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The emergency department (ED) provides immediate access to medical care for patients and families in times of need. Increasingly,
older patients with serious illness seek care in the ED, hoping for relief from symptoms and suffering associated with advanced dis-
ease. Until recently, emergency medicine (EM) clinicians have been ill-equipped to meet the needs of patients with serious illness, and
palliative services have been largely unavailable in the ED. However, in the past decade, there has been growing recognition from
within both the EM and palliative medicine communities on the importance of palliative care provision in the ED. The past 10 years
have seen a surge in EM–palliative care training and education, quality improvement projects, and research. As a result, the practice
paradigm within EM for the seriously ill has begun to shift to incorporate more palliative care practices. Despite this progress, sub-
stantial work has yet to be done in terms of identifying ED patients in need of palliative care, training EM clinicians to provide high-
quality primary palliative care, creating pathways for ED referral to palliative care and hospice, and researching the outcomes and
impact of palliative care provision on patients with serious illness in the ED.
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INTRODUCTION – CHANGING
DEMOGRAPHICS AND UNMET NEEDS

THE AGING OF the population along with advances in
disease-directed therapy has resulted in a growing num-

ber of older adults living with serious illness, such as
advanced cancer, chronic lung disease, or congestive heart
failure.1–3 Increasingly, these patients seek care in the emer-
gency department (ED). Adults age 75 years and older
account for over 10 million ED visits per year, and those
over 65 have the highest ED utilization rates as compared to
all other age groups.4–6 In fact, half of older adults will visit
the ED in their last month of life, many of whom will be
admitted and subsequently die in the hospital.7

Older adults with serious illness presenting to the ED may
require attention for immediately life-threatening conditions,

or may be suffering from severe physical symptoms, psy-
chological distress, caregiver burdens, and unrecognized
psychological or spiritual crises. Care for patients with seri-
ous illness should focus on goal-concordant treatments –
treatments that promote the patient’s preferences and val-
ues.8 However, traditionally the dominant paradigm in emer-
gency medicine (EM) has been therapies to maintain life at
all costs – often without attention to a patients’ prognosis,
treatment values, and preferences for care.

The majority of older adults with serious illness report that
they prefer medical therapies that will maximize their time at
home, and minimize the experience of pain and other burden-
some symptoms.9 Most prefer to avoid invasive therapies that
have a low likelihood of promoting an acceptable quality of
life (e.g., cardiopulmonary resuscitation).10 Yet, for the
majority of older adults with serious illness, the care received
in the months and years prior to death is frequently discordant
with these preferences and values. Care in the ED is often
focused on intensive life-sustaining interventions11–14 and
fails to address burdensome symptoms or invasive therapies
possibly unaligned with patient’s wishes.15–18 As a result,
many older adults with serious illness spend their final days
in and out of the ED, often dying in the hospital or intensive
care unit.14 The financial costs of providing goal-discordant
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care are staggering; more than 25% of Medicare dollars are
spent in the last year of life, 50% in the last month.15 The ED
has been a common launching point for medically aggressive,
high cost, low-quality, end-of-life (EOL) care.10

THE PAST – SHIFTING PARADIGMS;
INTEGRATION OF PALLIATIVE CARE AND
EMERGENCY MEDICINE

EARLY EFFORTS TO address the palliative care needs
of seriously ill patients in the ED were born out of a

recognition that emergency physicians play an important
role in providing care at the end of life. In 2003, the Ameri-
can College of Emergency Physicians (ACEP) Board of
Directors released a statement directing emergency physi-
cians to help patients and families “achieve greater control
over the dying process” and “improve EOL care.”19 The
Directors conveyed that emergency physicians had a duty to
develop communication skills and clinical approaches that
attend to the needs of patients with serious illness.

In 2003, little was available in the way of education, train-
ing, practice guidelines, or research to support emergency
physicians hoping to incorporate palliative medicine in their
practice. However, with acknowledgement from ACEP of
the growing need for palliative care in the ED, the ground
began to shift, and numerous local and national projects
aimed at improving palliative care in the ED emerged. In the
decade that followed, educational programs, such as Educa-
tion in Palliative and End-of-Life Care (EPEC-EM),20 and
quality improvement programs, including the Center to
Advance Palliative Care’s (CAPC) Improving Palliative
Care in Emergency Medicine (IPAL-EM)21 program were
established. Research efforts during this period included
observational and randomized trials, and pointed to several
benefits to palliative care in the ED including, improved
hospital outcomes,22 reduced hospital length of stay,22

improved patient and family satisfaction, and cost sav-
ings.23,24 Although promising, these early efforts involved
only a small fraction of EM practice nationally, and widely
adopted change was yet to occur.

Two developments, in 2006 and 2012, respectively, cat-
alyzed the speed of change in EM practice. First, in 2006,
Hospice and Palliative Medicine (HPM) became an offi-
cially recognized subspecialty of the American Board of
Medical Specialties. One of the 10 specialties allowed to
pursue HPM fellowship certification was EM. Shortly after
the recognition of HPM as a subspecialty, The American
Board of Emergency Medicine (ABEM) created a pathway
for emergency physicians to sit for the HPM board certifica-
tion. This paved the way for interested emergency physi-
cians to become dual board-certified in EM and HPM. In

2019, over 150 dual board-certified EM/HPM physicians
exist, comprising approximately 2% of all HPM physi-
cians.25

Then, in 2012, ACEP released its initial Choosing Wisely
recommendations, which emphasized the importance of inte-
grating palliative care into the ED. Among its five recom-
mendations for best practices in EM, the Choosing Wisely
recommendations stated, “Don’t delay in engaging available
palliative and hospice services in the emergency department
for patients likely to benefit.”26 The widely circulated
Choosing Wisely recommendations, together with an emerg-
ing group of leaders in EM and palliative medicine, has led
to accelerated change in EM practice and more widespread
adoption of palliative care in the ED.

THE PRESENT – TRAINING AND QUALITY
IMPROVEMENT FOR PALLIATIVE CARE IN THE
ED

Primary vs. specialty palliative care for
emergency physicians

AS THE POPULATION ages, the number of people liv-
ing with serious illness is expanding. This has brought

increased demand on the health system for the clinicians
who can provide palliative care. Currently, the shortage of
clinicians with palliative care training continues to
increase.27,28 In the face of this workforce shortage, the
American Academy of Hospice and Palliative Care Medi-
cine (AAHPM) has emphasized a delineation within pallia-
tive care practice, separating primary (i.e., basic) from
specialty (i.e., complex) palliative care, with primary pallia-
tive care being carried out by non-palliative clinicians.29

Meeting the needs of the seriously ill population means
developing competency in primary palliative medicine
across a broad array of medical specialties – particularly spe-
cialties such as EM, that have heavy contact with older
adults and the seriously ill.

Because the imperative to educate the EM workforce in
primary palliative care has only recently been established,
most practicing EM clinicians have not had exposure to pri-
mary palliative care training.30 Thus, educational and train-
ing opportunities in primary palliative care have been
developed specifically targeting practicing EM clinicians.
Well-established programs include CAPC’s IPAL-EM pro-
gram,21 and Northwestern University’s EPEC-EM pro-
gram.20 More recently, the Primary Palliative Care
Education, Training, and Technical Support for Emergency
Medicine (PRIM-ER) trial brought training and education in
palliative care to 33 EDs nationally, as part of a large clus-
ter-randomized, stepped wedge trial to measure the effect of
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primary palliative care education on older adults with seri-
ous illness.31 Additionally, state medical boards and hospital
credentialing committees have begun to require physicians
to complete 1–2 h of palliative or EOL care continuing med-
ical education. Currently, five states require physicians to
participate in palliative continuing medical education cred-
its.32

Primary palliative care training in residency

Currently, the degree of primary palliative care training for
EM residents is variable nationally. Several studies over the
past decade have examined the need for this training. Lamba
et al. in 2012 reported that, while 88% of EM residents
agreed that palliative care skills were an important area of
competency, roughly half of them reported having had mini-
mal training.33 In 2016, Kraus et al. undertook a national
survey of residency programs and found that only approxi-
mately half of the programs had any level of palliative care
training for residents. A common barrier identified was lack
of palliative expertise amongst teaching faculty. Not surpris-
ingly, many surveyed felt uncomfortable leading challeng-
ing conversations or managing refractory symptoms.34

Most EM residency programs tailor their teaching to
address the topics listed in “The Model of Clinical Practice
of Emergency Medicine,” which “serves as the basis for the
content specifications for all ABEM examinations.” How-
ever, of the hundreds of topics currently listed across the
48+ pages in the guideline’s latest addition, only a handful
are related to palliative care themes.

In 2018, a national committee of dual board-certified EM/
HPM experts developed and published a consensus piece
defining content areas and competencies for primary pallia-
tive care in the emergency department setting. The group
also developed milestones in the realm of palliative care in
EM to identify relevant knowledge, skills, and behaviors
using the framework modeled after the existing Accredita-
tion Council for Graduate Medical Education EM mile-
stones.35 Further work needs to be done to encourage and
support residency programs in incorporating these (or simi-
lar) EM–palliative educational milestones and better equip-
ping residents to provide primary palliative care.

Specialty palliative care training

As mentioned previously, fellowship training in HPM was
made available for emergency physicians beginning in
2006. Fellowship-trained physicians are able to work clini-
cally in both the ED and palliative care. Beyond clinical
work, dual board-certified EM/HPM physicians have served
in critical leadership roles at local and national levels

(e.g., Dr. Tammie Quest, MD became the first emergency
physician to be the President of AAHPM in 2019). Many
dual board-certified physicians spearhead primary palliative
care trainings and local quality improvement initiatives that
are critical to scaling up the EM response to the increasing
palliative care needs of the population.

Quality improvement initiatives

Alongside clinical training in palliative care, an increasing
number of quality improvement efforts are occurring in
the ED using traditional quality improvement methods.36

These studies have elucidated some of the challenges of
this work in EM, including staff turnover, the time con-
straints in EDs, and the challenges that older patients and
their families face in trying to fully participate in co-de-
sign.37 More recently, Wright et al. published a qualitative
study of staff priorities for improving palliative care in the
ED and identified eight challenges: (i) patient age, (ii)
access to information, (iii) communication with patients,
family members, and clinicians, (iv) understanding of pal-
liative care, (v) role uncertainty, (vi) complex systems and
processes, (vii) time constraints, (viii) limited training and
education.38 Given these challenges, it is not surprising
that the bulk of the work in improving the quality of pal-
liative care delivery in the ED has focused on trying to
improve patient access (e.g., triggered palliative care con-
sultations), clinician’s primary palliative care skills, and
create more streamlined processes.39–41 They have all
shown to result in more frequent, timely, palliative care
involvement in patients’ care after the ED.

THE FUTURE – ONGOING AND FUTURE
RESEARCH

AS PALLIATIVE CARE in EM continues to mature,
additional research is needed to help inform policy,

develop novel interventions, create practice guidelines, and
scale primary palliative care education. Key issues facing
EM–palliative care researchers must be rigorously studied
with outcomes that matter most to the patients.

Identifying patients who may benefit from
palliative care

Accurate estimates of palliative care needs among ED
patients are lacking. Large-scale efforts at data collection
quantifying this need have yet to be undertaken. One
approach to quantifying the palliative care needs would
involve the creation of a national registry. However, unlike
similar registries tracking trauma incidence42 and cancer
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prevalence43 in the health system, the precise definition of a
patient requiring palliative care has yet to be defined.44

Progress has been made towards identifying palliative
care patients in the ED. Researchers have determined that
palliative care screening in the ED is feasible using brief
screening tools like Palliative Care and Rapid Emergency
Screening (P-CaRES)45,46 and Screen for Palliative and
End-of-life care needs in the Emergency Department
(SPEED).47 In addition, mortality-based prediction could be
used as an alternative method to identify patients who might
benefit from palliative care. Quick and easy tools like the
“surprise question,” worded as “would you be surprised if
your patient died in the next one month?” has been used in
the ED setting to identify patients with high near-term mor-
tality.48,49 Prospective studies that determine the utility of
these patient identification methods and associated outcomes
are imperative to improving palliative care delivery in the
ED. In the near future, we anticipate that health-care systems
across the USA will likely require a method to identify
patients who would benefit from palliative care in the ED.

Implementation of primary palliative care in
the ED

Incremental gains to improve access to palliative care in the
ED must also occur concurrently to the identification path-
ways. Several ongoing studies are examining the effect of
palliative care programs in the ED:

1. Primary Palliative Care for Emergency Medicine (PRIM-
ER): This cluster-randomized, stepped wedge trial is

testing the effectiveness of implementing primary pallia-
tive care in 33 EDs across the USA. The intervention
includes four core components: (i) evidence-based, multi-
disciplinary primary palliative care education, (ii) simula-
tion-based workshops, (iii) clinical decision support, (iv)
audit and feedback. The study is divided into two phases:
a pilot phase, to ensure feasibility in two sites, and an
implementation and evaluation phase, where we imple-
ment the intervention and test the effectiveness in 33 EDs
over 2 years. Using Centers for Medicare and Medicaid
Services data, the primary outcomes in approximately
300,000 patients will be assessed: ED disposition to an
acute care setting, health-care utilization in the 6 months
following the ED visit, and survival following the index
ED visit. This trial is scheduled to complete in 2022.50

2. Emergency Medicine Palliative Care Access (EMPallA):
A prior randomized clinical trial found that ED-initiated,
inpatient palliative care consultation in advanced cancer
improves quality of life and does not seem to shorten sur-
vival in patients with advanced cancer. Building on the
prior trial, this multisite, cluster-randomized, two-arm clini-
cal trial in ED patients compares two established models of
palliative care: nurse-led telephonic case management and
specialty, outpatient palliative care. Seriously ill patients
are being recruited at the time of ED discharge. The target
outcomes include: (i) quality of life in patients, (ii) health-
care utilization, (iii) loneliness and symptom burden, (iv)
caregiver strain, caregiver quality of life, and bereavement.
This trial is scheduled to complete in 2023.31

3. Advance care planning (ACP) intervention in the ED.
More than 70% of older adults prefer quality of life rather

Fig. 1. Current and future palliative care in the emergency department (ED). Images created by Iconarray.com. Risk Science Center

and Center for Bioethics and Social Sciences in Medicine, University of Michigan (Accessed 20 December 2019).
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than life extension,9 yet a systematic review revealed that
56% to 99% do not have advance directives at the time of
an ED visit51 and are at risk of receiving care inconsistent
with their goals.52 To seize the opportunity of the ED visit
to engage seriously ill older adults at a critical moment in
their illness trajectory, a behavioral intervention to initiate/
reintroduce ACP conversations has been developed. This
intervention engages older adults in ACP conversations in
the ED to overcome the known barriers to ACP in this set-
ting (e.g., time constraints, limited privacy, uncertainty in
patients’ awareness of their illness).30 Modeled from pre-
viously successful ED behavioral interventions,53–58 this
intervention consists of a 6-min motivational interview
that allows ED clinicians to engage patients in thinking
about the importance of addressing goals of care with their
outpatient clinician, thus avoiding a more time-consum-
ing, sensitive conversation in the time-pressured ED envi-
ronment. Seriously ill older adults found it acceptable and
motivated them to talk to their outpatient clinicians about
their goals of care.59 The patient-centered effects of this
intervention are still being tested at this time.

As illustrated above, several approaches to improve pri-
mary palliative care skills and services are being tested in
the ED setting. Identification of patients who would benefit
from palliative care and care pathways or interventions to
provide palliative care services will be the future of ED-initi-
ated palliative care in the USA (Fig. 1). The actual compo-
nents of this future standard of care will depend largely on
the results of above-mentioned studies. In addition, under-
explored areas of research, such as the best practice and
effect of hyperacute, crisis communication (i.e., a decision-
making conversation with clinically unstable patients with
serious illness requiring urgent invasive intervention) are
needed for further exploration. Regardless of current studies,
more studies on palliative care interventions and services are
required to improve the quality of care in the ED.
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