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Summary

This report provides a rapid evidence
synthesis to answer the question “What
factors does a clinician in ED use to decide to
initiate compassionate end-of-life care?”

A key concern was the decision to initiate of
active treatment of disease rather than the
commencement of end-of-life (EOL) care for
patients who may benefit more from EOL
care.

A review of evidence considered 22 sources
and identified factors in three broad areas:
clinical prognosis, patient wishes and gaining
agreement.

Key findings

= |mproving the recognition that death is
coming, for example the use of tools or
the “surprise question” to assist with the
identification of EOL patients.

= Aneed for integrated working between
palliative care services and EDs,
particularly with access to specialists.
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Training in communication and goals of
care along with the use of guides to these
discussions.

Ensuring understanding of the
distinctions between palliative care and
end-of-life care.
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Background and methods

While the two terms are often used
synonymously, end of life care (EOLC) is
defined by the NHS as the “support for
people who are in the last months or years
of their life”(1) which differs slightly from
palliative care defined as “an approach that
improves the quality of life of patients ...
associated with life-limiting illness, usually
progressive.”(2). This evidence synthesis
focuses on EOL care.

There was a concern expressed that some
patients have active treatment of disease
initiated after presentation at ED rather
than being identified as being in need of
EOLC.

The aim of this rapid evidence synthesis was
to collate and synthesize the literature on
the factors on EOLC decision-making by
clinicians in emergency departments. Our
objectives were to look at the academic
literature that discussed factors that
influenced EOLC decision-making by
clinicians in A&E and what evidence was
provided.

Our research question was “What factors
does aclinician in ED use to decide to initiate
end-of-lifecare?”

Initial database searches identified 1,010
papers which were filtered down to 22 (the
most relevant). These were analysed for
themes and key points.
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Results

While this evidence synthesis focused
on the decisions in ED by clinicians, it is
important to note that the clinicians
include the wide clinical team, e.g.
nurses, doctors, palliative care
specialists, etc.

Factors fell into three areas: clinical
prognosis, patient wishes and gaining
agreement.
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Results

Prognosis:
Clinical(3)
= Acute disease process (4, 5)
= Severity of acute illness (6)
= Reversibility of acute illness (7)
» End stageillness (4, 5, 8).

Patient specific issues(3)
» Trajectory of chronic illness (5, 6)

Past medical history (6)
Comorbidities / Age (5, 7,9, 10)
Functional capacity (5, 6, 8,11)

Frailty (4)

Independence at home (5)
Quality of life (5)
Cognitive state (4, 5,10).

Tools for assessment

= SPICT(11)

= CRISTAL (Criteria for Screening
and Triaging to Appropriate
alternative care) (4, 10, 12)
Wang and Heidt (8)
SOFA (13)
Palliative care trigger tool (6)
Surprise question: “Would you be
surprised if your patient dies
within the next 30 days” (8,14).

Other information(3,15)
= GPrecords(16)
= Specialist input and previous
healthcare (16)
= Access to records (16)
= Advanced Care Plans (ACPs)
(15,17-20).
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Clinicianfactors
« Experience/ seniority (7, 21)
 Training / education / knowledge (19, 21,
22)
o Ethics (23)
o Law (23)
o Communication skills (9)
o Understanding of palliative / EOLC
(9,23).

Role(7)

Values - paternalistic vs collaborative (5, 7,
15, 22).

Access to End-Of-Life / Speciality Palliative
Care (SPC) clinicians (16,19).

Patient factors:

Patient and Family wishes including advance
care directives (3, 7, 8, 15,17-20).

Discussing and Gaining agreement:

= Environmental (15,16)
o Staff time/ resource (9, 21)
Location (16)
Privacy (16)
Time of day (9,21).

o O O

= Communication (9,18,19,22)
o Goals of care discussions (18, 22)
o Guides (24)
o Leaflets for patients and their
families (19).
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We adapted a diagram from Walzl et al (3) to include a wider range of factors identified and
to more clearly segment the areas that those factors seem to fall into (Figure 1).

Model of End-of-Life Decision Making Process in Emergency Departments
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Figure 1: End of life decision makingin Emergency departments (adapted from Walzl et al)

There was broad agreement within the papers on the factors used (or that influence) the
decision making for EOLC. We have split these into three areas: clinical prognosis, patient
wishes and gaining agreement.

The use of a variety of tools for identifying EOL patients was evident in the papers. These
tended to draw in clinical and non-clinical factors such as disease specifics, functional
capacity and quality of life. We did not examine the tools themselves but have listed the
ones that were identified in Appendix 1. In addition, the use of the “surprise question” was
identified as a starting point of identification.
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The clinicians’ factors such as experience, training, values and access to a wider pool of
expertise also play into the decision making. Access to records, such as those held by GPs and
ACPs, were felt to be factors.

Patient wishes, placed centrally in Figure 1, were generally expressed in the papers as
advanced care plans, i.e. prior wishes, there was little found on the patients wishes as
expressed solely in ED. The literature was light on how the family had input into the process
but it was clear that they were a factor.

There were a range of factors that influenced the discussions held between clinicians and
patients / family. These were obvious environmental factors such as having time and privacy
for discussions but also the approach used, i.e. goals of care and the information available to
patients / families.

We have expressed the process as a linear one in Figure 1 but we recognise that there is both
a degree of feedback loops as decisions, expectations and attitudes change and that the
clinical prognosis may often follow after the patient has made their wishes clear. We also
recognise the need for the time required for patients and families to fully understand the
situation, particularly where previous discussions have not happened.

Key points:

* |mproving the recognition that death is coming,
for example the use of tools or the “surprise
guestion” to assist with the identification of EOL
patients.

= A need for integrated working between palliative
care services and EDs, particularly with accessto  #5.
specialists. (9)

* Training in communication and goals of care along
with the use of guides to these discussions.

» Ensuring understanding of the distinctions
between palliative care and end-of-life care(22).
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Appendix 1: Tools

CRISTAL (Australia, Ireland, Denmark, US) - looks at age (years), median (IQR), length of stay
(days), median (IQR), nursing home resident, advanced malignancy, any mental impairment,
dementia only, proteinuria, chronic kidney disease, Fried frailty score > 3, congestive heart
failure, chronic obstructive pulmonary disease, new or previous myocardial infarction, new
cerebrovascular accident, chronic liver disease, hypoglycaemia, low urinary output, abnormal
ECG, abnormal oxygen saturation, Meet > 2 RRS criteria, hospital admission in the past year,
ICU admission in the past 12 months, two or more chronic conditions. See: (4,10,12)

Wang and Heidt: 1) presence of end-stage illness, (2) functional limitation to mostly bed or
chair, and (3) clinician would not be surprised if the patient died this hospitalization. See (8)

SPICT: looks at 6 general indicators of health deterioration and 23 indicators of severity of
specific-diseases which aim at identifying patients with a palliative profile. See (11)

SOFA: Sequential Organ Failure Assessment. Uses clinical metrics to predict mortality. See
(13)

Palliative care trigger tool: Activity of daily living items were developed from the Outcome

and Assessment Information Set and the Palliative Care Performance Scale (PPS). See (6,25)
Surprise question: “Would you be surprised if your patient dies within the next year?” See (14)
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