
Paramedics providing palliative care at home:
A mixed-methods exploration of patient and family
satisfaction and paramedic comfort and confidence

Alix J. E. Carter, MD, MPH*†; Marianne Arab, MSW/RSW‡; Michelle Harrison, BSc, AHN, MA†‡;

Judah Goldstein, PCP, MSc, PhD*†; Barbara Stewart, RN‡; Mireille Lecours, MD§;

James Sullivan, BScN, RN§; Carolyn Villard, BSc§; Wilma Crowell, RN*; Katherine Houde, ACP*;

Jan L. Jensen, ACP, MAHSR*†; Kathryn Downer, MSc, EdD¶; Jose Pereira, MBChB, MSc¶

CLINICIAN’S CAPSULE

What is known about the topic?

A novel program was implemented to enhance the care

provided by paramedics to patients with palliative goals

of care.

What did this study ask?

This study asked about patient experience with the pro-

gram and the comfort and confidence of paramedics to

deliver this care.

What did this study find?

Patients praised the compassion of paramedics and stay-

ing home, and paramedics strongly agreed palliative care

should be in their practice.

Why does this study matter to clinicians?

Knowledge of this programwill support similar initiatives

and increase access to care and death outside of the hos-

pital setting.

ABSTRACT

Objective: Paramedics Providing Palliative Care at Home was

launched in two provinces, including a new clinical practice

guideline, database, and paramedic training. The aim of this

study was to evaluate patient/family satisfaction and para-

medic comfort and confidence.

Methods: In Part A, we gathered perspectives of patients/fam-

ilies via surveysmailed at enrolment and telephone interviews

after an encounter. Responseswere reported descriptively and

by thematic analysis. In Part B, we surveyed paramedics online

pre- and 18months post-launch. Comfort and confidencewere

scored on a 4-point Likert scale, and attitudes on a 7-point

Likert scale, reported as the median (interquartile range

[IQR]); analysis with Wilcoxon ranked sum/thematic analysis

of free text.

Results: In Part A, 67/255 (30%) enrolment surveys were

returned. Three themes emerged: fulfilling wishes, peace of

mind, and feeling prepared for emergencies. In 18 post-

encounter interviews, four themes emerged: 24/7 availability,

paramedic professionalism and compassion, symptom relief,

and a plea for program continuation. Thematic saturation was

reached with little divergence. In Part B, 235/1255 (18.9%) pre-

and 267 (21.3%) post-surveys were completed. Comfort with

providing palliative care without transport improved post

launch ( p = < 0.001) as did confidence in palliative carewithout

transport ( p = < 0.001). Respondents strongly agreed that all

paramedics should be able to provide basic palliative care.

Conclusions: After implementation of the multifaceted Para-

medics Providing Palliative Care at Home Program, parame-

dics describe palliative care as important and rewarding. The

program resulted in high patient/family satisfaction; simply

registering provides peace of mind. After an encounter, fam-

ilies particularly noted the compassion and professionalism

of the paramedics.

RÉSUMÉ

Contexte: Un programme de prestation de soins palliatifs à

domicile par des ambulanciers paramédicaux a été lancé

dans deux provinces, précédé de l’extension d’un guide de

pratique clinique, de la mise à jour d’une base de données et

de l’élaboration d’une formation particulière à l’intention des

ambulanciers paramédicaux. Ont été évalués le degré de sat-

isfaction des patients et des familles ainsi que le degré d’ai-

sance et de confiance des ambulanciers paramédicaux.
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Méthode: Dans la partie A, il y a eu collecte de données sur le

point de vue des patients et des familles à l’aide d’un question-

naire d’enquête envoyé par la poste aumoment de la sélection

et d’entrevues téléphoniques après les rencontres. Les

réponses ont été présentées en style descriptif et sous forme

d’analyse thématique.Dans la partie B, une enquête en ligne

a été menée parmi les ambulanciers paramédicaux avant le

lancement du programme et 18 mois après celui-ci. Le degré

d’aisance et de confiance a été évalué sur une échelle de Likert

de 4 points, et les attitudes, sur une échelle de Likert de 7

points; les résultats ont été exprimés sous forme d’intervalles

interquartiles (IQ) médians; l’analyse des données, calculée à

l’aide du test de Wilcoxon, et les textes libres, présentés sous

forme d’analyse thématique.

Résultats: Dans la partie A, 67 questionnaires sur 255 (30 %)

ont été remis. Trois thèmes importants se sont dégagés des

réponses : la satisfaction des désirs, la tranquillité d’esprit et

le sentiment de préparation à toute éventualité. Par ailleurs,

il y a eu 18 entrevues après les rencontres, desquelles se

sont dégagés quatre grands thèmes : la disponibilité des

soins 24 h sur 24, 7 jours sur 7; le professionnalisme et la com-

passion des ambulanciers paramédicaux; le soulagement des

symptômes et un appel pressant en faveur de la poursuite du

programme. La saturation thématique s’est obtenue avec un

faible degré de divergence.

Dans la partie B, 235 questionnaires sur 1255 (18,9 %) ont

été remplis avant le lancement du programme, et 267 sur

1255 (21,3 %), après la mise en œuvre. Le degré d’aisance et

la prestation de soins palliatifs, dans le contexte d’absence

de transport des malades, se sont améliorés après le lance-

ment (p ( 0,001); il en allait de même pour le degré de confi-

ance dans la prestation de soins palliatifs, dans le même

contexte (p ( 0,001). Les répondants étaient fortement d’avis

que tous les ambulanciers paramédicaux devraient être en

mesure de fournir des soins palliatifs de base.

Conclusion: Après lamise enœuvre de ce programme à volets

multiple, les ambulanciers paramédicaux considéraient la pre-

station de soins palliatifs comme un geste important et grati-

fiant. Le programme a donné lieu à un degré élevé de

satisfaction tant des patients que des familles, et la facilité d’in-

scription a procuré la tranquillité d’esprit. Enfin, après une ren-

contre, les familles ont souligné tout particulièrement le

professionnalisme et la compassion des ambulanciers

paramédicaux.

Keywords: community paramedicine, emergency medical

services, extended scope of practice, mobile integrated health,

paramedic

INTRODUCTION

While desired by many, the provision of palliative and
end-of-life care at home is not without challenges.1 Cri-
ses can occur for physical, emotional, and existential rea-
sons, and often involve patient and family/caregiver.2

Common concerns include fear3 and managing sudden
uncontrolled symptoms.4,5 Despite an expressed prefer-
ence for care at home, acute medical events and uncon-
trolled symptoms are the top reasons why this may not
occur, resulting in transport to the emergency depart-
ment (ED),3 hospital, or hospice facilities.6 Paramedics
facilitate over half of ED visits for patients receiving pal-
liative care,7 many of which are avoidable8,9 and for
symptoms that paramedics are skilled in managing.
During crises, patients/caregivers often call for para-

medics, particularly during times of limited support,
such as nights and holidays, in the absence of healthcare
providers, and when there is a sudden increase in need
(e.g., the patient unexpectedly worsens).10,11 Patients
are commonly seeking symptom management or com-
fort care rather than traditional paramedic interventions
of resuscitation and transport to the hospital.12 Respond-
ing to palliative crises can be challenging for paramedics,

because goals of care are often not congruent with para-
medic training and protocols.12–14 Indeed, paramedics
themselves recognize the challenges of palliative care,
citing conflicting/unclear goals of care, family dynamics,
legal issues, and fear of working outside of standard
guidelines.12,14–16

There is growing recognition of the potential role of
paramedics in better supporting symptom crises in pal-
liative care patients, without the ED.7,17 Paramedic prac-
tice in Canada is experiencing significant growth in areas
that shift away from acute trauma/emergency manage-
ment.18 The study team led the implementation of an
innovative program, Paramedics Providing Palliative
Care at Home, in two provincial emergency medical ser-
vices (EMS) systems, Nova Scotia and Prince Edward
Island. The program includes a clinical practice guide-
line (CPG) specific to palliative care, adding new medi-
cations and care in the home without transport to the
ED. The study team worked with Pallium Canada to
develop and deliver education (LEAP Mini for Parame-
dics, PalliumCanada) to all paramedics in these two pro-
vinces. Further, we expanded and upgraded a database
that housed individualized care plans, including goals
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of care (the Special Patient Program in Nova Scotia and
Integrated Palliative Care Program in Prince Edward
Island) to make them accessible to paramedics respond-
ing to a call.
The primary objectives of this study were to deter-

mine the impact of the program in two parts: Part A
examined patient and family/caregiver satisfaction, and
Part B measured paramedic comfort and confidence
with the delivery of palliative care support.

METHODS

Setting

The Nova Scotia ground ambulance service covers a
populationof 1million,withover160,000requests for ser-
vice annually. The Prince Edward Island system supports
close to 150,000 people and over 17,000 calls per year.

Ethics

The Nova Scotia Health Authority (File #1021421 for
Part A: Patient/family, and #100296 for Part B: Para-
medic) and Prince Edward Island (not numbered)
approved this study.

PART A: PATIENT/FAMILY

Design

A mixed-methods approach using a mailed survey and
telephone interviews gathered patient (family/caregiver
if patient was unable to respond) perspectives.

Data collection

A prospective, cross-sectional survey (Online Appendix,
Figure 1) was mailed with a postage-paid envelope to
patients registering in the Special Patient Program or
Integrated Palliative Care Program between August
and November 2016. The survey included questions
about why the patient/family was interested in the
program and anticipated benefits. Completing and
returning the survey served as implied consent.
One study team member (MH) conducted telephone

interviews concurrent with the survey, between June
and September 2016 and post-paramedic encounters in

January to February 2016 by enrollees of the provincial
registries. The lag between the encounter and interview
allowed time for grieving. The interviews were con-
ducted with consecutive respondents using a previously
validated semi-structured interview guide, modified for
use in the EMS context, including closed and open-
ended questions19 (Online Appendix, Figure 2). Eligible
participants who were called with no response were
called a second time. Participants provided verbal con-
sent prior to the interview commencement. The inter-
viewer took detailed notes.

Data analysis

Respondent characteristics were collected as continuous
variables and reported descriptively. Open-ended ques-
tions were analysed by a thematic content analysis. One
author (MH) did open coding using QSR NVivo 11 to
form a code structure, which was reviewed by a second
author (AC). Codes were combined and sorted into cat-
egories and, ultimately, themes.
Audit trails and reflections, including interview notes,

methodological decisions, data analysis, and group reflec-
tions, were maintained to assure study rigor. Credibility
was facilitated throughregulardebriefingby teammembers
as data were collected and coded, and as themes emerged.
Direct quotations (edited for grammar) ensure that the per-
spectives of the participants were clearly represented.

PART B: PARAMEDICS

Design

We used a prospective pre- versus post-intervention
design. All ground ambulance paramedics in the two
provinces were invited to participate in the voluntary
surveys at two time points: pre-launch, and post-launch
(12 months on Prince Edward Island and 18 months in
Nova Scotia).

Data collection and management

After registering for LEAP Paramedic, paramedics
received an email from Pallium Canada to participate in
the pre-course survey. Although the original intent was
to link the pre- and post-surveys using a unique identifier,
respondents reported challenges with the Portal and the
post-course survey usedOpinio (©Object Planet,Norway).
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Measures

Questions included Pallium Canada’s standard pre- and
post-course reflections, including attitudes to a palliative
care approach; additional items related to comfort and
confidence were added by the study team.
Comfort and confidence were measured on a 4-point

Likert scale, used previously by our team.20 Paramedics
described their comfort/confidence in providing pallia-
tive or end-of-life care with or without transport to the
hospital, and provided free text feedback. Attitudes
were evaluated using a modified version of the LEAP
Attitudes to Palliative and End-of-Life Care Survey on
a 7-point Likert scale (pre-implementation only).

Analysis

Demographic variables were collected as continuous or
categorical variables and reported by the mean (standard
deviation) or median (interquartile range [IQR]). Likert

data were treated as continuous variables. Pre- and post-
scores were compared in R (version 3.2.5), using a
Wilcoxon-ranked sum test.

Sample size

A sample size of 242 was required to detect a 0.5 change in
confidence on a 4-point scale, assuming alpha is set at 0.05
and beta at 0.8. The team attempted to oversample, with
expectations of a response rate closer to 50% (n = 500).

RESULTS

Part A: Patient and family experience

Enrolment survey

A total of 225 enrolment surveys were distributed in both
provinces; 67 (30%) were returned. Of these, 49 (73%)

Figure 1. Paramedic comfort and confidence delivering palliative care (Part B).
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were completed by the family. Demographics are sum-
marized in the Online Appendix, Table 1. Three themes
emerged, as described in the following sections.

Fulfilling care wishes

The most common theme (approximately half of the
respondents) was that registration in the program helped
families feel more confident fulfilling wishes for a pre-
ferred location of care. For those with a preference for
care at home, they described hospital avoidance, particu-
larly the ED, as an anticipated benefit. As described by
one patient:

I have terminal cancer and wish to spend as much of my
remaining time at home. This program will help me to
remain in my home while enjoying the highest quality
of life possible, for as long as possible.

Family/caregiver peace of mind

Peace of mind was described in terms of the knowledge
that paramedics would respect care wishes and that the
program was available to support caregivers at home if
an unexpected need arises.

It is a great source of comfort to know that help is avail-
able without transporting the patient to the hospital.

Medical assistance, advice, comfort, crisis intervention.
This increases my sense of general well-being.

Feeling prepared for emergencies

Families discussed the 24/7 availability of the service,
and that it could be relied upon. As put by one family
member, “the care you need, when you need it.”Having
their situation and goals of care known ahead of timewas
a relief to families as they feel more prepared for
emergencies.

Being enrolled in the program will help my mother
because the EMS team has better knowledge of her
needs and wishes. It will also relieve the extra stress on
me, just knowing this is all set up ahead of time.

Post-paramedic encounter interview

Patients/families with a paramedic encounter were
phoned: 8 declined, 22 had disconnected telephones,
and 32 were unanswered calls after two attempts; 18
completed the interview. Demographics are summarized
in the Online Appendix, Table 2 and descriptive
responses in Table 1. Quality of care was rated as “excel-
lent” by 14/18 families, and all indicated that symptoms

Figure 2. Paramedic attitudes (Part B) toward palliative and end-of-life care (median and IQR)
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were improved. Four themes emerged and thematic sat-
uration was reached with little divergence of comments.

Professionalism and compassion of paramedics

A theme highlighted by a majority of respondents was
the high level of professionalism and compassion of the

responding paramedics. Many families described the
paramedics as going “above and beyond.” Respondents
commented on the paramedics’ skills in listening, under-
standing/assessing the situation, providing clear explana-
tions about what was going on, and providing helpful
treatments/interventions. Many described this profes-
sional care extending not just to the patient, but to fam-
ily/friends present.

The service was phenomenal. The paramedics explained
everything. I can’t speak highly enough about the care
they gave her. They explained what they were doing
and why, so I knew what to expect and what was going
to happen. The care, it was excellent, off the chart. I
can’t praise this service enough.

24/7 Availability

A predominant theme was the comfort families felt
knowing that the program was available 7 days a week,
night or day, even for multiple visits. Some families
described general worries about what “might” happen
over the course of the illness; knowing that paramedics
would come to support them relieved some distress.

This was my only comfort, knowing I could call parame-
dics. They made it very clear to us that if we weren’t com-
fortable, we could call them, doesn’t matter if it was once
or five times. They said ‘we will be here.’ It’s a lot of
comfort.

Relief of symptoms

Some family members highlighted the ability of parame-
dics to manage uncontrolled symptoms and provide psy-
chosocial supports.

When he can stay home, it helps a lot. We made the ini-
tial call, thinking he would have to go to the hospital, but
they relieved his symptoms to the point that he could stay
home.

They were here within 15minutes. They came… but she
was dead. They kept me company until the others
arrived.

A plea for program continuation

Families commented on the large impact that the pro-
gram had and expressed a desire to see the program con-
tinue, for themselves and others.

Table 1. Patient/family experience of paramedic care (Part A)

Question Number

Emergency department visit last 30 days of life
Yes 5
No 7
Not applicable 6

Who called paramedics?
Friend/family 14
Nurse or physician 2
Other 1
No answer 1

Reason for call
Breathlessness 6
Pain 3
Delirium 1
Imminent death 1
Fall 1
Stroke 1
Seizure 1
Other 4

Problems understanding what paramedics were saying
about the situation
Yes 0
No 16
N/A 2

Paramedics listened to what you had to say about the
situation/condition?
Yes 16
No 0
N/A 2

Table 2. Paramedic survey (Part B) demographics

Pre-intervention
(n = 235)

Post-intervention
(n = 267)

Female 73 (31.1%) 83 (31.1%)
Primary care paramedic 105 (44.7%) 118 (44.2%)
Years on the job (mean) 13.01 12.5
Estimated palliative and
end-of-life calls (median)

6 (3,12) 4 (2,10)

No prior palliative
experience

183 (77.9%) 0 (0%)
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My family, they were like ‘wow’ – we were all 100%
happy with it. Just keep this going the way it is, and
don’t ever take this program away.

What would you have done without the program?

In the absence of the program, seven families said they
would have been in the ED and highlighted the chal-
lenges such as bad weather or equipment (e.g., wheel-
chairs), as well as concerns about moving the person.

I would have had to help him out of bed and try to get him
to the hospital. One time, it was during a blizzard so that
would have been impossible, but they were able to come to
us. I couldn’t get him to the ED but paramedics came –
just their presence was amazing.

Part B: Paramedic comfort and confidence

Table 2 summarizes respondent demographics. Sex and
level of certification are reflective of the overall para-
medic population. Response rate for pre-launch survey
was 235/1255 (18.7%) and post-implementation 267/
1255 (21.3%).
Figure 1 summarizes the change in comfort and confi-

dence pre- versus post-implementation. An overall shift
in the positive or rightward direction can be seen for
many of the questions. Specifically, comfort in providing
palliative care improved after the intervention; responses
of “very comfortable” increased from 26% to 47%.
Responses of “very comfortable in providing palliative
care without transport” increased from 22% to 44%.
Feeling confident that they have tools to provide pallia-
tive care increased from 41% “somewhat” and 7%
“very confident” (48% positive), to 52% “somewhat”
and 23% “very confident” (85% positive responses).
Confidence to do this without transport increased from
33% “somewhat” and 6% “very confident” (39% posi-
tive), to 47% “somewhat” and 24% “very confident”
(71% positive). Testing differences in median and
range of scores is another way of comparing pre and
post. Where 4 = very confident, improvements were
reported in confidence in having the tools to deliver pal-
liative care with (median [IQR] pre = 2 [2,3], post = 3
[3,3], p = < 0.001) and without transport to the hospital
(median [IQR] pre = 2 [2,3], post = 3 [2,3], p = < 0.001).
Responses to attitudes questions, scored on a Likert

scale with 7 being “strongly agree,” are shown in
Figure 2. Respondents strongly agreed that all paramedics

should be able to provide basic palliative care (median = 7
[IQR 6, 7]) and that a patient with an incurable illness
should receive palliative care (median = 6 [IQR 4, 7]).
Thematic analysis of open-ended questions revealed

that paramedics describe palliative care as rewarding.
Additional experiential training was recommended, as
well as a continued expansion of the primary care para-
medic (PCP) role. Three themes emerged and are sum-
marized in Table 3 with illustrative quotes.

DISCUSSION

This novel program was a purposeful modification of
system design in response to a recognition that parame-
dics respond to palliative symptom crises and traditional
protocols and training do not support them to meet this
need.12–14,21 The ultimate goal was to improve the
patient/family’s experience of care by equipping the
emergency service that they rely on with adequate
resources. Many patients/families are well connected to
primary care, specialists, and/or formal palliative care
teams; however, they still call 9-1-1 for a variety of rea-
sons such as the need for a rapid response, the variable
availability of their usual care team, and, occasionally,
they report just panicking. Paramedic services are
designed to be available 24/7 in all urban, rural, and
remote areas, and were already being called to provide
support to these patients/families. This program sought
to enhance the service that paramedics could offer as part
of the broader healthcare team.
Paramedics’ role as members of a broader healthcare

team is evolving.18 As such novel roles emerge for para-
medics, it is crucial to monitor comfort and confidence
with such practices, and to seek paramedic opinion. In
this case, paramedics reported a moderate level of com-
fort with the concept of palliative care pre-launch, but
lower confidence in having the necessary resources to
provide such care, with or without transport to the hos-
pital. Shifts post-launch into the “very comfortable” and
“very confident” categories are seen in Figure 1. Import-
antly, paramedic attitudes toward palliative care are very
favourable. Agreement that patients with an incurable ill-
ness should receive palliative care was very high, suggest-
ing that paramedics believe in the concept of palliation.
Further, paramedics not only support the concept, but
also they believe it should be part of the scope of practice
of paramedics. There are a few cautions with interpret-
ing these data; surveys were optional, which may have
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Table 3. Paramedic survey (Part B) emerging themes and supporting quotes

Theme Description Supporting quotes

Professional
pride

• Work in palliative care and with this patient population was
described as rewarding and a source of professional pride
and satisfaction.

• “This is something that is extremely important to the
community and that I am very proud to be a part of. We are a
unique service and our ability to not only help those with
chronic and terminal illness stay in the comfort of their
homes, but to relieve someof the pressures on our healthcare
system.” (Paramedic)

• “The addition of palliative care to the paramedic’s repertoire of
responsibility is, in my opinion, the most meaningful move in
prehospital care since the introduction of an ALS ambulance
system.”

• “I believe palliative care training has helped elevate paramedic
care in this particular sector to an excellent degree.”

• “I still remain incredibly proud and humbled by this role we as
paramedics are now in. I hope our model can lead to the
creation of similar paramedic care models across the country.”

Training • Additional experiential training to further increase comfort
and confidence.

• Although the didactic trainingwas beneficial, the application
of these learnings was challenged by the relative
infrequency of calls for an individual paramedic.

• “Palliative care is new to paramedics and speaking formyself,
I only want what is good for the patient and family in any given
situation. When you only do one or two calls a year, I’m not
that comfortable.”

• “I’d like to see more opportunity of seeing these types of
patients. The classroom trainingwas great, but I know there are
medics who haven’t dealt with any palliative patients as of yet.
Putting them into that type of situation without any hands on or
guidance is somewhat unfair. I believe everyone should have
the opportunity to spend some time with Homecare when
homecare is out seeing palliative patients. This would certainly
help build confidence. All in all, I think this is a great program
and is much needed.”

Further
expansion

• Further expansions of PCP scope for palliative care and
expansion of the palliative formulary.

• “More training andmoremedications at the PCP level. For the
most part, palliative care calls can only be truly fulfilled by the
ACP scope of practice.”

• “PCPs should be able to give these drugs strictly for palliative
patients only. Online medical control could be contacted and
give the PCP the consent to give these drugs.”

• “I feel that, at the PCP level, I have very limited resources for
caring for actively dying patients or palliative patients with
acute complaints, particularly because I have no access to
relevant medications for alleviating pain or agitation. Access to
some of these resources would makememore comfortable in
providing care for these populations independently.”
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generated a selection/response bias. At 18 months post-
launch, the database was not fully functional, which may
have limited comfort and confidence, as would low call
volumes. This represents the comfort and confidence
of two provinces only, one of which (Nova Scotia)
already has an established suite of nontraditional, non-
transport programs, which may increase the baseline
comfort. Importantly, however, gathering the perspec-
tive of the paramedics and choosing the elements of
the multi-faceted intervention was critical; providing
tools, skills, practice, and adequate knowledge of care
wishes and system-level support is essential to enabling
this new role.
From a patient and family perspective, the results sug-

gest that the program has been successful in reducing
family stress and enabling them to fulfill care wishes.
The act of registering in the program and the knowledge
that paramedics will be available 24/7 provide comfort
and relief for families in times of stress. For families/
caregivers, common concerns include fear22 and man-
aging sudden uncontrolled symptoms.4,5 However,
timely support and a prompt response provide reassur-
ance, increases caregiver confidence to cope, and pro-
vides a sense of not being alone.23 The fear of the
unknown is powerful, and some certainty that you have
resources at your disposition, 24/7, is comforting. It
would be valuable to confirm what was informally stated,
that registering, with no call for assistance ever made,
may have increased the possibility of staying at home
for end of life.
After an encounter, families report high satisfaction

with the care provided.The24/7 availabilityof the service,
regardless of geography, was again noted, and the relief
that knowing prompt assistance was available. Import-
antly, virtually all respondents highlighted the psycho-
social impact of the professionalism and compassion of
the paramedics. Finally, it is a powerful statement that
the public understood that this was an externally funded
project, andwere afraid that itmight endwhen the funding
drew to a close. They pleaded for continuation of the pro-
gram and described that they would not have been able to
stay home and that their distress would have been much
greater in the absence of the program.
There are certain limitations with our data collection.

Despite this being a small sample across two provinces,
thematic saturation was achieved early with little diver-
gence. Another limitation is the time lapse between para-
medic encounter and interview; however, initial attempts
to interview closer encounter revealed it was often close

to the death, and too soon to discuss the events. This
time lapse may also have contributed to the high propor-
tion of disconnected phone numbers. The overall
response rate to the enrolment survey is low-moderate,
and it is possible that those who declined to respond
would voice a different opinion. However, the tone
and themes of the findings correlate well with informal
and audit feedback. We do not know the perspective of
families who have a care experience without registering
in this program, or those who registered but never
used the service.
Future research will evaluate paramedic/palliative care

provider perception of the program and system level
impact of implementation, including death/end-of-life
care in the preferred location.

CONCLUSION

After the implementation of the multi-faceted Parame-
dics Providing Palliative Care at Home Program, includ-
ing a palliative care CPG, new formulary, access to goals
of care, and a training program, paramedic comfort and
confidence with palliative and end-of-life care improved.
Paramedics describe palliative care as an important and
rewarding part of their work. The program resulted in
high patient/family satisfaction and a positive experience
of care. Families particularly note the compassion and
professionalism of paramedics. The addition of parame-
dics to a broader palliative care approach improves the
paramedic, patient, and family experience of palliative
and end-of-life care.
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