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Background: A program of Compassionate City or Community (CC) has been designed and developed in 
the City of Vic (43,964 habitants, Barcelona, Spain), based on The Compassionate City Charter and other public 
health literature and experiments, with the joint leadership of the City Council and the Chair of Palliative 
Care at the University of Vic, and as an expansion of a comprehensive and integrated system of palliative care.
Methods: The program started with an assessment of needs of the city as identified by 48 social 
organizations with a foundational workshop and a semi-structured survey. After this assessment, the mission, 
vision, values and aims were agreed. The main aims consisted in promoting changes in social and cultural 
attitudes toward the end of life (EoL) and providing integrated care for people with advanced chronic 
conditions and social needs such as loneliness, poverty, low access to services at home, or conflict. The 
selected slogan was “Living with meaning, dignity, and support the end of life”. 
Results: The program for the first year has included 19 activities (cultural, training, informative, and 
mixed) and followed by 1,260 attendants, and the training activities were followed by 147 people. Local 
and regional sponsors are funding the initiative. After a year, a quantitative and qualitative evaluation was 
performed, showing high participation and satisfaction of the attendants and organizations. In the second 
year, the care for particular vulnerable people defined as targets (EoL and social factors described before) will 
start with volunteers with more organizations to join the project.
Conclusions: The key identified factors for the initial success are: the strong joint leadership between 
social department of the Council and the University; clear aims and targets; high participation rates; 
the limited size of the geographical context; which allowed high participation and recognition; and the 
commitment to evaluate results. 
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Introduction

The experiences of compassionate communities

Palliative care has been extending across the health systems 
from the initial experiences at the British hospices, focused 
on the institutional care of patients with terminal cancer, 
creating different types of services and adapted to different 
cultures (1). In recent years, several innovations have been 
developed: timely palliative approach for people with 
advanced chronic conditions in the community, including 
the care of elderly with multi-morbidity or with organ 
failures (2), developing psychosocial and spiritual care as 
elements of comprehensive care (3), or integrated care 
networks, or conventional Public Health approach with 
the aim of universal coverage, equity and quality in the 
health care system (4,5). All these innovations have been 
focused on health services initially in specialist palliative 
care services and lately in all settings of care, but without 
actively involving the community, except for implementing 
volunteer programs linked to these services. 

More recently, a more civic concept has been developed 
as part of a wider conception of public health, consisting in 
the active involvement of the community in the design, care 
and implementation of palliative care policies (6). This new 
approach, with origins in the 1990s experience of the state 
of Kerala (India) (7) and the early public health policies and 
practices in Australian palliative care (8), consisting of the 
active involvement of the community and population in 
the design and care. This civic conception has often been 
identified by the name of “compassionate communities” 
(or cities)—when a community takes the leadership with 
the aims of changing the cultural and social perspectives 
and actions towards death, dying, loss and caregiving and 
promotes a civic program of social action to care for people 
with advanced chronic conditions, applying the values 
of compassion, humanism, and solidarity, and linked to 
similar social initiatives (9-11). A specific charter has been 
developed as definition and standard (12).

There are examples of successful experiences (13-16) 
and some models have been developed, including policies 
and standards, and methods for evaluation as well (17-21).  
An international network has been created to establish 
cooperation and to promote this approach (22) as an 
innovative and wider development of palliative care and 
public health. In Spain, several initiatives have been started, 
and a cooperative group of the SECPAL (Spanish Society 

for Palliative Care) has been created recently.

The city of Vic

Vic is an old city of 43,964 inhabitants in the Centre 
of Catalonia, with an ageing population (21%), a high 
proportion of immigration (26%), and a complete range of 
social and health services (23). 

The experience of palliative care in Vic and Catalonia

Palliative care was initiated in Vic in 1984, when a home 
care support team based in the Oncology Service started 
to attend patients with terminal cancer at home. In 1987, a 
comprehensive palliative care system based at the Hospital 
de Santa Creu was implemented, including the Palliative 
Care Unit, a Hospital Support Team, and the Home Care 
Support Team. These were the 1st palliative care services 
in Spain and were the basis for the design of the Catalan 
Palliative Care project. This Project was designated WHO 
Demonstration Project in 1990 and has been implementing 
palliative care services and palliative approach for chronic 
patients recently and showing results regularly (24). The 
Catalan system has implemented a wide range of specialist 
palliative care services, and more recently, the palliative care 
approach for people with advanced chronic conditions in 
the community (25).

This context of high coverage for palliative care 
specialist services and palliative approach in the community 
integrated in the system has created the conditions to 
develop a wider social and cultural perspective in the city, 
to enhance the social components of a global Public Health 
approach.

Methods 

This paper describes the principles, aims, initial phases and 
activities, and preliminary results of the project “Vic, Ciutat 
Cuidadora” (“Vic, caring city”, VicCC), in the context of 
the Compassionate/Caring Community program. 

Methodology 

Consists of the description of the construction, generation 
of consensus and partnership, and establishment of mission, 
vision, aims, initial activities, the preliminary results, and 
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the proposal for evaluation as well. 

The project of VicCC

Initial actions
The initial actions consisted in establishing contact with 
the International Association Public Health Palliative Care 
International (22) to understand the basis of these programs, 
and explore the availability and feasibility of implementing 
a similar project in the city of Vic.

Aims, mission, vision, and values

Aims
The aims of the VicCC were proposed by the leading team 
and agreed with the partners and defined globally and with 
a time frame of short, mid, and long term. Globally, the 
aims consist in promoting socially positive attitudes towards 
end of life (EoL), increasing awareness and social actions, 
and developing integrated social support for people with 
advanced chronic conditions in the community. In the 
short term (0–2 years), the proposed aims were to build 
consensus, promote participation, and start the informative, 
cultural, and training activities. In the mid-term (2–5 years) 
the start of the care/supporting activities, develop and 
implement volunteer activities, enhance all organizations to 
insert EoL policies, evaluate results, and assure sustainability. 
In the long-term, we propose to have high coverage and 
impact in the society and extend to other vulnerable people.

Mission
To prevent and alleviate suffering, specifically adapted to 
EoL and for most vulnerable people.

Vision
To achieve positive cultural and social attitudes and actions 
towards the EoL

To have a comprehensive and integrated care system for 
people—from civic to health service actions—at the EoL in 
the city.

To be a reference for a systematic approach, implementation 
and evaluation of projects with a Public Health approach.

Main characteristics
The VicCC project is characterized by a strong joint 
leadership, social and community predominant perspectives, 
in a mid-size city with a long tradition of palliative care and 
social caring organizations. 

Values
Humanism, compassion, social participation, equity, 
coverage and quality (from Public Health approach) with a 
community perspective were central. 

Name/title and slogan
Both concepts were discussed openly with the organizations. 
In a formal meeting, there was a discussion about the title, 
and the majority of the attendants preferred to use the 
term “Cuidadora” (“Caring” in Catalan) as compared with 
“Compassiva” (“Compassionate”). The main reasons to do 
so were related to the cultural identification of “compassion” 
with religion, and the broader meaning of “Cuidadora”. 
The slogan agreed was “Viure amb sentit, dignitat i suport 
al ſinal de la vida” (“Living the end of life with meaning, 
dignity, and support”). We emphasized the inclusion of 
the terms “meaning” and “dignity” as individual issues 
combined with “support” due to the social environment. 
The final leaflet of the project included the aims, values and 
mission of the whole program (Figure 1).

Leadership and team
The leadership was shared between the Department of 
Social Welfare of the City of Vic, the Chair of Palliative 
Care at the University of Vic (Barcelona) linked to the 
WHO Collaborating Centre for Palliative Care Public 
Health Programs based at the Catalan Institute of Oncology 
in Barcelona. The team was composed by professionals 
coming from the Chair, the Primary Care Services and from 
the Welfare Department at the Council of Vic. 

A group of eight organizations composed the “core 
nucleus” of the project, helped in the design of activities, 
and met regularly for follow up.

Proposed organizations and partners (Table 1)
We used the list of the social organizations at the Welfare 
Office, and selected the most active among NGOs, 
religious, schools, neighbours, support, and others for 
the first phase. A total number of 48 organizations were 
contacted and all agreed to participate, with different 
degrees of commitment. 

Sponsors
A call for sponsors was made among known local or 
national organizations. In the first phase, we achieved 
support from a local Foundation (Girbau Foundation) 
and two national organizations (La Caixa Foundation and 
Mémora Foundation) that covered the expenses. The Chair 
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of Palliative and the City Hall gave also some funding and 
devoted partially their structure. 

Phases: based in the Charter for Compassion (11 cross 
reference) and the Kansas University Community Tool 
Box (17)
(I) Needs and demands assessment: estimation of people 

at the EoL and social needs, survey and workshop
The mortality who or where are we talking about 
has been of 347 people at the year 2017. The 
estimation of the prevalent population at the EoL is of  
650 people (26), most of them, elderly with multi-
morbidity. Around 200 (0.4% of population) have 
added complex social needs as isolation, poverty, and 
limited access of services at home. 
(i) Survey

A formal meeting was performed, and a semi-
structured survey was sent (n=48) to all the 
organizations. The structure of this survey 
included their background on the topic, 
and their needs, demands, expectations and 
willingness to participate. Looking at these 
responses, we elaborated the proposal of agenda. 
The main needs and demands identified were 

the training, the cultural debates, and the need 
of organizing the support of the most needed 
people through volunteers and pathways 
linked to the community health and social 
services when an individual need is identified. 
Additionally, the partners were required to 
establish policies and protocols to promote 
positive attitudes and volunteer proposals in 
their organizations.

(ii) “Foundation workshop” 
A workshop titled “How to involve society in 
end of life” was organized and performed on 
the 16th June 2016. The program included a 
lecture by Professor Allan Kellehear, a lecture 
of presentation of the main aims of the program 
and the leading team, and a participative 
workshop to promote consensus around the 
project. A total number of 64 participants 
attended, representing most of the partner 
organizations. This workshop was the first 
activity proposed to the organizations. 
As a result of the workshop, a general consensus 
on the basic principles, vision, mission, aims, and 
values were achieved.

Figure 1 Project information leaflet.
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(II) Activities and agenda elaboration
After the survey and workshop, and based on the 
suggestions, we elaborated the proposal of activities. 
According to their aims, format, and targets, 
the activities were categorized into “Training” 
(Workshops), “General information” (lectures, 
round tables), “Cultural” (Cinema, literature), or 
“Mixed” and planned over the year. A total number of  
19 activities were planned and performed during the 
first year (Figure 2).

Results 

The evaluation of the first year of implementation included 
quantitative and qualitative methods and was performed 
combining the evaluation of the project done and shared 
between the core team and the organizations, the training 
activities by the attendants, and with the stakeholders 
(funders, political leaders). 

Quantitative results 

The quantitative assessment was focused mainly in the 
registry of 48 organizations, and the activities and attendants 
for each activity. The most remarkable data are: the 
number of activities (n=19), the participation of 64 persons  
to the workshop, 1,260 attendants to the activities, and  
147 attended the training courses (1,470 in total).

Qualitative 

Qualitative SWOT assessment 
The SWOT analysis was performed by the organizations 

Table 1 Participating organizations/institutions 1st edition

Type of 
organization

Name of organization

Neighbourhood 
associations (5)

D’Horta Vermella

Barri Vic Nord

Barri Del Remei

De La Guixa

De L'estadi-Plaça Moragas

Religious  
entities (7) 

Caritas Arxiprestal 

Other CHRISTIAN COMMUNTIES

Budhist

Muslim 

SIJS 

and others

Schools (3) Institut Jaume Callís De Vic 

Institut Vic 

Col·Legi Escorial

Major volunteer 
organisations (3)

Amics De La Gent Gran 

Osona Contra El Càncer

Creu Roja

Other types 
(specific for 
patients, cultural, 
elderly, caring 
associations)

Aula D’extensió Universitària De Gent Gran 
D’osona

ADFO 

AFMADO 

ASHES 

ACAF 

Associació Cultural, Lúdica I D’Oci Jaume 
Balmes 

Associació De La Gent Gran Activa De Vic I 
Comarca 

Associació Del Casal De La Rambla 

Associació De Vídues De Vic I Comarca 

Associació El Tupí 

Associació Sant Tomàs 

Banc Del Temps 

Càritas Arxiprestal De Vic 

Casal De Gent Gran De Vic Mossén Josep 
Guiterras 

Table 1 (continund)

Table 1 (continund)

Type of 
organization

Name of organization

Casal De Gent Gran De Vic (Rambla Hospital) 

Fundació Antiga Caixa Manlleu 

Fundació Girbau 

Fundació Mil·Lenari 

Fundació Projecte I Vida

Unitat De Medicina Integrativa-Bayés Integral
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and the core team and included a formal letter (including 
a survey) and a formal meeting. A total number of 12 
organizations responded, and 8 attended the specific 
evaluation meeting. 

The results are described in Table 2. The general view 
was highly satisfactory, with several strong points. Some 
areas for improvement and topics to be proposed were 
identified.

Survey of the attendants to training activities
A semi-structured survey (Likert scale 1–4) was conducted 
and proposed to the attendants of training activities. A 
total number of 51 responded. The topics were considered 
relevant (3.67/4), clarity in the exposition (3.75/4), dynamic 
and participation (3.24/4), and time and dates (3.51/4).

Proposals 2017/18 (Figure 3)
Based on the qualitative, SWOT and analysis,  we 
introduced several changes in the program for the 2nd year, 
the main aims identified were to expand, consolidate, and 
start make the program more oriented to care.

These aims were expressed in new targets (schools, other 
organizations,), introducing different types of activities 
(concerts, social), increasing the media actions, and inserting 

the program into the community health and social networks 
to provide integrated care for people identified with needs, 
and starting the care activities of volunteers. The targets of 
this care activity are defined by the existence of a complex 
advanced chronic condition and limited life prognosis 
(identified by the NECPAL tool in the community) with 
additional complex social needs (isolation, poverty, limited 
accessibility, or relational conflict).

Discussion

A comprehensive program of Compassionate community 
in the city of Vic was established. In the context of a city 
with a wide range and high coverage of palliative care 
specialist services, this program aimed to modify social and 
cultural perspectives and actions towards EoL and promote 
a comprehensive and integrated system for people with 
advanced chronic conditions and complex social needs, 
especially in the community. The program has been l jointly 
led by the Welfare Area of the City Council and the Chair 
of Palliative Care at the University of Vic. 

The Program is based in The Compassionate City Charter 
criteria and the evaluation tools (10,11,15,16,19,20) adapted 
to the Latin-Mediterranean cultural context.

Figure 2 Program of Activities Project Vic, Ciutat Cuidadora: 1st edition.
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The phase I (“Discover and Assess”) has been completed 
with the three steps (identifying needs and discomforts, 
identify what has been already done by the organizations, 
and invite community (leaders, organizations) responses. 

The phase II (“Focus and Commit”) with the steps 5, 
7, and 8, has been done organizing the workshop and the 
semi-structured survey to all organizations, and elaborating 
mission, aims, objectives, and agenda for 1 year, and 
presenting formally the project by the Major of Vic). The 

step 6 (register) is being currently implemented. 
The Phase III (“Build and Launch”) with the steps 9, 

10, and 11, was implemented between September 2016 and 
June 2017, with a wide range of activities (see Figure 2). 

We are developing the phase IV (“Evaluate and sustain”) 
with the systematic quantitative and qualitative assessment, 
and the recommendations are currently applied to the 
second-year program.

Challenges identified

The main challenges identified are related to the complexity 
of social and cultural issues regarding EoL matters, the 
barriers to the acceptance of EoL and death as natural 
events, and the need for comprehensive and integrated 
networks of the health and social services to attend people 
with chronic conditions and social needs. Different cultural 
patterns in the context of high immigration need to be 
considered. Consolidation and sustainability are main 
challenges and objectives to assure. 

Reasons for success

The main reasons for this initial success might be the strong 
and joint leadership combining the City Council and the 
Chair, the high participation achieved, the appointment of 
a specific coordinator (SS), and the context of a small city 
with high development of palliative care specialist services 
and community services as well, implementing very clear 
and defined program (aims, values), devoted to specific and 
well-defined targets, oriented to action and committed to 
evaluation. We achieved also local and regional donors that 
funded totally the expenses. 

Some considerations and recommendations

In our perspective, the main issues to consider for success 
and recommendations are summarized in Table 3.

The shared partnership between the Social Department 
of the City Council and an academic organization as the 
Chair of Palliative has been successful to create a neutral 
and respected leadership, with visible social involvement. 

The experience of compassionate community is an 
excellent development of the concept and the organization 
of a comprehensive network of palliative care, and a step 
forward in the concept of palliative care as a public health 
topic. 

Table 2 SWOT analysis

Areas List of items and/or actions

Strengths High participation

Joint leadership social (City Council) & academic

Positive interaction between organizations

Diversity of activities

Active coordination 

Private sponsors

Commitment to evaluation

Areas for 
improvement/
challenges

Some areas not yet active (schools, trade 
unions, other)

Internal activities in organizations not yet 
developed

Media not actively involved

Health care network not yet involved

Education and training of professionals and 
careers

Recognize and respond to multicultural visions 
(immigration) 

Sustainability

Aims Involve schools and other organizations

Involve health community services

Develop pathway and integrated care for 
identified people

Assure sustainability

Actions Schools and university program

Health and social community network involved 
formally

Start the volunteers program

Diversify sponsors (crowd funding)

Start evaluation and publication
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Figure 3 Program of Activities Project Vic, Ciutat Cuidadora: 2nd edition.

Society through social organizations must be an active 
and free leader of the programs and be able to identify 
areas of improvement and development and influence their 
presence in the policies and implementation. 

Future perspectives 

The Program is committed to achieve high coverage 

(involving more organizations, targets and partners), 
sustainability (social and economic), and oriented to care 
of the most vulnerable populations at the EoL. This model 
might be expanded to other vulnerable populations. There 
are demands from other cities in the country to implement 
similar programs. We also started to develop social media 
resources, based on patient experience research, such 
as short videos which we will use in public meetings to 
facilitate public discussion about the EoL (https://www.
ed.ac.uk/usher/primary-palliative-care/videos/how-to-live-
and-die-well-group-format). 

Limitations of this paper

This paper is a description of the main characteristics 
and preliminary results of a Program of Compassionate 
Community, not oriented specifically to research. The 
methodology has been a basic combination of quantitative 
and qualitative. A systematic qualitative evaluation is 
currently being designed. 

What is already known/what this experience adds to 
existing knowledge/implications for policy and practice (see 
Table 4).

Table 3 Key factors for success

Strong leadership with predominance of the social components

Clear objectives, methods and targets

Team with part or full-time coordinator

Adapted to the cultural and social context

High participation and voices of social organizations

Involvement of health and social community services

Limited geographical or demographic context (small city or 
neighbourhood) allows recognition and high coverage

Commitment to evaluation combining quantitative and 
qualitative methodologies
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