independent of any 
unique community or sociocultural context. In 

fact, according to the model, development grows 
out of each community’s specific strengths and 
resources, and it builds on the capacities of the 
local people who are engaged in developing a 
compassionate community.

The model clearly demonstrates the principles 
of capacity development which are as follows: 
change is incremental and in phases, but non-
linear and dynamic; the change process takes 
time; development is essentially about develop-
ing people; development builds on existing 
resources (assets); development cannot be 
imposed from the outside; and development is 
ongoing (never-ending).

This Canadian model offers communities an 
approach to thinking about developing a compas-
sionate community. It can help guide compas-
sionate community development in Canada. It is 
also available to be evaluated for its applicability 
beyond Canada and adapted to fit new contexts if 
desired.
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