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Overview

• What is the compassionate 

communities movement?

• What impact can they have?

• What is the relevance for me?



The challenges…

• Demographic changes

• New threats – loneliness

•Broader definition of health: Resilience,    
wellbeing

• Recognition of the role of social factors

• Appreciation of the need for upstream 
interventions

• Funding pressures

• Compassion in care questioned



A building impetus for change

- New models needed





The evidence base is now 

building





Figure 6. Comparison of odds (lnOR) of decreased mortality across several conditions associated 

with mortality.

Holt-Lunstad J, Smith TB, Layton JB (2010) Social Relationships and Mortality Risk: A Meta-analytic Review. PLOS Medicine 7(7): 

e1000316. https://doi.org/10.1371/journal.pmed.1000316
http://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1000316

http://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1000316


New public health approach to end 

of life care

• Health promoting palliative care

• Community engagement/participation in end 

of life care

• Social approaches to end of life care

• Social networks in end of life care

• Compassionate Communities



Compassionate Communities

• Kellehear described the ‘public health 

approach to end of life care’ (1999)

• Aligned the two apparently paradoxical 

disciplines

Compassionate Communities are community development 
initiatives that actively involve citizens in their own end-of-
life care

Build partnerships between services and communities to 
build on the strengths and skills they possess, rather than 
replacing them with professional care



The new public health in palliative care

• Principles

• Recognise the social character of illness and dying

• Person-in-community vs. person-in-family 

• Recognises the importance of local knowledge from 

communities in addition to professionals

• Good care requires participation of both

• Loss is universal and affects everyone in a community

• Meaning the whole community must be involved in an 

approach

• Death as a taboo is complex

• Done with people and not to people



Now an international movement



Case Study: Kerala, South 

India



Medical model 
inappropriate 
to meet needs

Community 
ownership: 

10,000 
volunteers

Social movement

Coverage 1% to 
70%

WHO



PhD Study



Compassionate Neighbours

• Recruit and train community 
members to become 
‘Compassionate Neighbours’

• Support people emotionally, 
socially, practically in their 
homes

• Role of a neighbour, not 
professional

• Not a befriending service

• Aiming to make communities 
more compassionate places to 
live and die



Compassionate Neighbours

• Over 180 volunteers trained

• Waiting lists for training and matching

• 30+ languages spoken by trainees

• 60 matched in community

• Visits continue across settings

• Monthly supervisions

• Weekly coffee mornings

• Important part of care at hospice

• Stories of life changing experiences



Foundation



How it works



How it works



How it works



The 

difference 

it makes



Key learning

• Impacts can be substantial 

• Reciprocity is the key

• Connections change people’s lives

• Palliative services have a central role in this

• But this cannot take place in a clinical 
framework

• This is not just befriending

• creating a space for authentic relationships



What can you do?

• Start with ourselves

• small acts of kindness

• Support network building with patients

• Begin conversations with local communities

• Find national and local resources

• Link with others locally

• Initiate a compassionate communities 
project



Thank you
libbysallnow@gmail.com

@libby_sallnow
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