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Objective: Palliative care is an approach to improve quality of life in patients with life- 
limiting diseases. The sudden nature of such conditions involves emergency providers as the 
first responders, who have roles in delivering appropriate care to meet patients’ needs. In this 
study, we evaluated whether previous experience in palliative care among paramedic students 
could affect their decision-making skills in prehospital work.
Methods: This questionnaire-based prospective cross-sectional study was conducted from 
October 2019 to November 2020. We compared two groups of paramedic students in 
a tertiary hospital in Bangkok, Thailand. The class of 2019 did not attend palliative care 
courses and the class of 2020 completed a 2-week course regarding in-hospital palliative care 
services. Questionnaires including rating scales and checklists and involving cases with and 
without malignancy were completed via a web-based data collection form. The reliability of 
the questionnaire was tested. Decision-making skills were categorized into seven domains 
comprising life-sustaining treatment, withholding or withdrawing life-sustaining treatment, 
advance care planning, self-autonomy, decision-making capacity and surrogate decision- 
makers, prehospital dyspnea management, and communication skills.
Results: Among 57 paramedics, 52 (91%) completed the questionnaire. There was no significant 
difference in decision-making between the two groups in all seven domains (p>0.050). Overall, 
participants more often recognized patients who were eligible for palliative care and made more 
decisions to withhold or withdraw life-sustaining treatment when patients had advanced malig-
nancy than in cases of non-malignancy (100% and 84.6% respectively, p=0.006).
Conclusion: Our findings showed that the decision-making process for patients regarding 
prehospital palliative care was not significantly different between two groups of emergency 
personnel with and without in-hospital palliative care experience.
Keywords: emergency medical service, emergency personnel, palliative care, paramedics, 
prehospital care

Introduction
Palliative care is defined by the World Health Organization as an approach to improve 
quality of life in patients with life-threatening or life-limiting conditions or diseases.1 The 
goal of palliative care is to provide the best possible quality of life for such patients and 
their families.2 Palliative care is not focused only on relieving distressing symptoms but 
also on psychological care, social care, spiritual care, and ethical and legal aspects of care, 
ensuring that patients can die with dignity.3–6
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The most common symptoms experienced by patients 
receiving palliative care include pain, dyspnea, terminal 
restlessness, and altered mental status.7 As these symp-
toms are usually sudden, emergency medical service 
(EMS) officers are often the first health care staff to 
deliver appropriate and timely treatment.5 As leaders of 
the advanced life support team, advanced emergency 
workers play a crucial role in prehospital care services.1,8 

These professionals may need to carry out life-saving 
procedures and make important decisions.

To better understand emergency care practices from the 
perspective of palliative care, the Education in Palliative 
Care and End of Life Care in Emergency Medicine (EPEC- 
EM) project was established.9 This includes 
a comprehensive curriculum in palliative care for emergency 
staff and provides personnel with necessary skills and 
knowledge to care for patients they encounter. However, 
this scope of practice remains a new area of prehospital 
training in Thailand. Institutes that provide paramedic train-
ing in advanced life support leadership on EMS teams have 
been established for less than 10 years. It is challenging for 
emergency operators to achieve palliative care goals without 
consensus regarding the curriculum for prehospital palliative 
care.4,7 As a result, limited training makes emergency work-
ers feel unprepared to offer this kind of treatment.1,7,10,11

The Department of Emergency Medicine of 
Ramathibodi Hospital established a 4-year Bachelor of 
Science program in paramedic training in 2014. The 
class of 2019 did not attend palliative care courses. 
Students in the class of 2020 completed a 2-week pallia-
tive care course during their third year of training in 
RAER 313 (Emergency Medical Field Work 1) subjects. 
The course comprised three lectures on basic palliative 
care, communication in end-of-life care, and the role of 
prehospital workers in palliative care. Students attended 
palliative care clinics and in-hospital palliative care ser-
vices but did not have formal training with out-of-hospital 
cases. We conducted this study to evaluate whether pre-
vious experience in palliative care among paramedic stu-
dents affects their decision-making skills in EMS work.

Methods
Study Design
This comparative cohort study was conducted from 
October 2019 to November 2020 in the Department of 
Emergency Medicine, Faculty of Medicine Ramathibodi 

Hospital, which is the tertiary care hospital of the 
University.

Study Population
Participants were paramedics who graduated in the first 
two generations of the program (classes of 2019 and 
2020). The first group did not complete palliative care 
course, but the second group completed a 2-week course 
in palliative care practice. Participants had 6 months of 
working experience before joining this study.

Questionnaire
The questionnaire used in this study was developed from 
an attending staff of the Department of Emergency 
Medicine, who are emergency physicians and also certified 
of advanced palliative care in Thailand. The seven 
domains of knowledge are based on the basis of the EPEC- 
EM project curriculum, which consists of 17 modules.8,12 

We recategorized these modules into seven domains cor-
responding with Thai EMS services and practices. The 
questionnaire evaluated decision-making regarding life- 
sustaining treatment, withholding or withdrawing life- 
sustaining treatment, advance care planning and living 
wills, self-autonomy, decision-making capacity and surro-
gate decision-makers, prehospital dyspnea management, 
and communication skills (Appendix 1 and 2).

The questionnaire consisted of two scenario-based 
cases involving patients with and without malignancy. 
We assessed six of seven domains in each case. In cases 
without malignancy, we did not evaluate decision-making 
regarding a living will and advanced directive. In the case 
of malignancy, we did not evaluate dyspnea management 
skills because the patient presented with cardiac arrest. 
Each case included rating scales from 1 to 10 or checklists 
from which to choose the five most appropriate options.

For rating scales, participants were scored according to 
the selected scale. Participants were considered to have 
decision-making skills if they scored at least 5 out of 10 
points. For checklists in dyspnea control and communica-
tion skills, participants were scored by comparing their 
answers to the five most appropriate treatment options 
and an ask-tell-ask communication model.13

We conducted a pilot study to measure the reliability of 
the questionnaire by recruiting 14 paramedics who had 
experience and worked in similar settings as our partici-
pant population. We used Cronbach’s α coefficient to 
evaluate the internal consistency and reliability of the 
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test. The Cronbach’s α coefficient was 0.702, meaning the 
reliability of this research tool was within an acceptable 
range.14

The questionnaire was administered individually to 
each participant via a web-based data collection form. 
Informed consent was obtained before questionnaire com-
pletion by clicking an “Accept” button. Participants who 
did not provide informed consent were excluded from the 
study.

This research was approved by the Committee for 
Research, Faculty of Medicine Ramathibodi Hospital, 
Mahidol University (COA. MURA2019/1203) and is 
registered in the Thai Clinical Trials Registry 
(TCTR20200526015).

Statistical Analysis
Data are presented as number with percentage for catego-
rical data and mean with standard deviation or median 
with interquartile range for numerical data, as appropriate. 
The chi-square or Fisher’s exact test was used for 

categorical variables, as appropriate. A p-value less than 
0.05 was considered significant. Stata version 16.1 was 
used for statistical analysis (StataCorp LLC., College 
Station, TX, USA).

Results
Baseline Characteristics
During the 2-year study period, a total of 57 questionnaires 
were distributed. By the end of the study, 25 of 26 (96%) 
paramedics from the class of 2019 and 27 of 31 (87%) 
paramedics from the class of 2020 had completed the 
questionnaire (Figure 1).

The mean age of participants was 26 years, and 29 
(56%) participants were men. Twenty-four (46%) partici-
pants were currently working in teaching hospitals; 23 
(44%) had previous jobs before becoming a paramedic; 
and 16 (31%) had experience in caring for patients receiv-
ing palliative care. All of them work for EMS in different 
sizes of hospitals, with different abilities and 

Figure 1 Study flow chart.
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responsibilities. The EMS system in Thailand is hospital- 
based and each hospital has its own EMS unit that coop-
erates with the national EMS center. Overall, 96 of 104 
(92.3%) participants could recognize patients who were 
eligible for palliative care (Table 1). Each participant was 
tested twice for the domain “Ability to recognize patients 
eligible for palliative care”, once with patients who had 
malignancy and once with patients who did not have 
malignancy; therefore, the number of samples in that 
domain was double the number in other domains.

Decision-Making
There was no significant difference in decision-making 
between the two groups in all seven domains (p>0.050) for 
patients both with and without malignancy (Table 2). 
Overall, recognition of patients who were eligible to receive 
palliative care was significantly different for the two types of 
patients (p=0.006). The data also showed that overall deci-
sions to withhold or withdraw life-sustaining treatment were 
significantly different for patients with and without malig-
nancy (p=0.006). The results are given in Table 3.

Discussion
In general, emergency providers’ decisions are influenced 
by six main factors (1) early integration of an outpatient 

palliative care system, (2) patients’ awareness of their 
disease trajectory, (3) emergency medical documents, (4) 
law and health regulations, (5) training systems, and (6) 
the EMS system.15

Early integration of an outpatient palliative care system 
is believed to have the greatest impact on decision-making. 
This should begin in an earlier stage while the patient is still 
in an ambulatory setting.16 Recent studies have shown that 
early participation in an outpatient palliative care clinic 
influences the quality of end-of-life care17 and is associated 
with a reduction in the symptom burden and emergency 
department visits.18 We encourage hospitals to establish 
and reinforce such collaboration to prevent delays in pallia-
tive care consultation and other subsequent processes.

The disease trajectory and patient’s awareness of the 
course of disease also influence providers’ decisions.19 

Previous studies have shown that the dying process has 
an effect on the time of initiating palliative care consulta-
tion, intensity of care, and length of stay in the hospital.20 

Moreover, if patients and family are aware of their course 
of disease, they can more easily guide the prognosis, 
expectations, and goals of treatment.2 An opinion from 
participant was quoted

Patients and their families were unaware of the disease’s 
progression. Perhaps no one had informed them 

Table 1 Baseline Characteristics Among Participants, by Class

Baseline Characteristic All N=52 Class of 2019 
N=25

Class of 2020 
N=27

p-value

Age (years), mean (SD) 25.6 (8.2) 25.2 (10.7) 26.1 (4.9) 0.572

Male sex, n (%) 29 (55.8) 17 (60.7) 12 (44.4) 0.016

Current workplace, n (%)

Teaching hospital 24 (46.2) 9 (36.0) 15 (55.6) 0.079

Government hospital center 8 (15.4) 5 (20.0) 3 (11.1)
General hospital 6 (11.5) 3 (12.0) 3 (11.1)

Community hospital 4 (7.7) 1 (4.0) 3 (11.1)

Private hospital 5 (9.6) 3 (12.0) 2 (7.4)
Other 5 (9.6) 4 (16.0) 1 (3.7)

Previous jobs in health care system, n (%) 22 (42.3) 12 (48.0) 10 (37) 0.188
Advanced emergency medical technician 12 (23.1) 5 (20.0) 7 (25.9)

Emergency medical technician 1 (1.9) 1 (4.0) 0
Practical nurse 2 (3.8) 1 (4.0) 1 (3.7)

Other 7 (13.5) 5 (20.0) 2 (7.4)

Experience caring for patients receiving palliative care, n (%) 16 (30.8) 8 (32.0) 8 (29.6) 0.794

Ability to recognize patients who are eligible for palliative 
care, n (%)

96/104 
(92.3)

45/50 (90.0) 51/54 (94.4) 0.477

Abbreviation: SD, standard deviation.
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previously. Despite the disease’s prognosis, they insisted 
on us providing full ACLS care, including CPR. 

Advance care planning and advanced directives 
have a crucial role in decision-making. According to 
previous studies, an advance care plan improves 
understanding among patients, families, and health 
care professionals.18,19 Health care personnel also 
find that advanced directives are an important tool in 
guiding their decision-making.3 Thailand National 
Health Act Section 12 permits anyone over 18 years 
of age to sign an advanced directive.21,22 However, the 
content of advance directives remains insufficient, 

outdated, or limited in real situations.4,23 10 out of 
52 participants gave comments about this subject, 
including

Patients always had many descendants and sometimes also 
many caregivers, so it was difficult to determine who was 
the decision maker. This is an important reason for slow-
ing the entire process. 

The elderly in nursing homes are usually neglected by 
their families. We could not contact the real decision 
maker, so decisions were made by nursing home staff, 
which was not accepted by law and necessitated a full 
resuscitation to protect them. 

Table 2 Comparison of Decision-Making Skills Among Participants, by Class

Domain Patients without Malignancy Patients with Malignancy Overall Decision-Making

Class of 
2019 
N=25 
n (%)

Class of 
2020 
N=27 
n (%)

p-value Class of 
2019 
N=25 
n (%)

Class of 
2020 
N=27 
n (%)

p-value Class of 
2019 
N=50 
n (%)

Class of 
2020 
N=54 
n (%)

p-value

1. Life-sustaining 

treatment

24 (96.0) 27 (100.0) 0.481 23 (92.0) 27 (100.0) 0.226 47 (94.0) 54 (100.0) 0.108

2. Withholding or 

withdrawing life- 
sustaining treatment

21 (84.0) 23 (85.2) 1.000 25 (100.0) 27 (100.0) – 46 (92.0) 50 (92.6) 1.000

3. Advance care 
planning, living will, 

advance directive

N/A N/A N/A 24 (96.0) 26 (96.3) 1.000 24 (96.0) 26 (96.3) 1.000

4. Self-autonomy 25 (100.0) 27 (100.0) – 24 (96.0) 27 (100.0) 0.481 49 (98.0) 54 (100.0) 0.481

5. Decision-making 
capacity, surrogate 

decision-maker

25 (100.0) 27 (100.0) – 25 (100.0) 27 (100.0) – 50 (100.0) 54 (100.0) –

6. Prehospital dyspnea 

management

21 (84.0) 25 (92.6) 0.411 N/A N/A N/A 21 (84.0) 25 (92.6) 0.411

7. Communication skills 25 (100.0) 26 (96.3) 1.000 25 (100.0) 27 (100.0) – 50 (100.0) 53 (98.1) 1.000

Table 3 Comparison of Overall Decision-Making According to Case (Malignancy and Non-Malignancy)

Domain Non-Malignancy N=52 n (%) Malignancy N=52 n (%) p-value

1. Life-sustaining treatment 51 (98.1) 50 (96.2) 1.000

2. Withholding or withdrawing life-sustaining treatment 44 (84.6) 52 (100.0) 0.006

3. Advance care planning, living will, advance directive N/A 50 (96.0) –
4. Self-autonomy 52 (100.0) 51 (98.1) 1.000

5. Decision-making capacity, surrogate decision-maker 52 (100.0) 52 (100.0) –

6. Prehospital dyspnea management 46 (88.5) N/A –
7. Communication skills 51 (98.1) 52 (100.0) 1.000

8. Recognition of patients eligible for palliative care 44 (84.6) 52 (100.0) 0.006
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Apart from encouraging patients to have advance care 
plans and advanced directives, we suggest that patients 
have a legal document signed by a health care professional 
for emergency situations. More than two-thirds of partici-
pants make the same comment. As an example, “Living 
will is really important. We should encourage patients to 
get one before they become unable to make decisions in 
their lives.” “We need legal documents signed by patients; 
it contributes to more appropriate, timely decisions.”

Patients should have a wristband, any signs or documents 
showing that they do not want resuscitation. Real situa-
tions could be chaotic. Family and caregivers were con-
fused and couldn’t make immediate decisions. 

A Physician Orders for Life-Sustaining Treatment 
(POLST) form is one example. This can serve as specific 
medical orders to guide EMS providers in an out-of- 
hospital setting24,25 and has been proven to effectively 
decrease the rate of unwanted resuscitation.5

Another major factor affecting emergency providers’ 
decisions is medico-legal issues.3 According to Thailand 
National Institute of Emergency Medicine regulations, 
complicated medical procedures must be supervised by 
the medical director, including withholding or withdraw-
ing life-sustaining treatment, making the decision not to 
transport patients to a hospital, and providing death noti-
fication to the family.26 Therefore, even though providers 
know the principles of palliative care, their actions are 
limited by law.3,11 Participants’ experiences were shared: 
“I was called to an end-stage cancer patient with cardiac 
arrest, and his family insisted on full resuscitation.

We could not stop CPR until we arrived at the hospital. From 
my perspective, it prolongs death and wastes our resources. 

This health regulation should be amended to permit 
EMS providers to take additional actions in out-of- 
hospital settings.

The EMS system also plays a role in prehospital deci-
sion-making. Several studies findings, as well as sugges-
tions from 21 out of 52 participants in our study, indicate 
that EMS workers want action plans or clinical practice 
guidelines that enable them to provide appropriate care in 
these settings.5,11 Suggestions including:

Because we weren’t sure about the disease’s prognosis, we 
couldn’t firmly advise family members. There should be 
some standard guidelines that we can follow or some 
useful information about common issues in prehospital 
palliative care. 

“I propose that we have guidelines or protocols for para-
medics that help us make the most appropriate decisions, 
both medically and legally.” “A universal online database 
for accessing patient information and legal documents 
should be created.”

The last factor we focused on in this study was the 
training curriculum for paramedic students. The current 
palliative care course is lecture-based and observational. 
We suggest modifying this teaching style. Simulation- 
based interventions, such as small group workshops and 
case-based scenarios, have been proven to increase under-
standing and confidence in palliative care skills.27 Lessons 
should include more formal education in palliative care 
strategies, ethical and legal aspects of advanced directives, 
symptom management in terminally ill patients, and com-
munication skills.4,10 Participants’ suggestions emphasized 
this need.

We did not know how to communicate effectively about 
the treatment goal. We frequently end up intubating and 
CPRing dying patients with advanced malignancy, because 
it prolongs their suffering. 

I found the following two things to be extremely benefi-
cial: 1) communication skills 2) knowledge of the disease, 
invasive procedures and their potential complications. 

Paramedics and emergency personnel should be trained in 
palliative care, both intra and extracurricular. On-site prac-
tical training may be beneficial. 

Emergency providers’ decision-making is influenced 
by many factors. Our study focused mainly on the training 
curriculum, so our results might not be clinically relevant 
owing to various confounding factors. However, in the 
overall comparison, EMS personnel had better recognition 
and made more decisions to withhold or withdraw life- 
sustaining treatment in patients with malignancy than in 
those without malignancy. As patients without malignancy 
who are receiving palliative care have a slower course of 
disease and more varied disease trajectories, accurate 
prognosis is difficult.28 Moreover, knowledge levels 
remain low among health care professionals regarding 
patients who are receiving palliative care.29

The result of this study showed that education and 
training program is not the only key factor to be initiated 
to improve the quality of EMS service for palliative care 
patients. The healthcare system, the EMS system, the 
national policy and patients’ awareness are also crucial 
factors for driving change in EMS practice. Previous 
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discussions demonstrated not only evidence but also ratio-
nale that would serve as a framework for future research in 
this field.

Limitations
This study has some limitations. To begin with, the study 
was carried out in our hospital, which is in an urban area 
and has its own palliative care training curriculum. 
Therefore, our results may not represent other cultural 
areas of the country. In addition, the scenarios and ques-
tions either put participants in a situation they might not 
have chosen or were driven by a range of on-scene factors. 
Furthermore, prehospital palliative care is still in the 
development stage in Thailand, and no related studies 
have been conducted in the country. Lastly, the number 
of participants were small that differences between the 
groups are unlikely to be very significant. Further studies 
with larger sample size in this field may be needed to 
examine more aspects of these systems.

Conclusions
Decision-making was not significantly different between 
emergency personnel who had and those who had not 
received training in palliative care. Overall, participants 
were able to recognize patients who are eligible to receive 
palliative care and could make the decision to withhold or 
withdraw life-sustaining treatment in advanced malig-
nancy more often than in cases of non-malignancy.
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