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BACKGROUND
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Palliative Care (PC) and 

Emergency Medicine
Patients with serious illnesses are treated 

in the ED in the last month of life

Approximately 1% of persons attending 

the ED, died

Discussing palliative/EoL care in the 

chaotic, fast-paced ED environment 

appear as an oxymoron…

1. Bayuo J, Agbeko AE, Acheampong EK, Abu-Odah H, Davids J. Palliative care interventions for adults in the emergency 

department: A review of components, delivery models, and outcomes. Acad Emerg Med. Nov 2022;29(11):1357-1378. doi:10.1111/acem.14508
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Incorporating PC in Disease Care

1. Myatra SN, Salins N, Iyer S, Macaden SC, Divatia JV, Muckaden M, Kulkarni P, Simha S, Mani RK. End-of-life care policy: An integrated care plan for the dying: A Joint Position 
Statement of the Indian Society of Critical Care Medicine (ISCCM) and the Indian Association of Palliative Care (IAPC). Indian J Crit Care Med. Sep 2014;18(9):615-35. doi:10.4103/0972-5229.140155
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Strength of PC in 

Emergency Medicine

Symptoms are 

attended quickly and 

effectively

Patient and family 

maintain control of 

treatment plan

Any team member 

can assess goal of 

care

Avoid:

Unwanted 

treatments

Inappropriate use 

of resources

Undue suffering

Miscommunication

Education in Palliative and End of Life Care (EPEC) (2010)
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Challenges of Incorporating PC 

Principles in the ED
The busy nature of the ED, 

Lack of guidelines, 

Lack of PC training.

Has not been the focus of PC research

Initiation ☑

EoL care in the ED ☑

Interventions ☐

Delivery models ☐

Outcomes ☐

1. Bayuo J, Agbeko AE, Acheampong EK, Abu-Odah H, Davids J. Palliative care interventions for adults in the emergency 

department: A review of components, delivery models, and outcomes. Acad Emerg Med. Nov 2022;29(11):1357-1378. doi:10.1111/acem.14508
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Components of PC in the ED

1. Screening

2. Goals of care (GoC) discussion and 

communication

3. Managing distressing symptoms

4. ED–PC intervention delivery/Transitions across 

care settings

5. End-of-life care

6. Family/caregiver support

7. ED staff education

1. Bayuo J, Agbeko AE, Acheampong EK, Abu-Odah H, Davids J. Palliative care interventions for adults in the emergency 

department: A review of components, delivery models, and outcomes. Acad Emerg Med. Nov 2022;29(11):1357-1378. doi:10.1111/acem.14508
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Components of PC in the ED (1):

Screening
Triggers to initiate PC or EoL in the ED

No standard tools/protocols

Usually includes

The presence of advanced illness

Unmet PC needs

1. Bayuo J, Agbeko AE, Acheampong EK, Abu-Odah H, Davids J. Palliative care interventions for adults in the emergency 

department: A review of components, delivery models, and outcomes. Acad Emerg Med. Nov 2022;29(11):1357-1378. doi:10.1111/acem.14508
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Components of PC in the ED (1):

Screening (a)– [AEM ED-PC screening tool]

George N, Barrett N, McPeake L, Goett R, Anderson K, Baird J. Content Validation of a Novel Screening Tool to Identify 

Emergency Department Patients With Significant Palliative Care Needs. Acad Emerg Med. 2015;22(7):823-837. 

Kruhlak M, Kirkland SW, Clua MG, et al. An Assessment of the Management of Patients with Advanced End-Stage Illness in 

the Emergency Department: An Observational Cohort Study. J Palliat Med. 2021;24(12):1840-1848.
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Components of PC in the ED (1):

Screening (b)- the Screen for Palliative and

End-of-life care needs in the Emergency 

Department

[5 SPEED]

Reuter Q, Marshall A, Zaidi H, et al. Emergency Department-Based Palliative Interventions: A Novel Approach to Palliative Care in the Emergency 
Department. J Palliat Med. 2019;22(6):649-655.
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Components of PC in the ED (1):

Screening (c)- the Screen for End-of-life care 

needs in the Emergency Department

Chor WP, Wong SY, Ikbal MF, Kuan WS, Chua MT, Pal RY. Initiating end-of-life care at the emergency department: an observational study. 
Am J Hosp Palliat Med. 2019; 36(11): 941-946.

Criteria for initiating the ED EoL pathway:

1. Actively dying patient/high likelihood of mortality within hours to a few days.

2. Family accepts that the GoC are provision of comfort, symptom relief, and 

dignity.

3. Limitations on extent of care established and patient is not for 

CPR/intubation/ICU transfer.

4. Family members want to stay by patient's bedside.

5. Serious life-limiting illness with poor prognosis

EoL protocol:

1. Minimal monitoring

2. Maximize comfort care

3. Facilitate family visitation

4. Review checklist for communication

5. Review medications for symptoms

6. Referral to palliative care services

7. Use dedicated nursing chart 11



Components of PC in the ED (2) :

GoC discussion

Goals of care

Are personal

Drive intervention choices

May change over time

GoC discussion include

Identify the patient’s prognosis

Decision-making capacity

Elicit the patient’s and family’s goals of care

Education in Palliative and End of Life Care (EPEC) (2010)
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Components of PC in the ED (2) :
GoC discussion

1. Identify the 

patient’s 

prognosis

Palliative 

Performance 

Scale
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Components of PC in the ED (2) :

GoC discussion
2. Decision-making capacity

“understand relevant information” and 

“appreciate reasonably foreseeable consequences”

(Or MMSE)

DW, Strang D. Assessment of patient capacity to consent to treatment. J Gen Intern Med. Jan 1999;14(1):27-34. Etchells E, Darzins P, Silberfeld M, Singer PA, 

McKenny J, Naglie G, Katz M, Guyatt GH, Molloy doi:10.1046/j.1525-1497.1999.00277.x

Sessums LL, Zembrzuska H, Jackson JL. Does This Patient Have Medical Decision-Making Capacity? JAMA. 2011;306(4):420-427. doi:10.1001/jama.2011.1023

Aid to Capacity Evaluation
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Components of PC in the ED (2) :

GoC discussion

3-1. Elicit the patient’s and family’s goals of care

-Acute: ABCD assessment

Education in Palliative and End of Life Care (EPEC) (2010)

Is there 
an Advance

care plan 
regarding life-

sustaining 
intervention 

wishes?

Can we make 
the patient 

feel Better?

Are 
there Caregiv

ers to 
consider?

Does the 
patient 

have Decisio
n-making 

capacity and, 
if not, has a 
surrogate 

been 
identified?
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N

• Are there 
social Needs
that can guide 
post-ED 
disposition and 
prevent repeat 
visits?

E

• Dose the 
patient have 
Existential
needs that 
mandate 
attention from 
ED providers?

S

• Which 
Symptoms, 
physical or 
psychological, 
require 
treatment 
during this visit?

T

• What should 
the 
Therapeutic
goals be for 
this 
hospitalization?

Components of PC in the ED (2) :

GoC discussion

3-2. Elicit the patient’s and family’s goals of care

-Subacute: NEST assessment

Emanuel LL, Alpert HR, Emanuel EE. Concise screening questions for clinical assessments of terminal care: 
the needs near the end-of-life care screening tool. J Palliat Med. 2001;4(4):465-474.
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Components of PC in the ED (2) :

GoC discussion

Existential needs

Extreme anxiety 

Did not meet criteria for a Major Depressive Disorder 

or Anxiety Disorder and was not in significant pain

“How long will it take? 

Am I doing the right thing? 

Am I committing suicide? 

What will death be like? I have no clue. 

What comes after death?”

Amonoo HL, Harris JH, Murphy WS, Abrahm JL, Peteet JR. The Physician’s Role in Responding 

to Existential Suffering: What Does It Mean to Comfort Always? Journal of Palliative Care. 

2020;35(1):8-12. doi:10.1177/0825859719839332
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Components of PC in the ED (2) :

GoC discussion

Connect with the patient as a human being

• Validating patients’ responses to their situation and normalizing their distress 

Analyze with patients why the stressors are so threatening; reveal what the 
patients’ suffering means to them

• Helping patients express their emotions: confusing or frightening, being punished

Help the patient actively enlist sources of resilience to reshape the 
approach to suffering

• Problem solving abilities, emotional regulation techniques, drawing on a core identity, and 
relational coping by mobilizing social networks

Decide on a course of action moving forward once the sufferer is no longer 
acutely demoralized

• What are their priorities, and how do they want to redirect their efforts, given any new 
limitations? What is most important for them to preserve—perhaps a key relationship, a 
role, a valued ideal, or an aspect of their identity?

Amonoo HL, Harris JH, Murphy WS, Abrahm JL, Peteet JR. The Physician’s Role in Responding 

to Existential Suffering: What Does It Mean to Comfort Always? Journal of Palliative Care. 

2020;35(1):8-12. doi:10.1177/0825859719839332
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Components of PC in the ED (2) :

Communication
 5-minute GOC conversation in the ED (Mayo Clinic)

Walker LE, Bellolio MF, Dobler CC, et al. Paths of Emergency Department Care: Development of a Decision Aid to Facilitate Shared Decision Making in Goals of Care Discussions in the Acute 

Setting. MDM Policy Pract. 2021;6(2):23814683211058082
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Components of PC in the ED (2) :

Communication
5-minute GOC conversation in the ED 1

Walker LE, Bellolio MF, Dobler CC, et al. Paths of Emergency Department Care: Development of a Decision Aid to Facilitate Shared Decision Making in Goals of Care Discussions in the Acute 

Setting. MDM Policy Pract. 2021;6(2):23814683211058082
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Components of PC in the ED (2) :

Communication
5-minute GOC conversation in the ED 2

Walker LE, Bellolio MF, Dobler CC, et al. Paths of Emergency Department Care: Development of a Decision Aid to Facilitate Shared Decision Making in Goals of Care Discussions in the Acute 

Setting. MDM Policy Pract. 2021;6(2):23814683211058082

21



Components of PC in the ED (2) :

Communication
5-minute GOC conversation in the ED 3

Walker LE, Bellolio MF, Dobler CC, et al. Paths of Emergency Department Care: Development of a Decision Aid to Facilitate Shared Decision Making in Goals of Care Discussions in the Acute 

Setting. MDM Policy Pract. 2021;6(2):23814683211058082
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Components of PC in the ED (3) :

Managing distressing symptoms-

Prevalence

Henson LA, Maddocks M, Evans C, Davidson M, Hicks S, Higginson IJ. Palliative Care and the Management of Common Distressing 

Symptoms in Advanced Cancer: Pain, Breathlessness, Nausea and Vomiting, and Fatigue. Journal of Clinical Oncology. 

2020;38(9):905-914. doi:10.1200/jco.19.00470

Pain, Dyspnea, Nausea, Constipation, Delirium

Chang A, Espinosa J, Lucerna A. Emergency Department Management of Common End-of-Life and 

Palliative Care Symptoms: Three Cases. Cureus. 2024;16(2):e53538. 23



Components of PC in the ED (3) :

Managing distressing symptoms –

General Assessment

Hui D, Bruera E. The Edmonton Symptom Assessment System 25 Years Later: Past, Present, and Future Developments. J Pain 

Symptom Manage. Mar 2017;53(3):630-643. doi:10.1016/j.jpainsymman.2016.10.370
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Components of PC in the ED (3) :

Managing distressing symptoms –

Assessment for pain

Behavioral Pain Scale (BPS), Checklist of Non-verbal Pain Indicators (CNPI), Critical Care Pain 

Observation Tool (CPOT), Multidimensional Observational Pain Assessment Tool (MOPAT), 

Nociceptive Coma Scale, Non-Verbal Pain Scale……

Face, Legs, Activity, Cry, and Consolability (FLACC) Pain Tool

McGuire DB, Kaiser KS, Haisfield-Wolfe ME, Iyamu F. Pain Assessment in Noncommunicative Adult Palliative Care 
Patients. Nurs Clin North Am. 2016 Sep;51(3):397-431.

25



Components of PC in the ED (3) :

Managing distressing symptoms –

Assessment for dyspnea

Zhuang Q, Yang GM, Neo SH, Cheung YB. Validity, Reliability, and Diagnostic Accuracy of the Respiratory Distress Observation Scale for 
Assessment of Dyspnea in Adult Palliative Care Patients. J Pain Symptom Manage. 2019;57(2):304-310.
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Components of PC in the ED (4) :

ED–PC intervention delivery

“Consultation mode”

 PC on-call provider can assist with telephone support 

and coaching.

 PC interventions in the ED:
Consists of three components: 

(1) symptom assessment and treatment, 

(2) GoC and advance care plans

(3) transition planning.

Patients admitted to the hospital followed daily through check-in with 

primary team.

Support for implementing DNAR orders using informed assent or based 

on medical futility when appropriate.

Chart review results and brief or full consults documented.

Fausto J, Hirano L, Lam D, et al. Creating a palliative care inpatient response plan for COVID-19—the UW medicine 

experience. J Pain Symptom Manag. 2020; 60(1): e21-e26.
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Components of PC in the ED (4) :

ED–PC intervention delivery

“Integrated mode”

 Elderly patients with specific life-limiting conditions were identified by the 

project social worker, who was stationed full time in the ED (BriefPal Project).

 Embed a PC specialist in ED, screen patients based on following criteria 
(University of Washington)

COVID-19 +/– patient under investigation with respiratory distress.

Multimorbidity, severity of illness, and high oxygen requirement.

Clinical status: symptom burden, frailty (using Clinical Frailty Scale), and baseline functional 

status.

Code status: DNAR/DNI, DNAR intubation okay, and full code with high intubation risk.

 Based on screening, the following will happen:

1. Meet or call with family/legal surrogate to address GoC and code status.

2. Coach ED team on GoC and code status discussion.

3. Assist with documentation of discussions and transitions of care.

Glajchen M, Lawson R, Homel P, DeSandre P, Todd KH. A rapid two-stage screening protocol for palliative care in the 

emergency department: a quality improvement initiative. J Pain Symptom Manag. 2011; 42(5): 657-662.

Fausto J, Hirano L, Lam D, et al. Creating a palliative care inpatient response plan for COVID-19—the UW medicine 

experience. J Pain Symptom Manag. 2020; 60(1): e21-e26.
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Components of PC in the ED (4) :

ED–PC intervention delivery

“ED–ICU approach”
“is particularly noteworthy”

2006, the EICU obtained the agreement for 365 annual days of 

PC…who could not be sent to the PC unit or ICU…

No additional physical bed was created in the EICU, and PC was 

given without additional staff.

Located in a comfortable room, at a quiet end of the department. In 

2009, a private room—including a bedroom and a bathroom—was 

created…

Result: reduction in the rate of terminally ill patients dying on 

stretchers in the ED (28.9%)

• 64.8% to the ICU for PC died, 14.2% to the PCU, 11.4% to the medical 

departments. 9.6% discharged. the family room was occupied with a rate of 50%.

Lafond P, Chalayer E, Roussier M, Weber E, Lacoin-Reynaud Q, Tardy B. A Hospice and Palliative Care Bed Dedicated to Patients Admitted to the Emergency 

Department for End-of-Life Care. Am J Hosp Palliat Care. May 2016;33(4):403-6. doi:10.1177/1049909114562947

(Universitaire de Saint-Etienne)
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Components of PC in the ED (4) :

ED–PC intervention delivery

“ED–ICU approach”

 ED‐based ICU offer an opportunity to delivering high‐quality critical care in 

the ED, reduce ICU admissions or for whom ICU admission is not in 

alignment with goals of care.

“End of Life” order set was created in the electronic health record in 2015

Leith TB, Haas NL, Harvey CE, Chen C, Ives Tallman C, Bassin BS. Delivery of end-of-life care 

in an emergency department–based intensive care unit. J Am Coll Emerg Physicians Open. 

2020; 1(6): 1500-1504.

(University of Michigan)
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Components of PC in the ED (4) :

ED–PC intervention delivery

“ED–ICU approach”

“End of Life” order set (cont.)

Leith TB, Haas NL, Harvey CE, Chen C, Ives Tallman C, Bassin BS. Delivery of end-of-life care 

in an emergency department–based intensive care unit. J Am Coll Emerg Physicians Open. 

2020; 1(6): 1500-1504.

0.9% were admitted to ICU. death 53.7%, admission 35.3% and 

discharge directly 10.1%.

33.3% were extubated compassionately (vs 11.9%).
31



Components of PC in the ED (4) :

Transitions across care settings-

Increase hospice enrollment

1. ED staff education

2. Set a direct line of communication between the ED and PC 

Highet BH, Hsieh YH, Smith TJ. A pilot trial to increase hospice enrollment in an inner city, academic emergency department. J Emerg Med. 2016; 51(2): 106-113.

Patients with PC consultation were more 

likely to be have a disposition with hospice 

resources, 57% vs. 30%, (p = 0.038).

(Johns Hopkins)
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Components of PC in the ED (4) :

Transitions across care settings-

Connections to primary care provider

 The development of EOL care was started in 

the hospital region in 2012

An EOL network for both hospital and 

community based primary care 

physicians and nurses

Regular regional education/ meeting

Offered proactive ACP to every patient

Established a palliative outpatient clinic 

(a full-time doctor sub-specializing in PC, 

and a further full-time nurse)

New palliative ward services for EOL 

patients

Hirvonen, O.M., Alalahti, J.E., Syrjänen, K.J. et al. End-of-life decisions guiding the palliative care of cancer patients visiting emergency department in 

South Western Finland: a retrospective cohort study. BMC Palliat Care 17, 128 (2018).

Result:

• Admission and discharge from

University hospital 46% -> 37% 

Regional communities ward 12% -> 25%.

• Patients who died during admission 39 -> 

29%
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Components of PC in the ED (5) :

End-of-life care

Hui D, Nooruddin Z, Didwaniya N, et al. Concepts and definitions for "actively dying," "end of life," "terminally ill," "terminal care," and "transition 
of care": a systematic review. J Pain Symptom Manage. 2014;47(1):77-89.
Albert RH. End-of-Life Care: Managing Common Symptoms. Am Fam Physician. Mar 15 2017;95(6):356-361. 

• Treat the primary etiology
• Start at lower dosages and 

short-acting agents
• Proactive regimens that 

prevent symptoms should be 

used

• Sublingual medications, 

dissolvable tablets, 

transdermal patches, creams 

or gels, and rectal 

suppositories
34



Components of PC in the ED (5) :

End-of-life care

Albert RH. End-of-Life Care: Managing Common Symptoms. Am Fam Physician. 

Mar 15 2017;95(6):356-361. 
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Components of PC in the ED (5) :

End-of-life care

Delirium and Agitation

Benzodiazepines should be used with caution

(provoke increased symptoms)

Haloperidol and risperidone (Risperdal) are effective

Severe, refractory 

agitation, palliative 

sedation may be 

considered

• “to relieve intolerable 

suffering from refractory 

symptoms by reducing 

a patient's 

consciousness.”

Porta-Sales J. Palliative sedation:: Clinical, pharmacological and practical aspects. In: Sterckx S, 

Raus K, Mortier F, eds. Continuous Sedation at the End of Life: Ethical, Clinical and Legal 

Perspectives. Cambridge Bioethics and Law. Cambridge University Press; 2013:65-85.

1

2

3

3
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Components of PC in the ED (5) :

End-of-life care

Albert RH. End-of-Life Care: Managing Common Symptoms. Am Fam Physician. Mar 15

2017;95(6):356-361. 

1

2

2

2

1
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Components of PC in the ED (5) :

End-of-life care

Albert RH. End-of-Life Care: Managing Common Symptoms. Am Fam Physician. Mar 15

2017;95(6):356-361. 
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Components of PC in the ED (5) :

End-of-life care
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Components of PC in the ED (5) :

End-of-life care

Albert RH. End-of-Life Care: Managing Common Symptoms. Am Fam Physician. Mar 15

2017;95(6):356-361. 

1. Bayuo J, Agbeko AE, Acheampong EK, Abu-Odah H, Davids J. Palliative care interventions for adults in the emergency 

department: A review of components, delivery models, and outcomes. Acad Emerg Med. Nov 2022;29(11):1357-1378. doi:10.1111/acem.14508

Withholding, discontinuing and withdrawing interventions 
deemed to be unconducive to the patient's comfort

40



Components of PC in the ED (6): 

Family/caregiver support

 Emotional, psychosocial, and caregiver support 

Meeting information needs

 Evaluated the existence of distress among family 

caregivers

“patients who were actively dying (last 48 h of life) were moved 

to a special comfort care room in the hospital where families 

could have the privacy to spend their final moments and prepare 

for the potential demise of the patient.”

1. Bayuo J, Agbeko AE, Acheampong EK, Abu-Odah H, Davids J. Palliative care interventions for adults in the emergency 

department: A review of components, delivery models, and outcomes. Acad Emerg Med. Nov 2022;29(11):1357-1378. doi:10.1111/acem.14508
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Components of PC in the ED (7): 

ED staff education

Indications for PC referral

Hospice eligibility guidelines

Patient symptom screening 

Caregiver needs identification

GoC discussions

Disease trajectory

Hospice care

1. Bayuo J, Agbeko AE, Acheampong EK, Abu-Odah H, Davids J. Palliative care interventions for adults in the emergency 

department: A review of components, delivery models, and outcomes. Acad Emerg Med. Nov 2022;29(11):1357-1378. doi:10.1111/acem.14508
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Outcomes

New York, medical center, 2011/6-2014/4. “Consultation mode” within hours. 

136 participants, 69(I) vs 67(C). f/u at 6wk, 12wk, one year

Grudzen CR, Richardson LD, Johnson PN, Hu M, Wang B, Ortiz JM, Kistler EA, Chen A, Morrison RS. Emergency Department-Initiated Palliative 

Care in Advanced Cancer: A Randomized Clinical Trial. JAMA Oncol. 2016 May 1;2(5):591-598. doi: 10.1001/jamaoncol.2015.5252.

No difference in survival Higher QOL outcome (FACT-G)

No difference in depression (PHQ-9) 
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Outcomes:

Symptom relief and patient 

satisfaction

 Screening in the ED help identify patients with unmet PC 

needs.

 Reduction and satisfaction with symptom control 

including pain, shortness of breath, secretions, nausea, 

and anxiety.

 Improvement in sleep, well-being, appetite, and 

drowsiness.

1. Bayuo J, Agbeko AE, Acheampong EK, Abu-Odah H, Davids J. Palliative care interventions for adults in the emergency 

department: A review of components, delivery models, and outcomes. Acad Emerg Med. Nov 2022;29(11):1357-1378. doi:10.1111/acem.14508

45



Outcomes:

GoC discussion, LOS, 

Health care service utilization

 Communication

More likely to have ED-led GoC conversations.

 Hospital length of stay

No differences or a marginal reduction in the length of hospital stay.

Facilitated direct admissions to the PC unit and comfort care rooms. 

Reduced overall costs.

 Health care service utilization

Did not impact on rates of subsequent use of the ED.

Associated with fewer CT scans and hematological, biochemical, and 

microbiological investigations.

1. Bayuo J, Agbeko AE, Acheampong EK, Abu-Odah H, Davids J. Palliative care interventions for adults in the emergency 

department: A review of components, delivery models, and outcomes. Acad Emerg Med. Nov 2022;29(11):1357-1378. doi:10.1111/acem.14508
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急診加護病房安寧緩和醫療
推展現況分享
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目標與定位

識別可能需要安寧照護的病人，討論預後，為後續照護制
定計劃。

緩解病人症狀和病人家屬的照護困擾，尊重病人和家屬的
照護目標。

協助病人過渡到非治愈性治療和後續動向(disposition)。

改善病人和家屬的整體安適和福祉(well being)，並減少住
院時間和成本。

促進急診醫護安寧緩和醫療照護相關知識與技能

49



服務流程
急診之急重難症病人

由EICU當班醫師填寫
個案篩選表

會診安寧共同照護小組

綜合考量：
• 病人慢性病史
• 病人急性症狀
• 病家身、心、靈之不適
• 之前DNR及安寧緩和心願書填寫狀況

有入住EICU需求之病人

治癒性醫療照護

不符合安寧共同照
護收案條件

符合安寧共同照護
收案條件

綜合評估及家庭諮商：
• 病家參與共照意願
• 症狀控制狀況

收案未收案

疾病急性照護
安寧共同照護

原專科
或全人醫學科
持續照護
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個案篩選表

Spontaneous 

ICH

Traumatic ICH

DKA

若A均不符合
➝B項免填
☑不符合收案條件

A大項：
“是否符合末期定義”

評估
可複選

Paraquat Poisoning

OHCA
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個案篩選表-2

B大項：
“照護困擾”

(psycho-social burden)
評估，可複選

55



Screening Results of Palliative Care Needs
(January 1, to December 31, 2022)

Patients without PCN

n = 457 (56.4%)

Patients with PCN

n = 354 (43.6%)

Patients didn’t joint 

EDHSC

n = 131 (16.2%)

Patients jointed 

EDHSC

n = 223 (27.5%)

Patients admitted and 

evaluated in EICU

n = 811

Abbreviations: EICU, emergency intensive care unit; PCN, palliative care needs; 

EDHSC, hospice-shared care in emergency department 56



Characteristics of 

Patients Identified With Palliative Care Needs

Patient Characteristics

• Over 40% of patients 
requiring palliative care 
are over 85 years old 
(Mean: 78.7). 

• More reside in veterans' 
homes(4.5 vs 2.0%) or 
nursing centers (9.3 vs. 
2.8%), widowed, and 
have limited education.

Clinical condition

• ARDS, sepsis, multiple 
organ failure, or near-
death conditions: 53.4%

• Terminal cancer: 34.7%

• Extreme frailty patients: 
24.9%

• 92.9% conformed to “surprise question”
• 89.5% had complex medical care requirement
• 81.4% needed hospital admission
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Characteristics of 

Patients Identified With Palliative Care Needs

Positively correlated with PCN

• Older age [OR= 1.042, 1.028-1.056]

• Living in veterans' homes [OR= 2.345, 1.101-4.993]

• GCS: 5-12 points and 3-4 points (moderate [OR= 2.743, 1.846-4.075)] and 

deep coma [OR =3.021, 1.603-5.694]) 

• Cancer (with [OR=5.877, 3.645-9.475] or without metastasis [OR=2.200, 

1.416-3.417] )

Negatively correlated with PCN

• TTAS: 2 [OR=0.647, 0.422-0.992]

• Respiratory rate: 12-20/min [OR=0.439, 0.305-0.633]

• DM with complications [OR=0.323, 0.133-0.786]
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Status of Participation of 

Emergency Department Hospice-Shared Care

Patients without PCN

n = 457 (56.4%)

Patients with PCN

n = 354 (43.6%)

Patients didn’t joint 

EDHSC

n = 131 (37.0%)

Patients jointed 

EDHSC

n = 223 (63.0%)

Patients admitted and 

evaluated in EICU

n = 811

Abbreviations: EICU, emergency intensive care unit; PCN, palliative care needs; 

EDHSC, hospice-shared care in emergency department
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Mode of PC delivery

PC consultations services

Patients with PC needs were attended to by 

the ED team

The ICU and ED staff provided PC with 

ongoing support from the PC team

PC teams following PC based on the decision 

by the primary care team
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Managing distressing symptoms
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Goals of care (GoC)-
Medical Decisions of Participants of 

Hospice-shared Care In Emergency Department

(Compared With Not Joint EDHSC)

Table 2-3. Comparison of Emergency Care Choices Among Patients With and Without 

Inclusion in the Palliative share care Program

Not 

Participate in 

the HSC

n=131

Participate in 

the HSC

n=223

P value

DNR signed during this hospitalization 51 (39.2) 169 (77.5) <0.001*

Early DNR during this 

hospitalization
31 (60.8) 125 (74.0) 0.069

No Intubation 12 (38.7) 61 (74.4) <0.001*

No Defibrillation 18 (58.1) 75 (91.5) <0.001*

No Chest Compressions 18 (58.1) 76 (92.7) <0.001*

No Use of inotropes and vasopressors 2 (6.5) 23 (28.0) 0.014*

Undecided 13 (41.9) 6 (7.3) <0.001*

* p<0.05

† p<0.05

• More empowered to make 

informed decisions 

• A higher proportion of 

patients signing DNR

• More likely choose not to be 

intubated, have chest 

compressions, be 

defibrillated, and use 

epinephrine.
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第一層:
紅包袋(手尾錢);口紅;
綠茶茶包(漱口);刮鬍刀…

第二層:漱口水;梳子…

第三層:往生被與念佛機

第四層:黃單與毛巾
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Goals of care (GoC) discussion and communication-

現況調查分析

65



Clinical Care of Participants of 

Hospice-shared Care In Emergency Department

(Compared With Not Joint EDHSC)

Table 2-4.Comparison of Medical Care Received by Patients With and Without 

Enrollment in the Palliative and Co-Care Program

Not 

Participate in 

the HSC

n=131

Participate in 

the HSC

n=223

P value

Emergency endotracheal intubation 37 (28.5) 36 (16.7) 0.010*

Emergency use of epinephrine 7 (5.3) 23 (10.3) 0.105

Use of vasopressors 61 (46.9) 111 (51.6) 0.397

Use of opioids 20 (15.4) 95 (44.2) <0.001*

Emergency electrical shock (defibrillation) 1 (0.8) 3 (1.4) 1

Emergency use of transcutaneous pacing 2 (1.5) 3 (1.4) 1

Use of a ventilator (excluding BiPAP) 44 (33.8) 44 (20.5) 0.006*

Emergency use of aggressive life-sustaining 

devices (e.g., ECMO, IABP)
0 (0) 0 (0)

First time receiving hemodialysis 0.409

Yes† 3 (2.3) 7 (3.3)

Refused† 5 (3.8) 16 (7.4)

Surgery was performed during this 

hospitalization
0.005*

Yes 19 (14.6) 15 (7.0)

Refused† 2 (1.5) 17 (7.9)

Tracheostomy during this hospitalization 0.293

Yes† 7 (5.4) 5 (2.3)

Refused 1 (0.8) 4 (1.9)

Palliative extubation 0 (0.0) 6 (2.8) 0.087

* p<0.05

† p<0.05

• Less likely to receive invasive 

life-saving measures such as 

ventilators, surgery.

• More likely receive comfort 

care with opioid drugs.

• The use of epinephrine and 

vasopressors showed no 

significant difference.
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Transitions across care settings
Table 2-5. Comparison of Clinical Outcomes of Patients With and Without 

Participation in the ED Palliative Shared-Care Program

Not Participate 

in the HSC

n=131

Participate in 

the HSC

n=223

P value

Duration of Stay in ED 0.065

<=24hr 125 (95.4) 203 (91.0)

24-48hr 6 (4.6) 11 (4.9)

>48hr 0 (0.0) 9 (4.0)

Disposition from ED

Discharged against 

medical advise
2 (1.5) 8 (3.7)

Discharged† 79 (60.8) 51 (23.7)

Deceased† 29 (22.3) 127 (59.1)

Transferred to Veterans 

Hospital†
1 (0.8) 2 (0.9)

Transferred to another 

hospital
11 (8.5) 12 (5.6)

Transferred to another 

facility
6 (4.6) 5 (2.3)

Discharged at end-of-life 2 (1.5) 10 (4.7)

EICU Stay Duration 0.012*

<=24hr 36 (27.5) 37 (16.6)

24-48hr 45 (34.4) 68 (30.5)

>48hr† 50 (38.2) 118 (52.9)

Total Hospital Stay Duration 0.003*

<=7day† 29 (22.1) 78 (35.0)

8-30day† 82 (62.6) 98 (43.9)

>30day 20 (15.3) 47 (21.1)

Mortality <0.001*

Deceased during this 

hospitalization†
31 (23.7) 138 (61.9)

Deceased not during this 

hospitalization
14 (10.7) 8 (3.6)

Time to Mortality 0.133

<=7days† 17 (29.8) 52 (41.6)

8-30days 20 (35.1) 41 (32.8)

31-90days 13 (22.8) 27 (21.6)

>90days 7 (12.3) 5 (4.0)

Place of Death 0.04*

Intensive Care Unit (ICU) 22 (48.9) 41 (28.1)

Non-ICU Ward 16 (35.6) 71 (48.6)

Palliative Care Ward (A211) 3 (6.7) 24 (16.4)

Discharged at end-of-life 4 (8.9) 10 (6.8)

* p<0.05

† p<0.05

• Had higher mortality rates.(37.9% within 7 days)

• Had longer stay in the EICU.(47.5% >48 hours)

• Shorter admission. Mostly admitted in the hospital for 8-30 days .

• Place of Death: more outside the ICU.
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Challenges for Integrate palliative and hospice 

shared care in ED patients with critical illness

Already enrolled 
in PSC
61%

Family Unwilling
15%

Patient Unwilling
7%

Transferred at 
Time of Interview

7%

Patient's Condition is 
"Stablize"

5% Not Encountered with 
Patient's Family

5%

REASONS FOR NON-ENROLLMENT IN THE 
ED PALLIATIVE SHARED-CARE PROGRAM (N=41)
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Challenges for Integrate palliative and hospice 

shared care in ED patients with critical illness
Physicians' Perspectives on Evaluating and Referring Patients for Palliative or Hospice Shared-Care 

(September 1 to December 31, 2022, pilot study)

Without Palliative Care Need With Palliative Care Need

N=72

Not joint EDHSC

N=29

Joint EDHSC

N=72

Total

N=101

Callenges in the assessment 11 (15.3) 18 (62.1) 45 (62.5) 63 (62.4)*

The chosen care goals

R1 50 (69.4) 13 (44.8) 10 (13.9) 23 (22.8)*

R2 4 (5.6) 8 (27.6) 18 (25.0) 26 (25.7)*

R3 13 (18.1) 8 (27.6) 42 (58.3) 50 (49.5)*

M1 0 (0) 0 (0) 0 (0) 0 (0)

M2 5 (6.9) 0 (0) 0 (0) 0 (0)*

C1 0 (0) 0 (0) 0 (0) 0 (0)

C2 0 (0) 0 (0) 2 (2.8) 2 (2.0)

*compared to the group without PCN, p<0.05

R1: Agrees to ICU admission and emergency medical 

procedures.

R2: Agrees to ICU admission and intubation but disagree chest compressions.

R2: Agrees to ICU admission but disagree both intubation and chest compressions.

M1: disagree ICU admission but agrees to diagnostic and therapeutic procedures.

M2: disagree ICU admission and surgery but agrees to diagnostic and therapeutic 

procedures.

C1: disagree ICU admission and curative treatments but agrees to diagnostic and palliative care.

C1: disagree ICU admission and curative treatments but agrees to diagnostic, palliative care, and end-of-life treatments.
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Palliative Education Needs for Emergency 

Healthcare Providers 

Strongly 

required

Moderatel

y required

A little 

required

Not at all 

required

Not 

required

Overall

n (%)

Overall

n (%)

Overall

n (%)

Overall

n (%)

Overall

n (%)

Legal domain

1. Theory and practical application of palliative care in emergency settings 23 (41.8) 24 (43.6) 7 (12.7) 1 (1.8) 0 (0)

2. Legal and ethical considerations in treating severe and terminal illnesses 27 (49.1) 21 (38.2) 7 (12.7) 0 (0) 0 (0)

Symptom domain

4. Pain management and pharmacotherapy in terminal patients 30 (54.5) 18 (32.7) 7 (12.7) 0 (0) 0 (0)

5. Respiratory symptom assessment and management in terminal patients 23 (41.8) 22 (40.0) 10 (18.2) 0 (0) 0 (0)

6. Gastrointestinal symptom assessment and management in terminal patients 23 (41.8) 21 (38.2) 10 (18.2) 1 (1.8) 0 (0)

8. Dermatological and limb symptom assessment and management in terminal patients 21 (38.2) 21 (38.2) 12 (21.8) 1 (1.8) 0 (0)

10. End-of-life symptom assessment and management in terminal patients* 29 (52.7) 18 (32.7) 7 (12.7) 1 (1.8) 0 (0)

Psychosocial and spiritual  domain

7. Neuropsychiatric symptom assessment and management in terminal patients 25 (45.5) 20 (36.4) 9 (16.4) 1 (1.8) 0 (0)

9. Socio-psychological care needs assessment and management in terminal patients 22 (40.0) 22 (40.0) 11 (20.0) 0 (0) 0 (0)

Communication domain

3. Communication skills for disclosing and discussing severe and terminal illnesses 25 (45.5) 20 (36.4) 10 (18.2) 0 (0) 0 (0)

11. Guidelines and key considerations for conducting palliative family meetings 24 (43.6) 23 (41.8) 8 (14.5) 0 (0) 0 (0)

Care transition strategies

12. Transitional processes in palliative care 24 (43.6) 20 (36.4) 11 (20.0) 0 (0) 0 (0)

*P<0.1 
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In Summary

Provide Palliative And Hospice Shared Care In ED 

Patients With Critical Illness

1 Identification

• Should pay more attention to the 
palliative care needs of patients who 
are older, live in veterans' homes, are 
moderately or severely comatose, or 
have a history of cancer.

2Care plan

• EDHSC would empower to 
make informed decisions 

regarding emergency 
medical interventions

3 Treatment
• The EDHSC reduces Non-beneficial 

medical interventions and were more 

likely to administrate adequate pain 

control.

• However, the rates of use for 

inotropes and vasopressors remained 

comparable to those not enrolled in 

the program. 
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Future direction

 Connection with EMR 

(screening, symptoms evaluation and treatment)

 Educational programs

 Advance care planning

 Transition of care
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Your Suggestions Are Highly 

Appreciated!
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