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EDITORIAL

The Emergency Department (ED) is the first hospital interface for 
patients seeking urgent care. Oncology patients or patients with 
chronic diseases visit the ED for various symptoms that could range 
between mild discomfort to life threatening emergencies. The ED 
is unique in providing a variety of services that could range from 
needs interventions such as IV fluids or pain medications to more 
advanced diagnostic tests and interventions 24 hours a day, 7 days a 
week. Often times ED physicians might find themselves in crisis as 
the reality of serious illness or life/ death decisions can't be ignored 
or postponed. ED physicians will have to engage in difficult 
conversations with the patients' family, including conversations 
pertaining to life sustaining therapies or DNR/DNI options. Thus, 
both palliative care providers as well as ED physicians are becoming 
more aware of the need to deliver palliative care services in the ED 
[1].

Palliative care starts in the ED

Initiating palliative care in the ED will decrease patients’ length 
of stay, decrease the use of ED resources and improve patient 
experience by alleviating distress symptoms. Some of the 
cornerstones of palliative care involve discussions about goals and 
plan of care, symptom management, and aggressive pain control.

Studies, over the past 5 years, have shown that early integration 
of palliative care  reduces ED visits and hospitalization by 50%. 
Even admitted patients, on whom palliative care is initiated during 
their ED visit (compared to latent initiation as inpatients), have 
a shorter hospital stay by around 4 days. The overall results show 
fewer inhospital deaths while improving quality of life [2].  Other 
additional benefits from early palliative care interventions in the 
ED include resource management, less use of intensive care units, 
less costs, and increased appropriate direct hospice consult [3].

Given that many palliative care eligible patients present to the ED, 
emergency physicians have the leverage to advance this standard 
of care. Emergency physicians can start goal-directed assessments 
and plans to avoid unwanted treatments, inappropriate resource 

expenditures, as well as unnecessary suffering. The ED can 
thus play an important role in becoming a palliative care hub  
(Figure 1) [2].

Having an ED physician as an advocate of the palliative care 
program is thus critical to the success and growth of the program. 
The ED physician will play a pivotal role in educating, recruiting, 
addressing barriers, and promoting inclusion and continuity of 
the program within the ED and the hospital as a whole. The ED 
physician will also bring an added value in terms of addressing 
a variety of challenges in transitioning the plan of care from the 
ED to inpatient and outpatient hospital settings while remaining 
responsive to patients' needs and adjusting the plan of care 
accordingly [3,4]. The ED physician will thus have to be a member 
of the palliative care team in order to take calls with the team on 
floors.

Educational value
Introducing the palliative care service in the ED will help in:

1-Understanding the principles of palliative care among ED health 
care members.

Figure 1: The ED as a Palliative Care Hub. The ED as a Palliative Care 
Hub in the Emergency Department[2]



2

EL Majzoub I, et al. 

Health Care: Curr Rev, Vol. 11 Iss. 2 No: 1000336

2-Educating health care staff about the role of palliative care in 
providing better quality of life to patients eligible for palliative care.

3-Introducing palliative care curriculum into the emergency 
medicine residency program

4-Educating ED physicians and health care providers about the 
importance of the coordination of the patient's plan of care with 
oncologists and palliative care team.

5-Developing Screening criteria for detecting patients eligible for 
palliative care and end of life care.

Ancillary medical staff

Nursing staff play an important role in advocating for palliative 
care and they prove to be a significant source of support. Case 
managers and charge nurses will receive on- site training which will 
be delivered by the ED palliative care privileged physician and the 
palliative care team. The training is a combination of lectures and 
workshops alongside hospital rounds.

Malpractice issues

Palliative care delivery and ethics are both complementary; and the 
use of both of them together will help maximize patient protection 
and satisfaction [5]. Effective palliative care delivery, confidentiality 
of patient information, use of antibiotics and blood transfusions, 
nutrition and advance directives are all aspects of palliative care 
practice. Failure to abide by the legal and ethical aspects of palliative 
care and end of life care like the DNR/DNI policy will result in 
malpractice issues.

Barriers to service/potential solutions

The below table shows the barriers and potential solutions to 
address palliative care needs in the ED [1] (Table1).

Table 1: The barriers and potential solutions to address palliative care 
needs in the ED.

Limited availability of 
palliative care team

Increase hours and response time 
dedicated palliative care staff to 

emergency Department
ED Setting

Crowding Dedicated private space
Lack of privacy Sound proof curtains or door

Fast-paced Observation units
Interventional/procedural Physician champions

Knowledge
Emergency providersPatients 

and families
Education in Palliative and End of Life 

Care (EPEC-EM)

Marketing plans for emergency departments

The new palliative care service at the EDs will be introduced to the 
hospitals through presentations at different departments, grand 
rounds, workshops, and seminars. The ED physician with palliative 
care privileges will be a member of the palliative care committee 
to ensure support and commitment from executive leadership. A 
needs assessment could also help identify gaps in the current versus 
ideal practice.  The results of the assessment can identify existing 
resources which could leverage the current practice.  Educating 
patients and family members about the current service is also part 
of the marketing plan. Case managers or palliative care eligible 
physicians can talk to patients and their family members directly to 
help introduce the service.

Performance indicators

There are various involved metrics pertaining to palliative care 
service assessment in the ED [6], these include:

• Patient satisfaction surveys

• In-hospital mortality rates of palliative care eligible patients 

• Length of stay 

• Decreased costs (ED visits costs and overall hospitalizations 
costs)

Departments impacted by the service

The primary department affected with this service is the Department 
of Internal Medicine; namely, intensive care units, oncology, and 
palliative care. As mentioned earlier, integrating this service will 
reduce patients' length of stay at intensive care units, allow for 
earlier consultation of palliative care team, and early involvement 
of primary care physicians in the patient's plan of care.

Advantages to the patients and the community 

During the course of a chronic or aggressive illness, a severe burden 
is placed on the patients and their family members. It is often the 
case that the entire family function is interrupted with the entire 
family's focus being consumed by the disease itself. In addition to 
the financial burden that the whole family has to withstand, there's 
an added emotional suffering. Thus, early palliative care integration 
reflects positively on both the patient and family. Infact, the quality 
of palliative care is measured in terms of symptoms management 
and the family perception of their beloved one's death [3].

Service/privilege replacing other existing privileges

If implemented, palliative care in the EDs will be an add-on service 
to the current service lines of emergency medicine [7].

Service/privilege approved by agencies

In 2008, The American Board of Emergency Medicine became an 
official sponsor of Hospice and Palliative Medicine as a subspecialty. 

The American Academy of Emergency Medicine (AAEM) dedicates 
every year during its annual assembly a section on palliative care [8].
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