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Territorial Honouring
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The Palliative Care ECHO Project

The Palliative Care ECHO Project is a 5-year national initiative to cultivate communities of 

practice and establish continuous professional development among health care providers 

across Canada who care for patients with life-limiting illness.

Stay connected: www.echopalliative.com

The Palliative Care ECHO Project is supported by a financial contribution from Health 

Canada. The views expressed herein do not necessarily represent the views of Health 

Canada.

http://www.echopalliative.com/
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LEAP Core

• Interprofessional course that focuses on 
the essential competencies to provide a 
palliative care approach.

• Taught by local experts who are 
experienced palliative care clinicians and 
educators.

• Delivered online or in-person.

• Ideal for any health care professional 
(e.g., physician, nurse, pharmacist, social 
worker, etc.) who provides care for 
patients with life-threatening and 
progressive life-limiting illnesses.

• Accredited by CFPC and Royal College.

Learn more about the course and topics 
covered by visiting

www.pallium.ca/course/leap-core
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Introductions

Host

Diana Vincze, Palliative Care ECHO Project 

Manager

Presenters

Paula Habib, RN

Home care Nurse at Nova

Responsable des PAB

Jill Yu Tom, BsN CHPNC (C)

Nurse Clinician in Palliative home care at Mount 

Sinai Hospital Montreal

ECHO Support

Aliya Mamdeen, Program Delivery 

Officer
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Conflict of Interest

Pallium Canada

• Non-profit

• Partially funded through a contribution by Health Canada

• Generates funds to support operations and R&D from course registration fees and sales of the Pallium 

Pocketbook

Host/Presenters

• Diana Vincze: Nothing to disclose 

• Paula Habib : Nothing to disclose

• Jill Yu Tom: Nothing to disclose
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Welcome and Reminders

• For comments, please use the chat function

• For questions, please use the Q&A function, these questions will be addressed at the end of the 

session

• This session is being recorded—this recording and slide deck will be emailed to registrants 

within the next week.

• Remember not to disclose any Personal Health Information (PHI) during the session.
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Navigating Palliative Care at Home: 
Insights from a Bedside Nurse
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Have you ever heard? 

I am not 

dying, why do 

I need 

palliative? 

I want to die 

at home! 

I want to 

stay home 

as long as 

possible! 

I don’t want 

to die at 

home 

I don’t want 

my home to 

look like a 

hospital. 

Do I need 

to go to 

hospice 

care now? 

I am not 

ready 

I don’t 

want to be 

a burden 

on my 

love one 

Can I really 

keep my 

love one at 

home? 
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What do we need to know? 

Resources 
and tools 

Planning Support 
Symptoms 
manageme

nt 

Understandi
ng your 
patient 
wishes 

What to 
look for on 
your initial 

visit



1111

Getting to know each other

• Who is your patient and family? (take the time to get to know the patient and 

environment !)  

o Take the time to get to know them! Who are they? What did they do? Religious background? 

o Who is involved? 

o Look around the house! Living environment? Pictures? Hobbies? Religious items? Books?

o Smoker? Animal? *

o Salable vs insoluble 

o Hazards? Carpets? 

o Stairs? 
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Getting to know each other

Know what they want and wishes to hear 

o Explore what they know about their illness 

o Ask how much information do they want to receive 

o Determine what is important (wishes? Hopes?goals?)

o ** Allow time for reflection; use silence!** 

o Using communication tools… 

Important to know that 

not everyone can stay 

home for an end of life! 
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https://www.ariadnelabs.org/2016/03/09/redesigned-serious-illness-conversation-guide-supports-more-better-and-earlier-conversations-about-

what-matters-most/
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https://socca.org/newsletter/goals-of-care-conversation-in-the-intensive-care-unit-during-the-covid-19-pandemic-volume-32-issue-4/
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https://socca.org/newsletter/goals-of-care-conversation-in-the-intensive-care-unit-during-the-covid-19-pandemic-volume-32-issue-4/
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Getting to know each other 

Patient 

Physicians 

Nurses 

Social workers 

Occupational 
therapist 

PSW/ASSS 
workers

Nutritionist 

Spiritual care 

Massage therapist 

Art therapist 

Music therapist 

Zoo therapist 

Psychologist 

Volunteers 
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Getting to know each other 

• Who are you? Where can they reach you? 

o Acknowledge that it might be overwhelming to get to know the team 

o Explain your role and prepare the patient/family about other professionals that might need to 

get involved. 

o If possible, do joint visits. 

o Write down all numbers in 1 area 

o Write down emergencies number in different area 

o Provide email if possible. 

o Have a patient/family folder 
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Providing symptoms management

• Review of symptoms 

o Many different ways! Be creative! 

o Lead the interview by doing “review of systems” 

o Advantage: more structured interview; allow you to review all systems 

o Disadvantage: may be missing some details; may sound repetitive as they might have mentioned 

some information when reviewing other symptoms 

o Ask patient and family to describe how a day looks like? 

o Advantage: allows you to visualize the function of your patient; sound more like a conversation and 

less as an interview. 

o Disadvantage: forgetting to review certain systems or information; may sound disorganized; needs 

to ask patient to clarify some information; takes more time. 
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Microsoft PowerPoint - CVH Symptom Diary [Read-Only] [Compatibility Mode] (virtualhospice.ca)

https://www.virtualhospice.ca/Assets/cvh%20symptom%20diary_20090429144800.pdf
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Providing symptoms management

What to consider? 

• Capacity to understand information  

o Be creative in your explanations; use common language that they might understand. Use 

examples or comparisons. Is the patient confused? 

• The finances 

o Ensuring that medications that are prescribe are within what the patient can afford. 

• Support system

o Who is the substitute decision maker? Coping? How many people are involved?  Willingness to 

learn to administer medications? 

• Environment 

o Clutter? Habits? Does the patient live alone? How do we get in the house? Children? 
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Providing symptoms management

• Beliefs 

o Understand the beliefs of medications; homeopathic medications? Alternative treatment? 

• History 

o What happen in the past in terms of medications or other treatment? i.e. allergic to morphine.  

• Community pharmacies 

o Opening hours of the pharmacies 

o Delivery time 

o Ability to prepare SC medications/pumps/magistrales (lollipops; lozanges; popcicles; suppository; 

elixir; etc) 
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Providing symptoms management

• What are the challenges that patient/family need to know? 

o Responses to symptom management strategies can vary widely among individuals. What 

works well for one person may not be as effective for another.

o Awareness: Understanding that finding the most effective approach may require some trial 

and error, and it's essential to communicate openly with healthcare providers.

o Effective communication about symptoms can be challenging due to the emotional nature of 

the situation, language barriers, or the difficulty in articulating complex symptoms. 

o Delay in diagnostic testing. STAT blood work may not be done on the same day. We may 

only be able to organize a blood work the following day. 

o Nurse and physicians will depend more on assessing symptoms by an interview and a 

physical assessments. Ultrasounds; x-rays; scans may not be available. 

o Decisions about aggressive symptom management versus focusing on comfort care can be 

emotionally challenging for patients and families.
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Providing symptoms management at end of 
life 
• Always be prepare for any deterioration. 

o Have SC medications for distress protocol ready (emergency toolbox: opioids; Haldol; 

midazolam; scopolamine/glycopyrrolate)

• Simplifications 

o Write down all the medications and it’s indication

o Color coordinate the medication with the label of the medications 

o If possible, have the cap of the medications (for prefilled syringes) color coordinated 

• Repeat the information provided 

o Write down the emergency phone numbers on all documents 

o Schedule regular schedule to answer teaching 

• Reassurance 

o “ There is no mistakes if you give the wrong medications” 
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Importance of providing support 

• Create a plan with patient and family. 

o Name what is important for the patient/family 

o “brainstorm” what would be your plan 

o Explain to patient/family that plan can change 

o What is your frequency of visit? Phone calls? Working hours? 

o Depending on the type of patient and information that they would like to obtain; prepare your 

patient for the future. (equipment; SC meds; respite: EOL…) 

o “Can I be honest with you?” 

o Don’t be afraid of repeating yourself. 

o ALWAYS be prepare for a plan B or C! 
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Caregiver support / resources 

Caregivers play a crucial role in providing physical, emotional and practical support to patients receiving 

palliative care at home. 

To ensure that your client receives optimal home care and is comfortable at home, you may need to make 

several referrals to different healthcare professionals and services.

Occupational Therapist (OT): To assess and address the client's ability to perform daily activities, mobility, 

adaptive equipment, home safety, and environmental modifications.

Social Worker: To address the client's social and emotional needs, assess support systems, and provide 

counseling or connect with community resources.( VON or NOVA in Quebec ) 

Explore respite care options to take breaks from caregiving responsibilities.

• https://www.virtualhospice.ca/en_US/Main+Site+Navigation/Home/Support/Support/The+Video+

Gallery.aspx?type=cat&cid=110f65fd-0447-4e6e-b860-7646e02b997b&page=2#VideoAnchor

• Talking about advance care planning: https://www.advancecareplanning.ca/

https://www.virtualhospice.ca/en_US/Main+Site+Navigation/Home/Support/Support/The+Video+Gallery.aspx?type=cat&cid=110f65fd-0447-4e6e-b860-7646e02b997b&page=2#VideoAnchor
https://www.virtualhospice.ca/en_US/Main+Site+Navigation/Home/Support/Support/The+Video+Gallery.aspx?type=cat&cid=110f65fd-0447-4e6e-b860-7646e02b997b&page=2#VideoAnchor
https://www.advancecareplanning.ca/
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Resources for Healthcare Providers 

• For healthcare professionals: 

o Directory Listing - Canadian Hospice Palliative Care Association (chpca.ca)

o APES- association des pharmaciens des etablissements de sante du Quebec 

o Palli-Science : site officiel de formation en soins palliatifs et oncologie de 1ère ligne | Portail des soins 

palliatifs (in french only) 

o B.C. Inter-professional Palliative Symptom Management Guidelines (bc-cpc.ca) (there is a section in 

for patient education) 

o Canadian Virtual Hospice: Provides support, resources, and education for healthcare professionals 

and caregivers involved in palliative care in Canada.

• Canadian Partnership Against Cancer - Palliative and End-of-Life Care Initiative:

• Website: Cancer.ca

• Offers resources and initiatives related to palliative and end-of-life care, particularly in the context of cancer.

https://www.chpca.ca/listings/
https://palli-science.com/
https://palli-science.com/
https://bc-cpc.ca/wp-content/uploads/2019/10/SMG-Interactive-Oct-16-2019.pdf
https://www.cancer.ca/
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Case Study 

• Mr. Smith; 46y.o Man lives at home with wife; 2 children (12 

years old and 16years old); lives in cluttered upper duplex; 

has 2 cats and 1 dog.

• Spouse overwhelmed, no other relatives in Canada

• Dx with GBM in 2023

• Pmhx: alcoholism;

• Habits: drinks 1 cup of whiskey per day; smokes 1 pack/day; 

occasional recreational drug such as cocaine.

• Mr. Smith in complete denial about his situation and refusing 

nurses recommendations.

• Mr. Smith believes that his Cancer is reversable and that his 

treating team will find the right treatment.
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Q & A
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Session Wrap Up

• Thank you for joining us!

• Please fill out the feedback survey following the session—a link has been added into 

the chat
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Thank You

Stay Connected

www.echopalliative.com

http://www.echopalliative.com/
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