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Emergency clinicians often care for patients with terminal illness who are receiving hospice care and many more
patients who may be in need of such care. Hospice care has been shown to successfully address the
multidimensional aspects of the end-of-life concerns of terminally ill patients: dying with dignity, dying without pain,
reducing the burden on family and caregivers, and achieving a home death, when desired. Traditional emergency
medicine training may fail to address hospice as a system of care. When they are unfamiliar with the hospice
model, emergency clinicians, patients, and caregivers may find it difficult to properly use and interact with these
care services. Potential poor outcomes include the propagation of misleading or inaccurate information about the
hospice system and the failure to guide appropriate patient referrals. This article reviews the hospice care service
model and benefits offered, who may qualify for hospice care, common emergency presentations in patients under
hospice care, and a stepwise approach to initiating a hospice care referral in the emergency department. [Ann
Emerg Med. 2011;57:282-290.]
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HOSPICE CARE SERVICES IN THE UNITED
STATES: WHAT, WHERE, HOW, WHY, AND
FOR WHOM?
What is Hospice Care?

The word hospice comes from the Latin word hospitium,
meaning a guesthouse of rest for weary travelers. Dr. Cicely
Saunders began the modern hospice movement during the
1960s, when she established St. Christopher’s Hospice near
London.1 There she provided comprehensive palliative care for
dying patients. Currently, hospice care serves as a model for quality,
compassionate care for those facing a life-limiting illness or injury
and involves a team-oriented approach to medical care, pain
management, and emotional/spiritual support tailored to the
patient and family needs.1 Hospice is not a place, but a care system.
Care is provided in a place the patient calls home, including private
residences, nursing homes, and residential facilities. The majority
(70.3%) of patients receive hospice care at home.2 Hospice care can
also be provided in an inpatient hospice facility or an acute care
hospital setting, and the percentage of hospice patients receiving
such care has increased.2

Who Is Eligible?
In 1982, Congress included a provision to create a Medicare

hospice benefit, which has since become the standard for the
provision of hospice care services. Patients are eligible for hospice
services if they have a prognosis of 6 months or less if their disease

runs its usual course because some patients may outlive this h
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rognosis.2-9 In general, for a patient to receive hospice care, (1) 2
hysicians, an attending physician and the hospice medical
irector, certify that, to the best of their judgment, the patient is
erminally ill and more likely than not to die within 6 months if the
isease runs its normal course; and (2) the patient/family consents
o the hospice philosophy of a comfort care approach with respect
o their terminal illness. There is no penalty if a patient survives
onger. Patients may become ineligible for hospice services with
mprovement in their health status, a so-called hospice graduate,
ut may re-enroll if their clinical condition declines. Hospice care
mphasizes quality of life and “living until you die.”10 Patients may
ave any diagnosis to qualify, with noncancer primary diagnoses
ow comprising greater than 58% of all admissions to hospice.2 To
ssist physicians in determining prognosis and initiating a hospice
eferral, broad guidelines for many cancer- and non–cancer-related
onditions exist (Table 1).4 These are not hard-and-fast rules, and
oexisting conditions or a rapid functional decline can outweigh
trict adherence to these guidelines.

cope of Services and the Hospice Agency as the Patient’s
are Manager

The hospice agency is paid a per-diem rate for all care provided
o the patient related to the hospice diagnosis and in turn is the
atient’s care manager. Hospice care is provided by a
ultidisciplinary team: physician, nurse, social worker, chaplain,

ome health aide, volunteers, and therapists. Members of the

ospice team make regular visits to assess the patient and provide
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Lamba & Quest Hospice Care and the Emergency Department
additional care and support services. They are on call 24 hours a
day, 7 days a week to meet patient and caregiver needs. The hospice
team develops a care plan to meet each patient’s needs and
conducts regular interdisciplinary meetings to discuss ongoing
issues.2

Hospice care includes management of the patient’s pain and

Table 1. General hospice eligibility guidelines.*

General guidelines Progression of life-limiting disease as docum
Decline in clinical status: recurrent infectio
Multiple hospital admissions or emergenc
Decline in functional status: dependence o
Impaired nutritional status: weight loss 10
Disease-specific markers: physical examin

Disease-specific general
guidelines

Oncologic Disease with distant metastases at presenta
with either a continued decline in spite

Cardiac CHF symptoms at rest (NYHA class IV)
Must be optimally treated with diuretics and
The following help predict increased mortalit

arrest, unexplained syncope, cardiogeni
An ejection fraction of 20% or less is helpful

Pulmonary Disabling dyspnea at rest, unresponsive to t
Progressive disease: declining FEV1 (�40 m
Cor pulmonale or right-sided heart failure (no
Hypoxemia at rest (PaO2 �55 mm Hg or sat
Hypercapnia (PaCO2 �50 mm Hg) (records w
Resting tachycardia

Dementia 1. Patients with all the following characterist
Stage 7 or beyond according to the Funct
Unable to ambulate, dress, bathe without
Urinary and fecal incontinence, intermitten
No consistently meaningful verbal commu

2. Presence of comorbid conditions associat
pressure ulcers (stage 3-4), fever despite

3. Nutritional impairment
If patient has G-tube, nutritional impairme
In the absence of G-tube, decreased oral

Liver Not a transplant candidate
Impaired synthetic function: albumin level �
Ascites despite maximum diuretics
Spontaneous bacterial peritonitis
Hepatorenal syndrome
Hepatic encephalopathy despite managemen
Recurrent variceal bleeding

Renal Creatinine clearance �10 mL/min (�15 if d
Signs or symptoms associated with uremia:
Oliguria
Intractable fluid overload
Not receiving dialysis or refusing dialysis

HIV CD4 of �25 despite antiretroviral therapy, d
CNS lymphoma
Persistent wasting
Mycobacterium avium complex bacteremia
Progressive multifocal leukoencephalopathy
Visceral kaposis or systemic lymphoma resis
Cryptosporidium or toxoplasmosis resistant

CHF, Congestive heart failure; NYHA, New York Heart Association; FEV, forced exp
*Adapted from the Centers for Medicare & Medicaid Services, Medicare Coverage
tus (L25678).4 Available at: http://www.cms.gov/mcd/viewlcd.asp?lcd_id�2567
other distressing symptoms; assisting the patient with the m
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motional, psychosocial, and spiritual aspects of dying;
rovision of symptom and comfort-related pharmacotherapies,
edical supplies, and durable medical equipment, including

ome oxygen; coaching of caregivers on how to care for the
atient; speech and physical therapy; short-term inpatient care
hen active dying occurs or when symptoms become difficult to

d by:
ntractable pain or vomiting/diarrhea, dysphagia
artment visits
sistance with activities of daily living
ring past 6 mo, serum albumin level �2.5 g/L
, laboratory tests, previous imaging

or progression from an earlier stage of disease to metastatic disease
rapy or patient refusal of further disease-directed therapy

-load reduction
ptomatic supraventricular or ventricular arrhythmias, previous cardiac

ck
ot required
ent
r) or increased emergency department visits/hospitalizations
sed by valve disease or left-sided heart failure)
% on supplemental O2)
last 3 mo)

Assessment Staging Scale
stance
constant
ion: limited to 6 or fewer intelligible words
ith decreased survival, such as aspiration, pyelonephritis, septicemia,
iotics

th weight loss �10% during 6 mo, serum albumin �2.5 g/L
e

/L and INR �1.5

ic) and serum creatinine level �8 (�6 if diabetic)
kalemia, pericarditis

sed functional status plus one of the following:

to chemotherapy
rapy

y volume; G-tube, gastrostomy tube; CNS, central nervous system.
base. LCD (local coverage determination) for hospice: determining terminal sta-
_version�27&show�all#top.
ente
ns, i

y dep
n as
% du
ation

tion
of the

after
y: sym
c sho
but n

reatm
L/yea
t cau
�88
ithin

ics:
ional
assi
t or
nicat
ed w
antib

nt wi
intak

2.5 g

t

iabet
hyper

ecrea

tant
to the

irator
Data
anage at home or when the caregiver needs respite time; and
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Hospice Care and the Emergency Department Lamba & Quest
bereavement care, as well as counseling to the surviving family
and caregivers for 1 year after the patient’s death.2-9

How Is Hospice Care Paid for?
Hospice care is typically fully covered under Medicare,

Medicaid, and private insurers. Additionally, uninsured persons
may access it through local hospice agencies willing to provide
unreimbursed care.11 Current Medicare daily reimbursement
rates are approximately $143.10 for home care, $643.64 for
inpatient hospice, $155.61 for respite care, and $834.43 for
continuous home care.12 Patients may continue to follow up
with their primary care provider as well. The hospice is
responsible for all care related to the hospice-qualifying
condition for which the patient is certified. Because hospice is
the care manager, the agency will typically ask patients and their
surrogates to call them first before seeking emergency care
outside of hospice to determine whether the condition is related
to hospice certification diagnosis and whether the hospice can
manage the crisis without an emergency department (ED) visit.

While receiving hospice care, patients may present to the ED
for conditions related to or not related to their hospice
diagnosis, and reimbursement responsibility may vary. For
example, when a patient receiving hospice care for cancer
presents to the ED with a laceration from a minor injury that is
unrelated to the cancer, the regular insurer is billed and pays for
related charges. In contrast, if the same patient presents to the
ED for a pathologic femur fracture, the condition is related to
the cancer (primary certifying diagnosis), and the hospice would
be held fiscally responsible for hospital services. If a patient does
not call hospice before seeking ED care, the patient may be held
fiscally responsible for all related ED charges.

Hospice Is an Underutilized Resource
For a patient to be referred for hospice care, the clinician

would need to recognize the signs of an end-of-life trajectory
with limited prognoses. Function and clinical decline with
serious, chronic, irreversible illness at the end of life generally
follow one of 4 trajectories: (1) a relatively short period of
obvious steady decline at the end, after a diagnosis of advanced
malignancy; (2) long-term disability, with periodic
exacerbations/remissions and an unpredictable timing of death,
characteristic of those dying with chronic organ-system failure;
(3) a slowly dwindling course with self-care deficits, usually
from frailty or dementia; (4) sudden death. It is estimated that
90% of patients will experience one of the first 3
trajectories.13,14 Admittedly, recognition of these trajectories in
the emergency setting can present a significant challenge.15

Despite widespread availability, hospice care is globally
underutilized.16 In 2007, of the total 2.4 million deaths in the
United States, 38% of patients received hospice care.2 When
patients do receive hospice care, the median length of service is
about 20 days, with approximately one third (31%) of patients
served by hospice receiving care for only 7 days or fewer.2

Reasons for late hospice referrals are multifactorial and include

reluctance of physicians to prognosticate and communicate the m
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esultant prognosis, unwillingness of patients or surrogates to
ccept the terminality of their illness, considering hospice only
or those who are imminently dying, and racial/ethnic
actors.16-21 Patients and families may feel that hospice care
hastens” death and is equal to “giving up.” Although the main
ocus of hospice care is on quality of life and not curative
reatments, some evidence suggests that patients do not have
horter lives as a result of hospice enrollment alone. The
mproved psychosocial support under hospice may sometimes
ven prolong mean survival.22

ermination of Hospice Service and Advance Directives in
ospice Care
An ED visit does not equate to stopping hospice care, and

ospices typically do not automatically terminate patients from
ospice if they seek emergency care. Sometimes hospice
roviders in the home or inpatient setting may themselves
nitiate the call to emergency services for a transfer if
ospitalization is indicated and the hospice is unable to manage
hat aspect of care. Although it may seem reasonable to expect
hat a patient or surrogate who accepts the hospice philosophy
f comfort care would naturally choose a do-not-resuscitate
DNR) status, this is not always true, especially in the initial
hase of hospice care, when patients and families may have a
ifficult time accepting the terminality of the disease. A DNR
tatus is not a requirement for hospice service. Therefore,
atients under hospice care who do not have a DNR order in
lace may present to the ED, regardless of the hospice care
anager, insurance carrier paying for hospice care, or region of

ractice. When death is imminent, efforts are usually made to
enegotiate code status before the initiation of transfer; however,
his may not be achieved and resuscitation may then occur.

Advance directives are a key component of patient-centered,
nd-of-life care. Ideally, advanced care planning is a longitudinal
rocess of structured discussion and documentation that is
oven into the regular process of hospice care and gets reviewed

nd updated regularly. These advance planning documents
sually fall into 2 categories: those that relate to instructions for
edical care and those that involve the designation of a proxy

ecisionmaker for the patient. Instructional directives are the
o-not-intubate, DNR, and do-not-transfer orders, simple
edical directives that cover a single topic. In terminally ill

atients, advance directive accessibility and validity may often
e a source of misunderstanding or anxiety for ED providers
nd is therefore discussed further in the “Caring for the Hospice
atient in the ED” section.

A lack of a DNR order or initiation of a transfer to the ED
oes not necessarily terminate hospice services, but a patient
ay decide to opt out of hospice care for a number of reasons,
hich include the following: (1) patient or surrogates may
isagree with a comfort care approach and have difficulty
ccepting the natural decline of terminal illness; (2) they may
equest care directed at prolonging life that cannot be provided
y hospice; (3) they may desire a second opinion; and (4) they

ay be dissatisfied with the hospice care model or service. From
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Lamba & Quest Hospice Care and the Emergency Department
the perspective of hospice services, a patient may also be
discharged from hospice care if “beneficiary behavior is
disruptive, abusive, or uncooperative to the extent that delivery
of hospice care is seriously impaired.”7

CARING FOR THE HOSPICE PATIENT
IN THE ED

Emergency physicians experience ambivalence and
discomfort in treating patients with hospice and palliative care
needs, as outlined in a recent study on ED provider
perspectives.23 This study highlighted structural barriers to the
provision of optimal palliative care in the ED, such as a chaotic
environment, competing demands, and long wait times, as well
as communication challenges. ED providers expressed distress
and conflict over cases in which patients’ wishes or written
advance directives were in conflict with the wishes of family.
Resident trainees expressed concern that training in pain
management is inadequate and expressed regret that dying
patients they had cared for received suboptimal pain
management. The study also outlined an earlier introduction to
hospice as a possible solution to educate family members, reduce
family fear, and prevent some of the ED visits.23

Triggers of an ED Visit
Despite the fact that patients who receive hospice services are

made aware of the 24-hour on-call hospice provider, some will
still activate emergency services because this is perhaps an
ingrained “learned behavior” and an automatic response to the
trigger of perceived distress. Patients and caregivers often face
difficulty because end-of-life approaches and a visit to the ED
may signal a physical, spiritual, or psychosocial crisis. The crisis
may therefore be related to poor symptom control or a conflict
in goals of care between the patient (who may desire life-
improving measures) and caregivers (who insist on life-
prolonging measures). The crisis may occur when the patient
needs a medication unavailable in the home or faces loss of a
support device (such as tracheostomy or gastrostomy). Also, like
all care systems that can sometimes become overwhelmed, a
hospice nurse on call may not be able to respond in time.
Because a patient is not required to elect a DNR status, the
patient/surrogates may even be instructed by the hospice to call
emergency services as the patient deteriorates, if they are a “full
code.” These calls to 911 may not always represent a desire for
aggressive care but rather an expression of fear, panic, and an
inability to cope with distressing signs and symptoms or
impending loss of life.24,25 This panic is also exacerbated by late
referrals to hospice care, as previously described. When such a
patient presents to the ED, general management principles
apply and establishing early contact with the hospice and
primary care provider is essential (Figure 1).24,25 Attention to
advance directives and goals of care are paramount while pain
and nonpain symptoms are simultaneously managed.26-28 The
following is a suggested approach to managing some of the

common ED presentations in a patient receiving hospice care. c
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Addressing advance directives and reconciliation of goals
f care. In general, advance directive completion rates are
ariable, but in a multistate analysis of nursing home residents,
ates of written DNR orders as a component of advance
irective completion have been shown to be higher for patients
nder hospice care (86%) compared with nonhospice patients
67%).29 Similarly, in a large cohort of decedents the advance
irective completion rate was reportedly highest for those
eceiving home hospice care (82%).30 Often, in the context of
ife-threatening situations in a hospice-care patient, decisions
bout resuscitation and the use of life-sustaining interventions
ill frequently arise in the ED.23 Sometimes, changes in health

tatus, interfamily conflicts, and issues with institutional
rotocols pose challenges to the implementation of pre-existing
dvance planning documents and make discussions of relevant
ecisions necessary. This process is difficult when the patient
as loss of capacity or is unable to participate in decisions while

n the midst of a crisis.
Advance care planning discussions should ideally begin with

he question, what are the patient’s goals of care? We
ecommend starting with a general context and addressing
pecifics later in the conversation, as needed.31,32 Rapid advance
are planning involves (1) determining current status of advance
irectives, ascertaining who is involved in the decisionmaking,
nd thinking through what element is being negotiated; (2)
stablishing patient expectations and goals; (3) making a
ecommendation and formulating a plan, for example,
According to your goals, I would/would not suggest . . .”; (4)
onfirming and supporting the decisions made by patient and
amily; and finally (5) documenting the overall plan and writing
he orders.31,32 Specific decisions should ideally be made in the
ontext of the whole person, not isolated to discussing DNR in
he context of cardiopulmonary resuscitation (CPR). CPR is
nly one therapeutic scenario that may or may not fit the overall
oals of the patient and should not be presented as an
everything” or “nothing” option. It is also best not to use
echanistic terms (eg, “starting the heart” or “putting on a

reathing machine”).31,32

Noninvasive management of terminal dyspnea. Dyspnea
s a common symptom at the end of life. Patients receiving
ospice care frequently present to the ED with respiratory
istress as the main symptom in the last hours and days of living
ecause this shortness of breath provokes significant anxiety and
istress in the patient and the caregivers.23-28,33 The extent of
valuation to discover reversible causes and determine further
anagement is dependent on and guided by understanding
here the patient is in the dying trajectory and what the
atient’s identified goals of care are. If the goals of care are yet
o be clarified, a rapid assessment to look for reversible causes
hat can easily be relieved is warranted; hypoxia, fluid overload,
evere pain, or severe anemia should be identified through low-
urden, noninvasive investigations that may include pulse
ximetry, portable chest radiograph, and ECG. If the patient is

learly dying and the identified goals of care are comfort, then
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Hospice Care and the Emergency Department Lamba & Quest
invasive testing may not be indicated.28 Management of
terminal dyspnea can then be accomplished with a goal toward
making the patient comfortable.33-37 Opioids remain the first-
line agents to break the dyspnea-anxiety cycle, and the typical
dose is morphine 1 mg intravenously or 5 mg orally every hour,
as needed. Benzodiazepines may also assist in refractory dyspnea
management. Oxygen, upright positioning, and a fan to blow
cool air over the face often help.34-37 When goals of care are
being clarified, emergency clinicians may also consider
noninvasive ventilation, which may serve as a rescue therapy,
provide a bridge while palliative medications are being
administered, or offer time in cases in which clarification of
life-extending therapies requires further discussion.

Management of severe uncontrolled pain. Pain at the end
of life is common, and pain assessment and management are
particularly important in terminally ill patients with advanced
malignancy because these patients may have a high burden of
pain, be opiate tolerant, and already be receiving high doses of
opioids.38 There is no ceiling or maximal recommended opioid
dose. ED staff is familiar with immediate-release medications
used on an as-needed basis for acute intermittent pain. Patients
with constant moderate to severe pain will need a fixed-schedule

Figure 1. Basic guidelines to follow while car
dosing (not just an“as needed” order), which may combine r
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ustained-release with immediate-release medications. An
xample would be the use of sustained-release morphine at a
xed dose every 12 hours, with immediate-release morphine for
reakthrough pain every 4 hours, as needed. Equianalgesic
pioid conversion charts assist in estimation of a starting
nalgesic dose in the opioid-tolerant patient or when
ormulations and mode of delivery need to be switched; for
xample, when oral medications can no longer be administered
ecause of a declining ability to swallow (Table 2).38-41 Dosing
ables also help to convert an often complex array of multiple
edications into a single opioid equivalent.38

Many Web resources exist to aid the clinician in managing
evere pain in the opioid-tolerant patient.42-44 General
rinciples to follow include these: (1) calculate the morphine
quivalent as a daily 24-hour dose; (2) determine the
reakthrough dose, which is usually 10% to 15% of this
alculated daily dose; (3) titrate doses upward if pain is not
ontrolled or more than 3 breakthrough doses are being used
aily38-40; and (4) reduce the calculated conversion dose of a
ew opioid by 25% to 50% when converting between different
pioids because tolerance to one opioid does not imply
quivalent tolerance to another because of variable opioid

or a patient under hospice care in the ED.*
eceptor affinity.41 For example, a metastatic cancer patient
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Lamba & Quest Hospice Care and the Emergency Department
receiving 60 mg morphine sulfate controlled release every 12
hours needs to switch to an intravenous hydromorphone drip.
(1) Calculate total morphine equivalent daily dose; 60�2�120
mg; (2) oral morphine to intravenous hydromorphone is 20:1,
or 6 mg of hydromorphone daily (Table 2); and (3) reduce this
dose by 25%, for a starting dose of 4 mg per 24 hours, or 0.1
mg per hour.

Another pain management issue to consider is how fast can
the opioid dose be escalated to manage severe uncontrolled
pain? Dose escalation of opioids is usually conducted on the
basis of a percentage increase.42 For example, some suggest that,
for ongoing moderate to severe pain, increase opioid doses by
50% to 100%, irrespective of starting dose; and for ongoing
mild to moderate pain, increase by 25% to 50%, irrespective of
starting dose. The recommended frequency of dose escalation
will depend on the half-life of the drug; that of short-acting
agents such as morphine can be adjusted every 2 hours, whereas
that of sustained-release medications can be adjusted every 24
hours.38-40,42

Management of fever and infections. In the early 1900s,
most patients died of infection in the setting of terminal illness,
the so-called old man’s friend. Naturally, patients receiving
hospice care often present to the ED with signs and symptoms
of infection. Again, the extent of evaluation and further
management is dependent on and guided by understanding
where the patient is in the dying trajectory and the patient’s
identified goals of care.28 Antibiotics are commonly used in
hospice care to treat pneumonia and urinary tract infection.
When goals of care are therefore to improve quality of life with
reversal of infection, the clinician should treat empirically with
low-burden options such as oral antibiotics. Blood cultures,
intravenous access, and laboratory tests may be difficult to
obtain for terminally ill patients, requiring increasingly invasive
actions such as central venous access. These options should be
discussed and arbitrated case by case. Frequently, if intravenous
access is easily obtained, antibiotics by this route can be
continued at home under hospice care. When a patient presents

Table 2. Approximate opioid equianalgesic doses (adult).*†

Drug
Dose, mg,
Parenteral

Dose,
mg, Oral

Morphine 10 30
Hydromorphone (Dilaudid) 1.5 7.5
Fentanyl (Sublimaze, Duragesic) 0.1 N/A
Codeine (Tylenol with codeine, #3 or #4) N/A 200
Hydrocodone (Vicodin, Lortab) N/A 30
Oxycodone (OxyContin, Percocet, Roxicet) N/A 20

N/A, Formulation not applicable.
*Adapted from http://www2.massgeneral.org/painrelief/equianalgesia.pdf.43

†These are not suggested starting doses; these are doses of opioids that pro-
duce approximately the same amount of analgesia. Titration to clinical response
(and avoidance of intolerable adverse effects) is necessary, especially in pa-
tients with renal or hepatic insufficiency or other conditions affecting drug me-
tabolism and kinetics.
with overwhelming sepsis, it may be a sign of active death not to c
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e reversed, according to patient goals of care.28 However, if
ne is uncertain, a discussion of the risks, benefits, and
lternatives about early goal-directed therapy should ensue,
long with a discussion of the need for admission to the ICU.

Removal of life-sustaining therapy. Often, because of the
navailability of a clear advance directive, life-extending
herapies are initiated by emergency medical service providers,
ho later find that these measures are not desired. Though
ithdrawal of such life-support measures is best done with full

taff support in a private room, the lack of inpatient beds may
ecessitate that this procedure be performed in the ED. In these
ases, the emergency clinician should be comfortable removing
uch therapies if they are found to be unwanted or unwarranted
y the family or surrogate. The most commonly withdrawn
herapy in the critically ill is mechanical ventilation, followed by
asoactive drugs.45 Several commonly used algorithms for
edical management of withdrawal of ventilator support

xist.46-49 Care should be taken to ensure that the family or
urrogates are prepared for withdrawal of the ventilator,
ncluding the expectation that the patient may not die
mmediately and may in fact live for hours to days after
emoval.46,47 In general, the clinician should discontinue all
aralytics, allowing return of neuromuscular function; disable
ll alarms and titrate sedation (morphine/midazolam) to
omfort46,48,49; and wean the patient off pressure support and
olume. Only once the patient is comfortably sedated after the
bove settings have been initiated should the clinician proceed
ith extubation.

EW REFERRALS TO HOSPICE FROM THE ED
There is a growing interest for emergency physicians to

ecome involved in initiating palliative and hospice care in
ligible patients.15,50-53 In the emergency clinical arena, no ideal
alliative care model exists, and often clinicians face the barriers
f a chaotic, busy environment with limited time to focus on
hese relevant conversations, as well as a reluctance to be listed
s the primary provider in the referral.53 But early consultation
o palliative care and hospice care services can assist patients and
amilies at achieving quality end-of-life care.10 Hospice care
nrollment may decrease hospital length of stay, reduce ED
isits at the end of life, and enhance bereavement care in
urvivors, avoiding complicated grief.23 Studies on health care
osts at the end of life show that the majority of cost is incurred
n the last year of life, without an increase in satisfaction with
he quality of care.54,55 It is now estimated that more than
,000 US hospitals have a palliative care service that can assist
he ED staff in the care of patients with end-of-life needs.56 The
mergency clinician may also be key in initiating discussions
hat lead to the early referral to hospice services, making
amiliarity with basic hospice eligibility guidelines helpful
Table 1).4,16 If the patient’s goals of care are aligned with a

omfort care approach, then hospice referral from the ED is
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appropriate. Even when hospice care cannot be initiated directly
from the ED, the clinician may begin the conversation. To
further assist in establishing hospice care for the patient,
emergency clinicians may want to use a stepwise approach to
referrals as delineated in Figure 2 and ensure clinician access to

Step 1: Assess Eligibility

Is patient expected to live 6 months or less

Step 2: Assess Whether Patient/Surrogate
Philosophy

Ask, “If we could ensure that you will be ta
support and an attempt to treat what is easi

(If a patient with a terminal illness seeks sym
prolongation, then the goals of care are con

Step 3: Discuss Hospice as a Disposition

The emergency provider should discuss wit
referral to coordinate care. Because the team
professional courtesy and ensures support fo
decreasing conflicts in plans of care.

Step 4: Introduce Hospice as a Plan of C

Address any concerns and clarify misconcep
necessary for placement.

Step 5: Make a Referral; Write Holding O

Anyone on the ED team may initiate a call
may have an agency that they would prefer.
write an initial prognostic statement. Antic
Does the patient need 24-hour care? Does t
home oxygen?

Example: ED-Initiated Hospice Referral

Please evaluate for hospice care and admit i

Diagnosis: (Fill In)

Prognosis: Terminal illness with less than 6
course

Code status: (Fill, if known)

Clinician: Hospice medical director to follo
will follow the patient)

Step 6: Ensure Understanding and Secur

Communicate with patient/surrogate about
bed, hospital admission till referral, or a dis

*Adapted with permission from Emanuel L
End of Life Care (EPEC)—Emergency Medic
Chicago, IL: Northwestern University; 200

Figure 2. Step-wise approach to in
an up-to-date list of community hospice resources.32 Step 5 b
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Figure 2) also serves as a reminder to document specific
ollow-up physician care (hospice medical director or primary
rovider), which may help clarify the role of the emergency
linician as primarily that of the initial certifying physician and
ot the ongoing primary care provider, hence overcoming a key

disease runs its normal course (Table 1)?

als Are Consistent With the Hospice

are of comfortably at home, with good
versible, what would you say?”

m management without attempts at life
t with hospice philosophy.)

h the Primary Physician

primary physician the prognosis and
nterdisciplinary, it is a matter of
e hospice care plan once initiated,

o Patient and Surrogates

s. Code status may be discussed but is not

rs

local hospice. The patient or caregivers
ED attending physician would need to
questions such as, Is there a caregiver?
atient need special equipment such as

ropriate

th survival if the disease runs its normal

r the primary care physician if he or she

Plan

t to expect next: an inpatient hospice
e home with early hospice contact.

uest TE, eds. Education in Palliative and
roject. Trainer’s Guide. Module 5.

ing a hospice referral in the ED.*
if the

Go

ken c
ly re

pto
sisten

Wit

h the
is i

r th

are t

tion

rde

to a
The

ipate
he p

f app

-mon

w (o

e the

wha
charg

L, Q
ine P
8.32
arrier to initiating referrals.32
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CONCLUSION
Emergency clinicians often care for patients with a terminal

illness. An understanding of hospice as a care system may
increase the overall emergency clinician comfort level in
discussing hospice as a care option, when appropriate, with
patients and families. Using the multidisciplinary approach that
is central to the hospice model may also facilitate effective
management of patients under hospice care who present to the
ED. Because late referrals are common, hospice care patients
may present to the ED as a full code and with uncontrolled
symptoms. Skills to quickly adapt to a supportive role in the
care of a terminally ill patient and empathy with patients who
have to “switch gears” to a comfort approach when the health
care system is focused on life-sustaining therapies may enhance
patient-centered care at the end of life.

Hospice as a care system is the most comprehensive,
interdisciplinary care system available to patients, families, and
caregivers living with a terminal illness. Gaining familiarity with
hospice eligibility and referral criteria and the hospice system of
care as defined under the Medicare hospice benefit has the
potential to enhance use of this underused service. Emergency
clinicians working in concert with palliative medicine
subspecialists, local hospices, and social services may assist in
building better operational bridges of care.
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