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Palliative Care  
in the Emergency Department

The paradigm I grew up with in emergency medicine is that there are a limited 
number of ways to die, and our role was to intervene and prevent death using the 
principles of A, B, and C: airway, breathing, and circulation. This concept works 
well for the previously healthy acutely ill or injured patient. But for the patient 
nearing the end of a life-limiting illness, it is not appropriate and can even be 
cruel. The introduction of palliative care to the emergency department at first 
seems out of place; that is the place where patients are snatched from the jaws of 
death. But as the authors of this issue explain, the ABC of resuscitation can be 
revised to the ABCD of palliative care assessment to provide better care to patients 
and families in times of crisis.  

— J. Stephan Stapczynski, MD, Editor

Introduction
Palliative care is the physical, spiritual, psychological, and social care provided 

to patients and families suffering with serious, life-threatening illness, no mat-
ter the stage of illness, and includes all treatment options, including those that 
are curative. In the emergency department (ED), we care for patients across 
the spectrum of illness. Most practicing emergency clinicians were not formally 
trained in the core competencies of palliative care, which include exquisite pain 
and symptom control as well as communication skills.

This article uses a case example to highlight how the areas of palliative care 
and emergency medicine intersect. It serves to introduce the key concepts of 
palliative care that are useful for practicing emergency clinicians. Although pal-
liative care is not limited to caring for patients at the end of life, when patients 
do present with life-limiting illness, the emergency clinician should be prepared 
to care for these patients skillfully. By the end of this article, the reader should 
be able to define palliative care, understand its role in the ED, explain the utility 
of providing palliative care in the ED, and be able to apply the key concepts of 
symptom management in daily practice.

Case Study in Emergency Palliative Care
It is in the middle of a very busy shift. You are working in the area of your 

ED known as the critical zone. You have just finished intubating a patient with 
a large hemorrhagic stroke when the radio goes off again. “A 43-year-old male 
with respiratory distress. Severely altered. GCS 3. Tachycardic. Pressure is bor-
derline at 100 systolic. Tachypnea noted. 91% on 15 L non-rebreather. ETA 5 
minutes.” 

This article is intended to be a primer in palliative care for the emergency cli-
nician. We will follow the progress of our patient in our case example through-
out the article and use his ED visit as a way to educate in the core principles 
of palliative care. The objectives include: defining palliative care; discussing 
acute and chronic illness trajectories; describing a rapid palliative care assess-
ment; identifying symptom management in the actively dying patient; and when 
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to obtain a palliative care consult. 
Barriers to providing palliative care 
in the ED, misperceptions, and pit-
falls will also be explored.

Introduction: An 
Expanding Field

The specialty of emergency medi-
cine (EM) functions to rapidly assess 
patients and quickly initiate life-sus-
taining measures in an effort to save 
lives and reduce injury. Increasingly, 
emergency clinicians see patients of 
all ages with more chronic illness 
burden who are living longer with 
their serious illnesses, who are in 
need of pain and symptom manage-
ment, and who often are struggling 
with caregiver and support care 
needs. As a reflection of this increase, 
up to one-third of ED deaths are 
due to the effects of chronic disease.1 
Consistent with previous studies, a 
recent report from Australia notes 
that nearly 70% of patients who died 
made at least one visit to the ED 
prior to death, with the mean num-
ber of ED visits at 1.9 per patient.2,3 
In 2006 alone, there was less than a 
1% increase in cancer diagnoses, but 
a 20% increase in ED visits for cancer 
patients.4 This, along with the fact 
that in 2006 nearly one-quarter of a 
million patients died in EDs in the 
United States, has begun to force 
emergency providers to ask if they 
are “doing the right thing” for their 
patients.5

When the end of life approaches, 
patients and families may intersect 
the ED for acute symptom man-
agement and other terminal illness 
needs. It is important that emer-
gency providers have core palliative 
care skills. The American College 
of Emergency Physicians (ACEP) 

has issued a policy statement on the 
emergency physician’s role in estab-
lishing advance directives and provid-
ing end-of-life care.6 This, combined 
with the support for hospice and pal-
liative medicine as a subspecialty, has 
spurred the evolution of emergency 
palliative care.

Leaders in the field of EM also 
collaborated to begin educating 
more emergency providers in the 
core content of palliative care via the 
Education in Palliative and End-of-
Life Care for Emergency Medicine 
(EPEC-EM).7 EPEC-EM has trained 
hundreds of emergency providers of 
all disciplines in palliative care skills 
necessary in the ED. 

While considerable progress is 
being made in training practicing 
emergency physicians, current evi-
dence suggests that knowledge and 
practice gaps still occur. While those 
practicing emergency medicine see 
the utility in providing palliative care, 
only 10% of EM residents described 
palliative care in the ED as desirable 
and feasible.5 Less than one-half of 
participating EM residents reported 
receiving formal training in pain 
management and managing the 
imminently dying patient, while less 
than 55% reported receiving train-
ing in managing the hospice patient 
and withholding and withdrawing 
life-sustaining therapies.8 EM resi-
dents reported receiving the most 
training in the legalities of end-of-life 
care and advance directives and little 
training in symptom management.9

Several recent studies have proven 
that providing palliative care in the 
ED is feasible. A pilot project in a 
community ED with a palliative care 
consult service provided 78 ED con-
sults in four months.10 A convenience 

sample study of 50 elderly adults 
with chronic medical conditions 
found that more than one-half of 
the patients had unmet needs in the 
areas of physical symptom manage-
ment, financial need, mental health 
needs, and lacking access to care, 
with the mean quality of life reported 
as 3.62 on the McGill Quality of Life 
index (range of possible responses 
0-10).11 Evidence suggests that pal-
liative care that begins in the ED 
may improve the process to allow 
patients and families to get the right 
care more efficiently. An interven-
tional study in an urban ED was able 
to provide 894 palliative care con-
sultations, in which 29% qualified for 
home health care services and 32% 
qualified for hospice. Ninety percent 
of the patients were admitted to the 
hospital, but the time to palliative 
care consultation decreased from 5 
to 3 days and hospital length of stay 
was decreased from 5 to 4 days.12

Table 1 lists 12 core competencies 
in palliative care that have been iden-
tified for the practicing emergency 
provider.13 

Palliative care providers view the 
ED as the ideal place to begin to 
provide palliative care in order to 
alleviate the time the patient spends 
in the hospital suffering from symp-
toms before the palliative care con-
sult is placed. A delay in the palliative 
care consult has unintended costs 
to the patient, his or her family, and 
the health care system as a whole.14 
However, the ideal model for provid-
ing palliative care in the ED remains 
unknown. Since both emergency 
medicine and palliative care are rela-
tively new specialties, little is known 
regarding the use of palliative care 
services in the ED and which patient 

 z Defining the illness trajectory for patients with life-limit-
ing conditions is an important tool to accurately identify 
those appropriate for palliative care.

 z Dyspnea, pain, and neurologic decline are the most 
common reasons palliative care patients come to the 
ED.

 z Opioids are the most effective drugs to treat pain and 
dyspnea in end-of-life patients.

 z Benzodiazepines are used for patients experiencing 
delirium during the dying period.

Executive Summary
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populations stand to gain from a col-
laboration of the two fields.

Definitions
Palliative care is specialized medi-

cal care for patients with serious 
illnesses with the goal of improving 
the quality of life for both patients 
and families. Palliative care is much 
more than just medicine. It is a 
psychosocial model of care that 
includes assessments and treatment 
plans from the physician, nursing 
staff, pharmacists, social workers, 
chaplains, and alternative medicine 
practitioners. The goal of the pallia-
tive care team is to improve the qual-
ity of life for the patient and relieve 
distressing symptoms. Palliative care 
is provided in conjunction with tradi-
tional, life-sustaining, curative medi-
cal care.15

Hospice is a specialized part of pal-
liative care that focuses on the care 
of the terminally ill. Patients enrolled 
in hospice have a prognosis of six 
months or less to live if the disease 
runs its usual course. Patients who 
unexpectedly outlive their prognosis 
can be recertified for an unlimited 
number of enrollment periods as 
long as they continue to have an 
expected prognosis of six months or 
less to live if the disease runs its usual 
course. Hospice care can be provided 
in an inpatient setting, including an 
acute care hospital, nursing facil-
ity, or a dedicated hospice facility. 

However, it is most often provided 
in the patient’s home. As part of the 
hospice benefit, the patient and fam-
ily are provided with all of the dura-
ble medical equipment needed to 
provide care for the patient, all hos-
pice diagnosis-related medications, 
and at least weekly nursing visits.

Due to recent health care reform 
via the Affordable Care Act, the 
hospice benefit for children suf-
fering from terminal illness has 
changed. Pediatric patients can now 
receive both curative treatments and 
symptom-directed treatments while 
concurrently being enrolled in hos-
pice. This new model of hospice care 
for children is designed to provide 
maximum support to patients and 
their families and to provide the best 
possible symptom management. It 
is too soon to tell if concurrent care 
will be enacted under the adult hos-
pice benefit.

Illness Trajectories
There are four identifiable ill-

ness trajectories for patients with 
life-limiting illness. The first illness 
trajectory is sudden death. These are 
patients who arrive to the ED dead 
or die in the ED shortly after arrival 
from a sudden life-ending event 
such as major trauma, massive myo-
cardial infarction (MI), intracranial 
hemorrhage, or massive pulmonary 
embolism (PE). The second trajec-
tory is that of a terminal illness. The 

most commonly thought of termi-
nal illness is cancer. At the time of 
diagnosis, the patient is usually high 
functioning and can maintain that 
level of function for most of the ill-
ness until the patient experiences a 
rapid decline in loss of function, pro-
gressing to death. 

The third illness trajectory is organ 
failure. Patients who die from organ 
failure experience their disease as a 
set of crises. For instance, a patient 
with severe chronic obstructive 
pulmonary disease (COPD) has a 
baseline function, and with each sub-
sequent exacerbation, loses some of 
that functional capacity. Eventually, 
an exacerbation will lead to the 
patient’s death. 

The last trajectory is frailty. These 
patients usually reside in nursing 
homes. The classic example of a frail 
patient is the Alzheimer’s patient 
who has lost the ability to speak, is 
bed-bound, and refuses most food. 
Often, these patients are sent to the 
ED for altered mental status and 
fever.  

Illness Trajectories  
for ED Patients

These traditional illness trajectories 
may not speak to the illness trajec-
tories experienced by ED patients 
who are approaching the end of life. 
There are seven identified trajectories 
that are unique to the ED. First are 
patients who arrive dead. Second are 
patients who have had resuscitation 
attempted by EMS and who subse-
quently die in the ED. The third are 
patients who also may be successfully 
resuscitated in the field and survive 
until hospital admission. The fourth 
trajectory is defined as patients with 
a terminal illness who present to the 
ED, most likely due to symptoms 
out of control. The fifth trajectory 
includes frail, usually elderly patients 
who may present to the ED and are 
hovering near death. The sixth tra-
jectory are patients who are alive and 
interactive when they arrive in the 
ED but arrest in the ED. Finally, the 
seventh trajectory are patients who 
die but who may have had a poten-
tially preventable death.16 

These seven scenarios in which 

Table 1: Palliative Care Core Competencies for Emergency 
Physicians13

1. Assessment of illness trajectory 
2. Basic formulation of prognosis
3.	Difficult	communications
•	Breaking bad news
•	Death disclosure

4. Advance care planning
5. Family presence during resuscitation
6. Management of pain/non-pain symptoms
7.	Withdrawal/withholding	non-beneficial	treatments
8. Management of the imminently dying
9. Management of hospice patients/palliative care systems referrals
10. Ethical/legal issues
11. Spiritual/cultural competency
12. Management of the dying child
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providing palliative care is ben-
eficial to the patients and families 
are unique to the ED setting. By 
identifying which illness trajectory 
a patient is experiencing and where 
on the death trajectory the patient 
currently is, the emergency care pro-
vider can more accurately identify 
those patients who would benefit 
from early palliative care.

The most common presenting 
complaint to the ED in patients of 
all death trajectories is shortness of 
breath, followed by neurological 
complaints including altered mental 
status. The rate of intensive care unit 
(ICU) admission and subsequent 
death was highest for the sudden 
death trajectory (third trajectory), 
followed by terminal illness (fourth 
trajectory). Pain was highest in the 
terminal illness death trajectory.17  

There are three important assump-
tions made within this framework of 
end-of-life care. First, the patient, 
family, and health care provider agree 
that death is imminent. The second 
assumption is that the health care 
team knows and understands the 
disease trajectory of the patient. The 
final assumption is that all aspects 
of palliative care have time to be 
attended to, including bereavement 
care.18 While there has been one 
successful pilot program using vol-
unteers to provide the family with 
bereavement care both during and 
after the ED visit, this is not the 
norm.19

Case Example Continued
EMS arrives and places your 

patient in a resuscitation bay. There 
has been virtually no significant 
change in condition since you 
received the radio communication. 

The patient’s eyes are closed and do 
not open to painful stimuli. Pupils 
are 3 mm and reactive. He barely 
moves his right arm to sternal rub. 
His skin feels warm. He appears 
chronically ill with mild to moderate 
temporal wasting. He is cachectic. 
There is tachycardia at 120. No mur-
murs, gallops, or rubs on exam. No 
JVD. He is tachypneic at 35 with a 
mild to moderate amount of acces-
sory muscle use. No retractions are 
noted. Lung sounds are decreased 
throughout and course in the bases. 
No peripheral edema is noted. The 
feet are cold and the plantar surfaces 
are mottled. The nurses are placing 
the patient on a monitor and get-
ting a full set of vital signs, including 
pulse oximetry and a core tempera-
ture. You are prepared to intubate. 
What is the most appropriate next 
step in the management of this 
patient?

A Changing Culture
There has been a recent explosion 

of interest in emergency medicine 
to manage acute resuscitation in the 
context of defining goals of care. 

The Rapid Palliative Care 
Assessment

When a critical patient arrives in 
the ED, there is a large mobiliza-
tion of resources aimed at resuscita-
tion. While the emergency physician 
always needs to focus on the pri-
mary assessment of the critically ill 
patient, he or she can integrate a 
Rapid Palliative Care Assessment 
that may further aid in establishing 
the patient’s goals of care. While 
concurrently conducting the airway, 
breathing, circulation assessment, 
the physician can be performing the 

ABCD assessment of emergency pal-
liative care. 

• A: Advance care plan. The phy-
sician should clarify whether the 
patient has any advance directives. If 
so, did they arrive with the patient or 
who has access to them? If the physi-
cian has access to a written advance 
directive, the physician should 
promptly review it to determine 
what the patient’s goals of care are 
in this emergency situation. This has 
become easier in recent years with 
the institution by many states of the 
Physicians Orders for Life Sustaining 
Treatment (POLST) form.

• B: Can we make the patient 
better with good symptom manage-
ment? Whether advance directives 
have been identified or not, the phy-
sician should then quickly perform 
a symptoms assessment and treat 
the patient in an effort to make the 
patient feel better. 

• C: Is there a caregiver? Ascertain 
whether or not there are caregivers 
who need to be involved in the deci-
sion-making process or whether they 
have important medical information 
that could be shared with health care 
providers at this time. 

• D: Decision-making capacity. 
Finally, determine if the patient has 
decision-making capacity. Patients do 
not automatically lose decision-mak-
ing capacity in the face of unstable 
vital signs. Determine if the patient 
can receive, process, contemplate, 
and verbalize a decision.

Common Presentations 
for Terminally Ill Patients

Emergency care providers need to 
ascertain why the patient is in the 
ED. Assuming that all patients come 
to the ED to seek life-sustaining 
aggressive medical interventions is 
a flawed assumption and leads to 
unwanted treatments, increased suf-
fering, and unwanted resuscitations. 
Often, the emergency physician may 
be left wondering why a patient who 
is terminally ill, especially if he or she 
is receiving hospice services, presents 
to the ED. The rules for caring for 
a hospice patient in the ED can be 
confusing.20 

There are five common reasons 

A: Advance care plan: Does the patient have any advance directives 
and who has access to them?
B: Better: Can we make the patient better with good symptom 
management?
C: Caregiver: Are there caregivers who need to be involved in decision-
making or who can provide important medical information?
D: Decision-making capacity: Does the patient have decision-making 
capacity?

Table 2: Rapid Palliative Care Assessment
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for terminally ill patients to present 
to the ED. The first and foremost 
reason for presentation to the ED 
is severe symptom burden. Second, 
patients experience problems with 
access to outpatient care, either in 
the form of too long of a wait to be 
seen or being too sick to be seen in 
the outpatient setting. Third, finan-
cial barriers prove to be another 
reason for ED presentation. Either 
patients could not afford to miss 
work or could not afford the outpa-
tient care. Fourth, miscommunica-
tion between patients and health care 
providers, especially if the patient’s 
primary language is not English, 
causes patients to seek care in the 
ED. Fifth, mixed messages sent by 
health care providers prompt ED 
visits, especially when these mixed 
messages involve prognosis.21

A review of terminally ill patients 
found that when patients presented 
to the ED for symptom manage-
ment issues, nearly all patients were 
advised to go to the ED by another 
physician, and all patients and care-
givers felt either unprepared to 
manage the symptom at home or 
felt that the symptom could not be 
managed at home. During their ED 
visit, patients and caregivers noted a 
lack of communication between the 
emergency physician and the primary 
care physician, as well as lack of com-
munication about what was happen-
ing during the ED stay. This led to 
increased anxiety on the part of the 
patient and caregiver.22

ED use within the last two weeks 
of life has been determined to be a 
marker of poor quality of life. Thus, 
research has been conducted to try 
and identify those patients who are 
at risk for making an ED visit. For 
patients with all diagnoses, weight 
loss, decrease in cognition, male 
gender, and overnight admission to 
a hospital within the previous two 
weeks have been identified as risk 
factors for making an ED visit.23 
In a study of hospice patients with 
end-stage cardiac disease, patients 
were less likely to make an ED visit if 
they had a do-not-resuscitate order 
(DNR) in place, were older and 
Caucasian, had greater frequencies of 

home visits by nurses and chaplains, 
complied with medication, were tak-
ing morphine sulfate, had caregivers 
in the home, and had an emergency 
medicine kit in the home.24 For 
men with prostate cancer, receiving 
hospice services was associated with 
significantly fewer ED visits.25

ED patients who ultimately receive 
a palliative care consultation most 
often have the chief complaint of 
shortness of breath, followed by neu-
rological complaints. Most patients 
had an Emergency Severity Index 
of level 2. Only 14-17% of these 
patients presented to the ED with a 
DNR order in place.26 If the ED visit 
was made during the last two weeks 
of life, 72% of the time the patient 
was admitted, and 77% of the admit-
ted patients subsequently died in the 
acute care setting.27

ED Deaths of Terminally 
Ill Patients

Studies have found that 35-56% of 
ED deaths are secondary to incur-
able chronic illnesses in which death 
is the expected outcome.28,29 When 
palliative care is defined as provid-
ing analgesia, sedation, hydration, 
mouth care, repositioning for com-
fort, and providing emotional sup-
port to the patient and family, only 
half of the patients who die in the 
ED get this level of care. Specifically, 
55% of patients received analgesia, 
emotional support was provided to 
the patient’s family 51% of the time, 
35% received mouth care, and 33% 
received repositioning and sedation; 
emotional support was provided to 
the patient in only 24% of cases.30 
While patients state in interviews that 
they do not want aggressive end-
of-life care,21 only 12.5% make this 
request known to emergency staff.28 
It appears that a large focus of ED 
nursing staff is preparing the body 
for viewing after death and allowing 
family adequate time for viewing,31 
in addition to self-care in terms of 
debriefing,32 as opposed to symptom 
management. 

The ED is not the ideal place of 
death due to lack of privacy, staff 
shortages, and inexperience of the 
staff in managing patients at the end 

of life.33 Yet, despite patients making 
preferences known for no ED trans-
fer or hospitalization at the time of 
death, it often happens.34 Care of the 
dying has been shown to improve 
with end-of-life order sets, and these 
order sets have also been shown to 
improve clinician communication 
with patients and their families.35

To this point, all of the data have 
focused on adults with terminal ill-
nesses. The field of pediatric pallia-
tive care is in its infancy, with even 
less data available than for adults. 
The field of emergency palliative 
care for children is virtually nonex-
istent, but there are data available 
for children who died in the ED. Of 
all children who died, most died at 
home, while 14% died in the ED, 
with the rate climbing to 22% if the 
child was not hospitalized in the last 
week of life.36 Interestingly, children 
with cancer comprised less than half 
of ED deaths. Children with car-
diovascular disorders were six times 
more likely to die in the ED, those 
children with metabolic and genetic 
disorders were five times more likely 
to die in the ED, and children with 
neuromuscular disorders were four 
times more likely to die in the ED.36

Avoiding ED Transfer of 
Terminally Ill Patients

Given the fact that ED transfers in 
the last week of life as well as the ED 
as a place of death are viewed as poor 
quality-of-life and quality-of-death 
indicators, respectively, much effort 
has been made to avoid ED trans-
fers in terminally ill patients. Just 
as the ED has examined how it can 
improve the care of these patients,37 
primary and palliative care have 
focused on how to avoid unnecessary 
ED visits.

One of the reasons cited by termi-
nally ill patients for ED utilization 
is lack of access to care.21 The data 
on whether intense primary care 
can avoid unnecessary ED visits are 
mixed. It appears that just having 
a primary care provider is not suf-
ficient to avoid ED utilization. Those 
patients who experienced a high 
degree of continuity with the same 
primary care provider were almost 
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4 times less likely to utilize the ED; 
however, patients who had access to 
primary care but did not have a high 
degree of continuity with the same 
provider were much more likely to 
utilize the ED.38

An area of great concern for emer-
gency physicians is the number of 
ED visits made by those patients in 
residential nursing facilities. Indeed, 
last-minute transfers to the ED when 
a patient is dying are often avoidable 
and unwanted by patients.34 Reasons 
for transfer of the residential nursing 
patient to the ED include: transfer 
to the ED is initiated only after all 
other potential options have been 
exhausted by facility staff; inadequate 
staffing leads to increased demands 
on staff that may not be adequately 
trained; primary care providers were 
not timely in answering pages, so 
staff felt obligated to transfer the 
patient if the condition continued to 
deteriorate; and residential care staff 
felt pressured by families of patients 
to “do something.”39

Attempts by palliative care models 
to avoid ED utilization have been 
mixed. Patients enrolled in an inte-
grated service model of palliative care 
were less likely to utilize the ED. 
However, although the results were 
statistically significant, there was only 
a 6% reduction in ED utilization, 
resulting in 29% of patients enrolled 
in the service making at least one 
visit to the ED.40 Ontario, Canada 
introduced a $115.5 million End-
of-Life Care Strategy that spanned 
three years. The overarching goal of 
the initiative was to keep terminally 
ill patients in the home-care setting, 
thus avoiding placing demands on 
the acute care system. Unfortunately, 
results one year after the start of the 
initiative show that ED utilization 
among terminally ill patients held 
steady at 16%.41

Case Example Continued
As the EMS crew was transfer-

ring the patient to the ED stretcher, 
the physician began to perform the 
Rapid Palliative Care Assessment. 
“Are there advance directives?” 
The EMS crew responded with a 
firm “No.” The EMS paperwork 

was handed to the physician and he 
quickly found a POLST form that 
had been prepared only two weeks 
earlier. According to the POLST, the 
patient desired a natural death, com-
fort measures only, with no artificial 
nutrition or hydration.

The ED nurse had already estab-
lished an IV and was obtaining 
blood. The physician advised to 
draw labs but not to send them. He 
then called the emergency contact 
number as listed on the POLST and 
spoke with the patient’s wife. She 
stated that the patient had a brain 
tumor and “has really gone downhill 
in the past month.” The patient had 
not been eating or drinking, except 
sips, for one week. They physician 
briefly clarified the current POLST 
form and the family reiterated the 
desires as listed on the POLST. The 
family was advised to come to the 
ED to see the patient. With this new 
information, the physician was able 
to determine that the patient was on 
the terminal illness trajectory and 
likely only had hours to days to live.

The Role of Advance 
Directives

If attempts by primary and pallia-
tive care have failed to consistently 
reduce the rate of ED utilization 
by terminally ill patients, then these 
patients should have advance direc-
tives in place to guide the emergency 
physician. Caring for a terminally ill 
patient without advance directives 
in place continues to be a source 
of frustration for many emergency 
physicians. Unfortunately, the rate of 
advance directive ownership remains 
low. The National Center for Health 
Statistics reports that 28% of home-
care patients, 65% of nursing home 
residents, and 88% of discharged 
hospice patients have at least one 
advance directive on record, with 
patients aged 85 years and older 
having the highest percentage of 
ownership.42 Fifty-six percent of 
nursing home patients had a DNR 
order, compared with 7% for home-
care patients.42 Thus, large num-
bers of patients elect not to express 
their wishes in the form of advance 
directives.

Surveys of ED patients have 
shown varying levels of ownership 
and understanding of advance direc-
tives. Only 22-27% of ED patients 
have advance directives, and of those 
who have advance directives, only 
23% brought them to the ED at the 
time of their visit.43-45 Factors associ-
ated with higher ownership rates of 
advance directives were having a pri-
mary care doctor, advanced age, and 
having a life-threatening disease or 
considering oneself to be very ill.43-45

While historically emergency 
physicians have felt that obtaining a 
DNR order or enforcing an advance 
directive is outside of the scope of 
practice,46,47 attitudes are changing. 
Clarifying patients’ advance directives 
or inquiring about forming advance 
directives has been well received by 
patients’ families. When families were 
contacted about a patient’s advance 
directive or code status, 85% of those 
conversations led to a DNR order 
in the ED, and 97% of the families 
contacted felt that it was appropriate 
for the emergency physician to con-
tact them and have the conversation, 
regardless of the decision that was 
made.48 If the emergency physician 
does not contact the family regard-
ing advance directives, then most of 
the time the task falls to a resident in 
academic institutions.49

Unfortunately, approximately 30% 
of ED patients have expressed their 
desire not to have advance direc-
tives in place.50 The reasons given 
for not wanting to form an advance 
directive include always wanting to 
have aggressive life-sustaining treat-
ment, fear of not getting enough or 
proper treatment if an advance direc-
tive were in place, and fear of being 
allowed to die.50

Studies show that the use of 
advance directives in patients who 
live in residential care facilities var-
ies from as little as 0% to 90%, with 
facilities that have more transfers to 
the ED having advance directives 
in place more often.51 Interestingly, 
requests for limited care or DNR are 
often documented in the medical 
record in more than one place, while 
a request for full resuscitation is 
documented in only one place in the 
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medical record.52 Obtaining timely 
information continues to be a prob-
lem for emergency physicians, result-
ing in calls that residential nursing 
facilities standardize communication 
of advance directives and include 
the date when the information was 
last updated with the patient.53 
Emergency physicians have reported 
difficulty in interpreting advance 
directives in the middle of an emer-
gent visit, but have also reported 
being able to contact family in 90% 
of the cases in which they felt family 
input was important.51,52

Case Example Continued
After returning to the resuscitation 

room, the patient remained tachy-
pneic. All monitoring was discontin-
ued. In keeping with the patient’s 
and family’s goals of care, no labs 
were sent and no radiographic stud-
ies were performed. The patient was 
moved from the resuscitation bay to 
a private room in the ED. 

What are the next steps? Does 
“comfort measures/DNR” imply no 
treatment is needed in the ED? Do 
you admit this patient to the hospi-
tal? How are you going to manage 
his dyspnea and respiratory distress 
without intubation or BIPAP?

Managing the Dying 
Patient

As previously noted, the three 
most cited reasons for presenting 
to the ED in terminally ill patients 
are pain, dyspnea, and neurological 
complaints. It can be frustrating for 
the emergency physician to manage 
these symptoms in the dying patient. 

A pain crisis at the end of life can 
be unbearable for families to witness 
and for patients to experience. While 
the emergency physician cannot be 
expected to know all of the opioid 
conversions, a few key conversions 
are important to know. (See Table 3.) 
Some physicians get nervous when 
dispensing large doses of opioids.

During a pain crisis, calculate 
the total daily morphine sulfate 
or hydromorphone dose and then 
convert to the IV equivalent (by 
dividing by 3 in both cases). Start by 
giving 10% of the total daily dose as 

an IV bolus. If you do not know the 
patient’s home medications, a safe 
starting dose of IV morphine sulfate 
is 0.1 mg/kg. The time to maxi-
mum concentration of IV opioids, 
and therefore maximum effect, is 10 
minutes. Therefore, if the patient is 
still in severe pain after 10 minutes, 
double the initial IV bolus. Repeat 
this process of doubling the dose 
every 10 minutes until the patient is 
reporting pain improvement.

Dyspnea is the subjective feeling 
of not getting enough air. Patients 
describe this sensation as drowning, 
choking, or suffocating. Dyspnea 
does not equal respiratory distress, 
hypoxia, or tachypnea. Dyspnea is 
purely the patient’s experience of his 
or her breathing.

Managing the ABCs is the mantra 
of emergency medicine. However, 
outside of intubation and BIPAP, 
many emergency physicians are not 
trained in managing the subjective 
sensation of dyspnea. Researchers 
have identified that the same areas 
of the brain that control pain also 
control the sensation of dyspnea.54 
Therefore, the mainstay treatment 
for dyspnea is opioids.54

Oxygen has been proven ineffective 
for the treatment of dyspnea in mul-
tiple studies, even in those patients 
who are hypoxic.55,56 A household fan 
that blows air across the patient’s face 
has been proven more effective than 
medical oxygen. Unless a patient has 
a reason to have bronchoconstric-
tion as a cause of dyspnea, nebulizers 
have proven ineffective. All opioids, 
not just morphine sulfate, have been 
proven effective in the management 
of dyspnea.54,56,57

Patients at the end of life often 
experience an episode of delirium. 
Delirium is an acute change in a 
patient’s mental status. Delirium 
can be reversible (due to infec-
tions, medications, constipation) 
or irreversible (unknown cause or 
terminal delirium). If it is within the 
patient’s goals of care, an investiga-
tion for delirium should be focused 
on known reversible causes. Review 
the medication list and correlate new 
medications with the timing of delir-
ium, obtain a chest X-ray to exclude 
pneumonia, obtain a urine sample to 
exclude urinary tract infection, and 
obtain an abdomen series to rule out 
constipation.

The mainstay of treatment for a 
presumed reversible delirium is anti-
psychotics, particularly haloperidol. 
If a patient is actively dying and 
has a presumed terminal delirium 
(hallmarks include talking to the 
deceased and picking at air), then 
the mainstay of treatment is benzo-
diazepines. The intent is to sedate 
the patient to retard the psycho-
motor agitation of the terminal 
delirium.58

Patients at the end of life may 
develop audible upper airway 
secretions, known by most fam-
ily members as the “death rattle.” 
Anticholinergic medications are the 
treatment for terminal secretions. In 
the ED, glycopyrrolate 0.4–1.2 mg 
IV q 1-hour PRN secretions is the 
treatment of choice. Alternatively, 
atropine 1% ophthalmic solution can 
be administered two drops buccally 
q 1 hour PRN. Scopolamine patches 
can also be used to dry secretions, 
but this is not a realistic treatment in 

Table 3: Equipotent Opioid Conversions (Approximate)

Drug IV/IM Dose (mg) Oral Dose (mg)
Morphine 10 30
Hydromorphone 1.5 7.5
Fentanyl 0.1 NA
Meperidine 75 100
Oxycodone NA 20
Hydrocodone NA 30
Codeine NA 200
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the ED given the 12-hour delay in 
onset of action.

Case Example Continued
The patient received morphine 

sulfate 2 mg IV as needed for tachy-
pnea. He received a total of four 
doses over a two-hour period in the 
ED. The patient was also treated 
with lorazepam 1 mg IV. Lorazepam 
was given for tachypnea as well as 
signs of terminal delirium. On repeat 
exam, the patient was moving his 
right arm and picking at the air. 
Although the emergency physician 
educated the family about nonver-
bal signs of discomfort, the family 
interpreted this motion as discomfort 
and therefore requested treatment. 
The tachypnea resolved with both 
the morphine and lorazepam, the 
respiratory rate decreased from 35 
to 20, and there was no accessory 
muscle use. Faint audible secretions 
began to develop in the ED, and the 
patient was treated with glycopyr-
rolate 0.4 mg IV. Secretions dimin-
ished and were no longer audible.

Models of Emergency 
Palliative Care

There is no one ideal model identi-
fied for providing emergency pallia-
tive care. Palliative care in the ED 
can be provided in one of three ways. 
First, care can be provided to ED 
patients by an established palliative 
care service. Second, a champion of 
palliative care in the ED can serve 
ED patients. This is usually an emer-
gency physician who is either dually 
trained in EM and hospice and pal-
liative medicine or has attended 
EPEC-EM. Finally, EDs have suc-
cessfully partnered with local hospice 
agencies to provide care to patients 
in need. There are success stories 

using each model, and the model 
used in any particular community is 
usually dictated by the availability of 
local resources.59

A model that has been proposed 
but not yet validated is to define 
early goal-directed therapy for pal-
liative care in the ED. EDs across 
the country already use early goal-
directed therapies in a number of 
emergency situations, including 
acute myocardial infarction, acute 
coronary syndrome, pneumonia, 
sepsis, and stroke. Presumably, EDs 
could identify early therapies needed 
for patients’ overall comfort and 
symptom control and then ensure 
that these goals are at least started, 
if not met, in the ED.60 Using an 
approach that is already familiar 
to the emergency physician may 
improve compliance with established 
goals instead of creating new pro-
cesses that have been shown to have 
poor compliance in the treatment of 
pain.61

Barriers to Emergency 
Palliative Care

Research to date has focused on 
which patients can best be served by 
providing palliative care in the ED, 
what the ideal role of the emergency 
physician should be, how provid-
ing palliative care in the ED affects 
health care utilization, and educating 
emergency providers on the funda-
mentals of palliative care.62 Identified 
barriers to providing palliative care in 
the ED include lack of education of 
emergency physicians in the key con-
cepts in palliative care, lack of knowl-
edge of available resources, time 
constraints of the ED, challenges of 
the physician-patient relationship, 
family dynamics, overstepping the 
traditional role of the ED, and legal 

concerns and comfort level of the 
treating physician.14,63 (See Table 4.)

Case Example Concluded
In our case example, the emer-

gency physician treated this patient 
in an exemplary manner. The emer-
gency physician did not get stuck in 
following the traditional ABC model 
of care when faced with an obtunded 
patient in respiratory distress. The 
physician performed the Rapid 
Palliative Care Assessment quickly, 
which led to the rapid identification 
of the patient’s goals of care. ED 
providers then gave care in a com-
passionate manner that was consis-
tent with the patient’s stated goal of 
comfort.

After the emergency physician 
identified and complied with the 
goals of care and treated the patient 
accordingly, he contacted the local 
hospice agency. The hospice nurse 
responded to the ED, where she 
met the patient and provided psy-
chosocial support to the family. She 
arranged for the patient’s pastor to 
visit him at the bedside. After she 
confirmed that the family wanted 
to take the patient home with hos-
pice services, medical transport was 
arranged and the patient was dis-
charged from the ED to home. The 
patient died peacefully surrounded 
by his family two days later.

Conclusion
Our case example highlights how 

palliative care could and should 
be incorporated into emergency 
medicine. Although many emergency 
physicians currently lack formal train-
ing in end-of-life care, studies show 
that this gap in knowledge is correct-
able. Unwanted resuscitations can be 
avoided if emergency personnel use 
the Rapid Palliative Care Assessment 
and aim to identify the patient’s 
goals of care early in the ED course 
rather than at the time of disposition.

Due to the increased numbers of 
patients with chronic disease and 
lack of access to care, the ED will 
remain the entry point for these 
patients when crises arise. Emergency 
physicians need training in symp-
tom management for patients at the 

Table 4: Barriers to Providing Palliative Care in the ED

•	Lack of education among emergency care providers about key 
concepts in palliative care

•	Challenges of the physician-patient relationship
•	Family dynamics
•	Concern about overstepping the traditional role of the ED
•	Legal concerns
•	Comfort level of the treating physician
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end of life since pain, dyspnea, and 
neurological complaints drive most 
ED visits. Partnering with local pal-
liative care and hospice resources can 
reduce unnecessary and unwanted 
admissions to the acute care setting 
at the end of life.

Emergency palliative care is a rap-
idly evolving field. Emergency and 
palliative care physicians alike now 
see the benefits of providing pallia-
tive care in the emergency depart-
ment. The model of emergency 
medicine is now shifting to providing 
the right level of care for the right 
patient at the right time for the life 
stage of the patient. 

Barriers to providing palliative care 
in the ED will be overcome. Future 
research will focus on the impact that 
providing palliative care in the ED 
has on health care utilization, quality 
of life, and quality of death. Just as 
emergency medicine was born out 
of the necessity to quickly diagnose 
and treat patients with emergent life-
threatening conditions, it will con-
tinue to evolve to be able to provide 
the necessary, quality end-of-life care 
that an aging, chronically ill popula-
tion needs and deserves.

Additional Resources
There are two initiatives cur-

rently dedicated to emergency 
medicine providers. The Education 
in Palliative and End of Life Care-
Emergency Medicine (EPEC-EM) 
project is dedicated to the edu-
cation of emergency providers. 
The Center to Advance Palliative 
Care’s Improving Palliative Care 
in Emergency Medicine Project 
(IPAL-EM) has tools and resources 
for emergency providers to imple-
ment palliative care practice in their 
emergency medicine setting. For 
more information on these initiatives 
visit: EPEC-EM, http://www.epec.
net/epec_em.php, and IPAL-EM at 
http://www.capc.org/ipal/ipal-em.
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CME Questions

1. What is the difference between hospice 
and palliative care?

A. The terms are synonymous.
B. Palliative care is a subspecialty of  

hospice.
C. Palliative care and hospice are psycho-

social models of medicine, with hos-
pice care being reserved for patients 
who are terminally ill and have a 
prognosis of less than six months to 
live.

D. Palliative care is only available to 
patients who do not want hospice.

2. Which of the following groups can receive 
life-sustaining treatments and hospice care 
concurrently according to the Affordable 
Care Act?
A. cancer patients
B. Native Americans
C. pediatric patients
D. ICU patients

3. What are the components of the Rapid 
Palliative Care Assessment?
A. identifying advance directives
B. treating the patient’s symptoms
C. identifying caregivers and involving 

them in decision making
D. determining the patient’s decision-

making capacity
E. all of the above

4. What are the three most common symp-
toms that drive ED visits by the terminally 
ill?
A. fever, pain, dyspnea
B. pain, hypotension, dyspnea
C. dyspnea, pain, fall
D. dyspnea, pain, and neurological  

complaints

5. What is the correct order of prevalence, 
from highest to lowest, of advance direc-
tives among home care patients, nursing 
home patients, and hospice patients?
A. home care, hospice, nursing home
B. hospice, home care, nursing home
C. all are equal
D. hospice, nursing home, home care

6. What are the four identified reasons for 
skilled nursing patients to visit the ED?
A. All treatment options were exhausted 

by staff.
B. There was inadequate staffing with 

inadequate training.
C. Primary care physicians took too long 

to answer pages from staff.
D. Staff feel pressured by families to “do 

something.”
E. All of the above are reasons.

7. What is the most effective medical man-
agement for the treatment of dyspnea?
A. oxygen
B. nebulizer treatments
C. fan blowing air across the patient’s 

face
D. opioids

8. What are three treatment options for the 
management of terminal secretions?
A. suctioning, positioning, glycopyrrolate
B. suctioning, glycopyrrolate, atropine
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C. atropine, glycopyrrolate, suctioning
D. atropine, glycopyrrolate, scopolamine

9. What is the drug class of choice for the 
management of terminal delirium?
A. antipsychotics
B. sedative/hypnotics
C. benzodiazepines
D. opioids

10. Most families believe it is inappropriate 
for the emergency physician to call and 
inquire about advance directives of a fam-
ily member.
A. true
B. false
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This year, we’re going digital 

with our annual Emergency Medicine 
Reports reader survey – and giving 
away a free publication to subscrib-
ers who take it. To participate, go to 
the Web address at the bottom of this 
message and enter your responses. 
When you’re done, you’ll receive a 
PDF of our new 29-page publication, 
The Physician’s Guide: How Not to Get 
Sued.

Thanks in advance for sharing your 
thoughts about Emergency Medicine 
Reports and how we might better 
meet your needs as a subscriber.
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Exclusive to our subscribers Rapid Access Management Guidelines

Palliative Care  
in the Emergency 

Department

Palliative Care Core Competencies  
for Emergency Physicians

Rapid Palliative Care Assessment

Equipotent Opioid Conversions  
(Approximate)

Barriers to Providing Palliative Care  
in the ED

1. Assessment of illness trajectory 
2. Basic formulation of prognosis
3. Diffi cult communications

• Breaking bad news
• Death disclosure

4. Advance care planning
5. Family presence during resuscitation
6. Management of pain/non-pain symptoms
7. Withdrawal/withholding non-benefi cial treatments
8. Management of the imminently dying
9. Management of hospice patients/palliative care systems referrals
10. Ethical/legal issues
11. Spiritual/cultural competency
12. Management of the dying child

A: Advance care plan: Does the patient have any advance directives 
and who has access to them?
B: Better: Can we make the patient better with good symptom 
management?
C: Caregiver: Are there caregivers who need to be involved in decision-
making or who can provide important medical information?
D: Decision-making capacity: Does the patient have decision-making 
capacity?

Drug IV/IM Dose (mg) Oral Dose (mg)
Morphine 10 30
Hydromorphone 1.5 7.5
Fentanyl 0.1 NA
Meperidine 75 100
Oxycodone NA 20
Hydrocodone NA 30
Codeine NA 200

• Lack of education among emergency care providers about key 
concepts in palliative care

• Challenges of the physician-patient relationship
• Family dynamics
• Concern about overstepping the traditional role of the ED
• Legal concerns
• Comfort level of the treating physician

Supplement to Emergency Medicine Reports, May 5, 2013: “Palliative Care in the Emergency Depart-
ment.” Authors: Travis E. DeVader, MD, Medical Director, Hospice and Palliative Care Services, 
Attending Physician, Department of Emergency Medicine, Kaweah Delta Medical Center, Visalia, CA; 
and Tammie E. Quest, MD, Director, Emory Palliative Care Center, Emory University, Atlanta, GA.
Emergency Medicine Reports’ “Rapid Access Guidelines.” Copyright © 2013 AHC Media, a division 
of Thompson Media Group LLC, Atlanta, GA. Editors: Sandra M. Schneider, MD, FACEP, and J. 
Stephan Stapczynski, MD. Senior Vice President/Group Publisher: Donald R. Johnston. Executive 
Editor: Shelly Morrow Mark. Managing Editor: Leslie Hamlin. For customer service, call: 1-800-
688-2421. This is an educational publication designed to present scientific information and opinion to 
health care professionals. It does not provide advice regarding medical diagnosis or treatment for any 
individual case. Not intended for use by the layman.


