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Abstract

Objectives: To describe the charac-
teristics of, and care provided to,
older people who died within 48 h
of ED presentation.
Methods: A descriptive retrospec-
tive cohort study of people
65 years and older presenting to
two EDs in Queensland, Australia,
between April 2018 and March
2019. Data from electronic medi-

cal records were collected and
analysed.
Results: Two hundred and ninety-
five older people who died within
48 h of ED presentation were
included. Nearly all arrived by
ambulance (92%, n = 272) and
36% (n = 106) were from aged
care facilities. Three-quarters
(75%, n = 222) were triaged into
the most urgent triage categories
(i.e. Australasian Triage Scale;

ATS 1/2). Fewer than half were
previously independent with
mobility (38%, n = 111) and
activities of daily living (43%,
n = 128). Sixty-one per cent
(n = 181) had a pre-existing
healthcare directive. Twenty-two
per cent (n = 66) died in ED,
most commonly due to pneumo-
nia, intracerebral haemorrhage,
cardiac arrest and/or sepsis. Over
half had one or more ED visits
(52%, n = 154) and/or hospital
admissions (52%, n = 152)
6 months prior.
Conclusions: Identification of patients
at end-of-life (EoL) is not always
straightforward; consider recent reduc-
tion in independence and recent ED
visits/hospital admissions. System-

Correspondence: Ms Amy L Sweeny, Emergency Department, Gold Coast Hospital
and Health Service, Gold Coast, QLD 4215, Australia. Email: amy.sweeny@health.
qld.gov.au

Amy L Sweeny, BSc, MPH, RN, Research Manager, Senior Lecturer, Honorary
Adjunct Assistant Professor; Nemat Alsaba, MBBS, FACEM, Emergency Physician,
Assistant Professor; Laurie Grealish, DipNurs, GradCertOncNurs, GradDipNursSt
(Edn), MN, PhD, FACN, Associate Professor CNC Older Person (Education); Katya
May, BA, MSN, PhD, Senior Lecturer, Nurse Researcher; Ya-Ling Huang, BN, MN,
PhD, Nurse Researcher, Lecturer; Jamie Ranse, BNurs, GradCertClinEd,
GradCertClinEpi, MCritCareNurs, PhD, Associate Professor; Kerina J Denny, MBBS,
PhD, BSc (Hons), Fellow, Faculty Member; Bill Lukin, MBBS, FACEM, FChPallMed,
Clinical Associate Professor, Lecturer, Staff Specialist; Andrew Broadbent, MBChB,
BMedSc, MHM, FRACP, FAChPM, Director of Palliative Care, Associate Professor;
Erin Burrows, BNurs, PGCertPH, PGCertNurs, Research Nurse; Kristen Ranse, BN,
MN, PhD, Senior Lecturer; Linda Sunny, BMedSt/MD, Medical Student, PostGrad
Resident; Meghna Khatri, BMedSt/MD, Medical Student; Julia Crilly, BNurs,
MEmergN (Hons), PhD, Professor of Emergency Care.

This is an open access article under the terms of the Creative Commons Attribution-
NonCommercial License, which permits use, distribution and reproduction in any
medium, provided the original work is properly cited and is not used for commercial
purposes.

Accepted 27 September 2023

Key findings
• Over half (52%) of 295 older

people who died within 48 h
of ED presentation had one
or more prior ED visits and/
or hospitalisations.

• Management of some symp-
toms common at the end of
life (including dyspnoea, anxi-
ety and agitation) with medi-
cations, and PRN prescribing
of these, occurred less fre-
quently in ED compared to
the wards.
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based strategies that span pre-hospital,
ED and in-patient care are rec-
ommended to facilitate EoL pathway
implementation and care continuity.

Key words: aged, critical illness,
delivery of healthcare, emergency
service, hospital, palliative care, ter-
minal care.

Introduction
Globally, our population is ageing.
By 2050, the number of people aged
65 years and older is projected to
double, increasing to 1.5 billion.1 In
Australia, people aged 65 years and
older are over-represented in ED pre-
sentations. Although making up
about 16% of the general popula-
tion, they account for around 21%
of ED presentations.2 Similar obser-
vations are noted in other
countries.3–5 Health service planning
for older people using ED services is
an essential area for consideration.6

The ED setting has traditionally
been a place centred on rapid
curative-focused interventions and
care provision to patients with acute
injury or illness. However, the ED is
commonly utilised by people nearing
end-of-life (EoL). Adults visit EDs on
average 0.2–0.3 times annually.7

However, in the last year of life, this
increases to 1.3–1.7 visits to ED.7,8

For people aged over 65 years, a lon-
gitudinal US population-based study
found that 75% visited an ED in
their last 6 months of life.9 ED clini-
cians are thus increasingly compelled
to address the complex, symptom-
focused management of older people
living with multiple chronic diseases
as they approach EoL rather than
solely curative interventions.10,11

The application of EoL care in ED
requires more attention.12 EoL care
is defined as: ‘support for people
who are in the last months, weeks or
days of life’, and begins when death
is imminent, whether due to an
advanced incurable condition or a
sudden catastrophic event.13 For the
purpose of this manuscript, EoL is
limited to those imminently dying,
that is, within 48 h, and can incor-
porate the palliative approach and
specialist palliative care. A recent

systematic review concluded that pro-
viding palliative care from within ED
is feasible, safe, and improves the qual-
ity of life for patients and families.14

However, only 10–41% of the popu-
lation have prepared EoL care
documentation,15,16 even among older
people. Reasons proposed for this
include fragmented health services, a
reluctance to discuss dying (for clini-
cians, patients and/or their families),
difficult/inaccurate prognostication,
difficulty accepting prognosis and the
curative focus of medicine.17 This lack
of pre-planning, along with logistical
barriers in accessing relevant EoL doc-
umentation when it exists,18 creates
challenges for ED clinicians trying to
determine the best plan of care for
someone they met 10 min earlier.
Some progress has been made

towards identifying EoL care prac-
tices within EDs, and factors influenc-
ing these practices.19,20 However, the
integration of EoL care into ED, that
is, the introduction of models of
care,21–23 policies,24 guidelines,25

pathways26–28 and screening
tools,29–31 is not well described.32

The aim of the present study was to
(i) describe the characteristics of peo-
ple aged 65 years and older who died
within 48 h of ED presentation and
(ii) describe how EoL practices were
integrated into the care they received.

Methods
Design, setting and sample

This was a retrospective cohort
study undertaken at two public
hospital EDs (Site A and Site B)
within the one health service which
saw over 100 000 and 60 000
patients, respectively, in 2017–
2018. Site A is a 750-bed tertiary-
level facility; Site B is a 403-bed
secondary-level facility. Both sites
provide emergency, medical, and
mental healthcare. The Specialist
Palliative Care Service provides
consultative services for both EDs
that are located within the same
health service. Although consults
occur over both hospitals, only Site
B has a permanent in-patient unit
with Palliative Medicine physicians
as the admitting specialist. Thus, a
patient who is reviewed at Site A

may require transfer to Site B if
specialist in-patient palliative care
is required. However, the Specialist
Palliative Care Team can similarly
support other admitting clinicians
in the provision of appropriate
EoL management at Site A or
B. Neither site had on-site 24/7
social worker services in the ED at
the time of the present study. Fur-
ther details of service availability can
be found in Appendix S1. Both sites
contain a short stay unit (SSU) or
clinical decision unit (CDU) which is
staffed by ED clinicians, considered
part of ED for the present study.
This southeast Queensland Hospital
and Health Service has a catchment
area of over 590 000 people with
16.4% aged 65 years or older.
All patients aged 65 years or

older who presented to the EDs
between 1 April 2018 and 31 March
2019, and who died within 48 h of
ED triage during an episode of
hospital-based care continuous with
their ED presentation were included.
The following exclusion criteria
were applied: age <65 years; time
between triage and death exceeded
48 h; dead on arrival or within
10 min of triage; transferred from
another health service. The date and
time of death were extracted from
the death certificate in the electronic
medical record (EMR).

Data collection

Demographic and clinical information
were provided electronically by the
Health Informatics and Business Ana-
lytics departments from two hospital
databases: the Emergency Depart-
ment Information System and the
Hospital-Based Corporate Informa-
tion System. Variables obtained elec-
tronically included: age, sex, arrival
mode, Australasian Triage Scale
(ATS), principal diagnosis and dis-
charge destination (see Table S1 for
complete list). Additional information
was manually abstracted from the
patient’s EMR, including patient
demographics (e.g. residential aged
care residence), presentation charac-
teristics (e.g. GCS score and com-
orbidities), advanced health directive
(AHD) and acute resuscitation plan
(ARP) information, indicators of

© 2023 The Authors. Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
for Emergency Medicine.

14 AL SWEENY ET AL.

 17426723, 2024, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/1742-6723.14331 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [02/10/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



frailty status (e.g. mobility, ability to
perform activities of daily living
[ADLs] and cognitive function), inter-
ventions performed (e.g. placement of
central line) and comfort measures
provided (e.g. management of pain).
Pre-existing ARPs or AHDs
uploaded into the EMR from
previous presentations/admissions
can be accessed by ED clinicians. The
abstraction quality assurance processes
and data dictionary used are provided
in Appendices S1–S3. Queensland
Health’s Care Plan for the Dying Per-
son (CPDP)28 was used as a resource
to identify recommended care elements
for abstraction. IBM SPSS v26 (IBM,
Armonk, NY, USA) was used to per-
form descriptive and inferential ana-
lyses. Cohen’s kappa was used to

measure inter-rater reliability on key
variables abstracted. Further informa-
tion on data analysis is provided in
Appendix S1.

Ethics approval

The Hospital and Health Service
Human Research Ethics Committee
(2019/QGC/53211) and Griffith
University Human Research Ethics
Committees (2020/529) approved
the present study.

Results
Two hundred and ninety-five older
people met the inclusion criteria.
Figure 1 displays the patient selec-
tion process.

The majority of patients (60%,
n = 177) died in a hospital ward.
Sixty patients (20%) died in ED and
an additional six patients (2%) died
in an SSU managed by ED staff.
Forty-six patients (16%) were admit-
ted to and died in ICU. Six patients
(2%) were cared for in ED, and able
to be discharged to their place of res-
idence where they subsequently died.
Table 1 presents information regard-
ing the place of death, first discharge
destination and discharge speciality.

Characteristics of older people
who died within 48 h of triage

Table 2 presents characteristics of
older people who died within 48 h of
ED triage. The median age of this
group was 81 years (interquartile
range [IQR] 76–89), and 36%
(n = 106) were from aged care facili-
ties. In the 6 months preceding this
final presentation, over half had one
or more prior ED visits (52%,
n = 154) and/or hospital admissions
(52%, n = 152). Eighteen people
(6%) were discharged and re-
presented near EoL 48 h later. Nearly
all arrived by ambulance (92%,
n = 272) and almost half (48%,
n = 140) presented with a GCS ≤12.
Three-quarters (75%, n = 222) were
triaged into the most urgent triage
categories (i.e. ATS 1/2). Less than
half were previously independent
with mobility (38%, n = 111) and
ADLs (43%, n = 128). The most
common reasons for death were
pneumonia, atraumatic intracerebral
haemorrhage, cardiac arrest and sep-
sis. Sixty-one per cent (n = 181) had
a pre-existing healthcare directive in
place (Table 2).

Comparisons of older people
who died within the ED versus
outside the ED

The likelihood of dying in ED versus
elsewhere (hospital ward/ICU/home)
was not significantly associated with
age or sex. However, compared to
people who died outside of ED,
those who died in ED were signifi-
cantly more likely to present with a
GCS of 3 (odds ratio [OR] 5.9, 95%
confidence interval [CI] 2.9–12.1).
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Figure 1. Flow chart of identification, screening and study inclusion of older people
who died within 48 h of ED triage.
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Nearly three-quarters (73%,
n = 48 of 66) of patients who died
in ED were triaged as ATS 1, com-
pared to 32% (n = 73 of 229)
triaged as ATS 1 who died else-
where. Older people who died in
ED were significantly more likely
to be previously independent with
mobility (OR 3.9, 95% CI 1.8–8.2)
and ADLs (OR 2.6, 95% CI 1.3–
5.1), and more likely to present
with a cardiac arrest compared to
those who died elsewhere. There
was no association between time of
triage (day: 07:00–18:59 vs night:
19:00–06:59) and whether the
patient died in ED or on the ward
in the present study. About 61% of
patients (40 of 66 and 141 of 229)
died during the day (P = 0.887).

Older people who died in ED were
less likely to have been seen in the
ED or hospital more than once in
the last 6 months, to have any kind
of EoL plan, or to have a ‘do not
resuscitate’ status.

Health service process measures

Table 3 presents information regard-
ing process measures for older people
who died within 48 h, and by location
of death. The median ED length of
stay for all patients was 3.7 h (IQR
2.3–5.8). Patients 65 years or older
who died in ED experienced a shorter
time to be seen (median 0 vs 7 min),
and a shorter ED length of stay
(median 2.3 h vs 6.6 h) compared to
those who died elsewhere (P < 0.001).

Few patients who died in ED received
a continuous subcutaneous infusion
(CSI), and/or were started on the
CPDP (n = 3 and 5, respectively);
most received these care elements on
the ward. The time from triage to
commencement of the CPDP for those
placed on the pathway was a median
of 7 h (IQR 3.5–16.0).
Seventy-five (25%) patients

underwent one or more invasive
treatments (i.e. intubation, inser-
tion of a peripheral inserted central
catheter, an interventional radiol-
ogy procedure and/or surgery) in
the 48 h between ED presentation
and death. Specifically, 16% of
patients received a central line
(n = 46), 19% were intubated
(n = 57) and 6% underwent an
interventional radiology procedure,
cardiac catheterisation or surgery
(n = 17). Of the 57 patients
intubated, 44% (n = 25) of these
patients were intubated pre-
hospital, 39% (n = 22) in the ED,
and 17% (n = 10) were intubated
after leaving ED (ICU or the oper-
ating theatre) (data not shown).

Symptoms experienced, and
treatments provided, including
by location of death

Information regarding EoL symp-
toms and their management and care
provided as recommended by the
CPDP24 is presented in Table 4.
Symptoms of pain, dyspnoea, anxi-
ety, distress, inability to manage
secretions and/or agitation were
quite prevalent among patients at
EoL, with 90% (n = 264) having
one or more of these documented in
their medical records. Of these, dys-
pnoea was the most common symp-
tom (65%, n = 192), followed by
agitation (51%, n = 151), pain
(49%, n = 145) and difficulty clear-
ing secretions (47%, n = 138).
About half (51%, n = 150) were
documented to have at least one epi-
sode of distress; 124 of these (89%)
received symptom control manage-
ment. A CSI pump was provided for
37% (n = 108) of this cohort,
regardless of documented symptoms,
commencing a median of 13.9 h
(IQR 5.9–27.3) after triage.

TABLE 1. Place of death, discharge destination and discharge specialty
accepting care for older people who died within 48 h of ED triage

n %

Place of death

Died in ED (includes SSU/CDU) 66 22.4

Died in ICU 46 15.6

Died in hospital ward (not in ED) 177 60.0

Died at place of residence 6 2.0

First discharge destination

Admitted to ward 40 13.5

Admitted directly to ICU 30 10.1

Admitted via Theatre or Cardiac
Catheter Suite

13 4.4

Admitted to SSU/CDU (ED) 39 13.2

Admitted to Medical Assessment
Unit

111 37.6

Discharged to place of residence 1 0.3

Transferred to another hospital 1 0.3

Morgue 60 20.3

Discharge speciality

Medical 154 52.2

Emergency medicine 60 20.3

Intensive care 48 16.3

Palliative care 24 8.1

Surgical 4 1.4

Geriatric 3 1.0

Oncology 2 0.7

CDU, clinical decision unit; SSU, short stay unit.

© 2023 The Authors. Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
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TABLE 2. Demographic, healthcare utilisation and ED characteristics for older people who died within 48 h of triage

All deaths
within
48 h

(n = 295)

Died in
ED

(n = 66,
22.4%)

Died
elsewhere†
(n = 229,
77.6%)

Characteristic n % n % n % OR (95% CI) P-value

Median age in years (IQR) 81 (76–89) 81 (76–87.25) 82 (76–89) 0.608

Age group

65–69 28 9.4 5 7.6 23 10.0 0.92 (0.29–2.93) 0.893

70–74 27 9.1 6 9.1 21 9.2 1.21 (0.40–3.66) 0.730

75–79 66 22.3 15 22.7 51 22.3 1.25 (0.53–2.93) 0.608

80–84 54 18.3 17 25.8 37 16.2 1.95 (0.83–4.58) 0.124

85–89 57 19.3 11 16.7 46 20.1 1.02 (0.41–2.53) 0.972

90+ 63 21.3 12 18.2 51 22.3 1.00 (reference)

Sex, male 154 52.2 32 48.5 122 53.3 0.83 (0.48–1.43) 0.492

Aged care facility resident

Yes 106 35.9 18 27.3 88 38.4 0.60 (0.30–1.10) 0.096

No 189 64.1 66 72.7 141 61.6 1.00 (reference)

Prior presentation to ED in previous 48 h

Yes 18 6.1 4 6.1 14 6.1 1.0 (0.33–3.10) 1.00

No 277 93.9 62 93.9 215 93.9 1.0 (reference)

Prior ED presentations in previous 6 months

None 141 47.8 39 59.1 102 44.5 1.0 (reference)

One 83 28.1 16 24.2 67 29.3 0.63 (0.32–1.20) 0.162

Two or more 71 24.1 11 16.7 60 26.2 0.48 (0.22–0.99) 0.048

Prior admissions in previous 6 months

None 143 48.5 42 63.6 101 44.1 1.0 (reference)

One 75 25.4 14 21.2 61 26.6 0.55 (0.27–1.09) 0.086

Two or more 77 26.1 10 15.2 67 29.3 0.36 (0.17–0.76) 0.006

Arrival mode

Self-present 23 7.8 2 3.0 21 9.2 0.31 (0.07–1.4) 0.122

Ambulance 272 92.2 64 97.0 208 81.8 1.0 (reference)

GCS on presentation <0.001

≤3 48 16.3 25 37.9 23 10.0 5.9 (2.9–12.1)

4–12 92 31.2 17 25.8 75 32.8 1.2 (0.6–2.5)

13–15 155 52.5 24 36.4 131 57.2 1.0 (reference)

Triage category <0.001

1 121 41.1 48 72.7 73 31.9 5.3 (2.4–12.1) <0.001

2 101 34.2 10 15.2 91 39.7 0.9 (0.3–2.4) 0.893

3–5 73 24.7 8 12.1 65 28.4 1.0 (reference)

Frailty indicator: cognitive impairment

Yes 107 36.2 16 24.2 91 39.7 0.5 (0.3–0.9) 0.021

No 188 63.7 50 75.8 138 61.3 1.0 (reference)

(Continues)
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Thirty-five per cent of all patients
(n = 103) were placed on the
CPDP.24 Most had family present at
time of death (86%, n = 253), were
nursed in a private room (77%,
n = 228), and had a social work
consult (72%, n = 212). One in
eight had a specialist palliative care
consult (14%, n = 42) during their
last 48 h. Forty-seven per cent
(n = 138) received a Pro Re Nata

(PRN) prescription for all three
antianxiolytics, antisialagogues and
analgesia.
Interventions and EoL care pro-

vided were also examined according
to the location of death (Table 4 and
Fig. 2). Initiation of the CPDP and
prescription of symptom management
medications were less common,
whereas the patient was in ED. For
patients dying in ED, symptoms of

pain were usually addressed, with
16 out of 18 patients with docu-
mented pain (89%) receiving anal-
gesia. However, few who died in
ED received treatment for docu-
mented anxiety (2 out of 8 patients
[25%]), or agitation (3 out of 18
patients [17%]).
Additional characteristics, care ele-

ments and outcomes are presented in
Tables S2 and S3.

TABLE 2. Continued

All deaths
within
48 h

(n = 295)

Died in
ED

(n = 66,
22.4%)

Died
elsewhere†
(n = 229,
77.6%)

Characteristic n % n % n % OR (95% CI) P-value

Frailty indicator: mobility <0.001

Independent 111 37.6 40 60.6 70 30.6 3.9 (1.8–8.2) <0.001

Assistance with mobility aid 94 31.8 14 21.2 81 35.4 1.2 (0.5–2.8) 0.705

Dependent on others to mobilise 45 15.2 2 3.0 43 18.8 1.0 (reference)

No mobility 41 13.9 9 13.6 32 14.0 6.0 (1.2–29.9) 0.032

Unable to determine 4 1.4 1 1.5 3 1.3 Not included

Frailty indicator: self-care with ADLs (dressing, bathing, feeding) 0.001

Independent 128 43.3 41 62.1 87 38.0 2.6 (1.3–5.1) 0.006

Dependent for one or two ADLs 67 22.7 8 12.1 59 25.8 0.7 (0.3–1.9) 0.538

Fully dependent 91 30.8 14 21.2 77 33.6 1.0 (reference)

Unable to determine 9 3.1 3 4.5 6 2.6 Not included

Most frequently occurring diagnoses (ICD10) <0.001

Pneumonia‡ 31 10.5 2 3.0 29 12.7 0.27 (0.06–1.18) 0.081

Intracerebral haemorrhage – atraumatic
(I61.9)

28 9.5 8 12.1 20 8.7 1.6 (0.6–3.8) 0.333

Cardiac arrest (I46.9) 23 7.8 16 24.2 7 3.1 8.9 (3.4–23.2) <0.001

Septic shock (A41.9) 19 6.4 2 3.0 17 7.4 0.5 (0.1–2.1) 0.31

Palliative care (Z51.5) 13 4.4 1 1.5 12 5.2 0.3 (0.0–2.6) 0.287

None of the above 181 61.4 37 56.1 144 62.9 1.0 (reference)

End-of-life planning

Any pre-existing plan in place§ 181 61.4 31 47.0 150 65.5 0.5 (0.3–0.8) 0.007

Pre-existing ARP including ceilings of care 116 39.3 17 25.8 99 48.2 0.13 (0.05–0.21) <0.001

Patients with not-for-resuscitation status
(either pre-existing or established this
stay prior to death)

233 78.9 36 54.5 197 86.0 0.22 (0.1–0.4) <0.001

†Elsewhere: On ward, in ICU or at home. ‡Twelve cases of aspiration pneumonia (J69.0) and the rest unspecified (J18.9).
§Any of: Enduring Power of Attorney (EPOA), Statement of Choices (SoC) or Advance Health Directive (AHD). ADLs,
activities of daily living; ARP, acute resuscitation plan; ICD10, international classification of diseases (10th edition);
OR, odds ratio.

© 2023 The Authors. Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
for Emergency Medicine.

18 AL SWEENY ET AL.

 17426723, 2024, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/1742-6723.14331 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [02/10/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Discussion
The present study revealed a variety
of patient trajectories towards EoL,
including unexpected life-limiting
emergencies, acute exacerbations of
chronic diseases, and patients more
slowly and expectedly progressing
towards EoL. The present study dif-
fers from previous literature regard-
ing EoL experiences in the ED, in
that previous research has largely
focused on a specific disease subtype
(e.g. advanced cancer or terminal ill-
ness). Indeed, the diversity in disease
trajectories demonstrated in the cur-
rent cohort highlights the unique
challenges that ED-based clinicians
face in both recognising, and thus
caring for, patients approaching the
final 48 h of their lives.
Although many older people pres-

ented with conditions conferring a
high risk of imminent death (e.g. GCS
3, ATS 1, cardiac arrests and cerebro-
vascular events), about half of EoL
presentations seemed to have a less
noticeable, but telling, clinical picture.
In particular, this latter group at EoL
were older adults with a frailty indica-
tor (such as some limitations in mobil-
ity or ADLs or cognitive impairment),
many with advanced care planning,
and many with one or more prior pre-
sentation or hospitalisation in the pre-
vious 6 months. This subset could be
flagged at triage and targeted for
goals of care discussions. ED

clinicians are also encouraged to join
advanced care planning advocates
and address the recognised barriers to
advanced care planning.
Another potential approach to

improve recognition and therefore
care of patients at EoL would be to
use a modified version of ‘the surprise
criteria’.33 ‘Surprise’ criteria have
been previously applied to identify
those patients who may die within
the next year to direct appropriate
palliative interventions, and have
shown to portend an increased prob-
ability of death (OR [95% CI]) in the
next year of 3.5 (1.4–9.1).33 A modi-
fication, for example, ‘the surprise-
ED criteria’, would change the time-
frame from 12 months to 48 h; that
is, the clinician would not be ‘sur-
prised’ if the patient died in the next
48 h. For patients meeting ‘surprise-
ED’ criteria, goals of care discussion,
taking about 10 min to conduct
according to one study,34 could
ensue. Sensitivity/specificity testing of
this type of screen is recommended.
Other innovative models to improve
EoL recognition and care have
recently emerged as a response to
surges in critical COVID-19 cases.
These include: embedding a palliative
care clinician within the ED, includ-
ing palliative care clinicians at hand-
overs for ‘at risk’ patients, or the
establishment of triggers for a special-
ity consult,21 which could be nurse-

initiated triggers.35 Although these
models may not be practical in non-
pandemic settings, non-pandemic
times, or for small institutions, they
still may be beneficial in some settings
or in some crisis situations.
In the present study, 92% of

older people at EoL arrived by ambu-
lance and 75% were triaged as a
category 1 or 2 (i.e. resuscitation or
emergency), where medical assess-
ment and treatment response should
be immediate (for ATS 1), or within
10 min (for ATS 2). Nationally, 26%
of all ED presentations arrived by
ambulance and 15% were triaged as
ATS 1 or 2. The opportunity for pre-
hospital EoL assessment warrants
exploration. Our cohort was older,
with a greater proportion of ATS
1 and 2 patients compared to all pre-
sentations nationally. The median
time to be seen of 4 min in the pre-
sent study reflects these characteris-
tics; nationwide, the median time to
be seen in 2020–2021 was 18 min.2

Further larger-scale research is
needed to understand if the profile
and process outcomes of older people
at EoL found in our study cohort are
reflected elsewhere.
Eighteen patients (6%) were dis-

charged home 48 h prior to EoL re-
presentation. Further exploration into
the circumstances around discharge
and re-presentation in EoL situations
is warranted to better understand

TABLE 3. Process measures for older people who died within 48 h of ED triage, by location of death

All patients (n = 295) Died in ED (n = 66)
Died elsewhere†

(n = 229)

n Median (IQR) n Median (IQR) n Median (IQR) P-value

ED waiting times

Time from triage to
first seen (min)

295 4 (0–21) 66 0.0 (0.0–4.25) 229 7.0 (0.0–29.0) <0.001

ED length of stay (h) 295 3.7 (2.3–5.8) 66 2.3 (1.3–3.9) 229 6.6 (4.0–9.2) <0.001

Time from triage to CSI
device (h)

108 13.9 (5.9–27.3) 3 0.5 (0.32–2.3) 105 14.4 (6.3–27.5) Not calculated
due to small
numbers

Time to commencement
of CPDP pathway
from triage (h)

103 7 (3.5–16.0) 5 0.8 (0.8–1.3) 98 7.9 (4.1–17.6) Not calculated
due to small
numbers

†Elsewhere means ICU, ward or at home. CPDP, Care Plan for the Dying Person; CSI, continuous subcutaneous infusion.

© 2023 The Authors. Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
for Emergency Medicine.
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TABLE 4. End-of-life (EoL) care provided by place care initiated, and symptom management for older people who died
within 48 h of triage

Care
provided
(n = 295)

Care
initiated in

ED or
SSU

(n = 295)
Number eligible† for care

initiation on ward

Care
initiated on

ward
(among
eligible)

Indicator n
Valid
% n

Valid
% n n

Valid
%

On Care Plan for the Dying Person
pathway

103 34.9 25 8.5 205 78 38

Family present at bedside at time of
death‡

253 85.8 48 72.7 229 205 89.5

Not intubated 238 80.7 248 91.9 202 192 95

Nursed in a private room§ 228 77.3 41 13.9 188 187 99.5

Face-to-face discussion, family and
doctor‡

243 82.4 48 72.7 229 195 85.2

Consult by palliative care 42 14.2 14 4.7 215 26 12.1

Social work consult provided¶ 212 71.9 125 42.4 163 76 46.6

EoL symptom screening and prescribing

Screened for pain in ED 211 71.5 211 71.5 ED-specific

Recorded on presentation to ED 160 54.2 160 54.2

Not recorded on presentation, but
recorded later in ED

51 17.3 51 17.3

No pain scores reported in ED 99 33.6 99 33.6

PRN prescribing

Prescribed PRN analgesia 227 76.9 142 48.1 116 85 73.3

Prescribed PRN anxiolytic 173 58.6 74 25.1 175 97 55.4

Prescribed PRN antisialagogue 149 50.5 70 23.7 177 77 43.5

Prescribed all three above†† 138 46.8 44 14.9 199 66 33.2

Prescribed all three above or
received a CSI device

183 62.0 45 15.3 184 104 56.5

Died in
ED (n = 66)

Died
elsewhere (n = 229)

EoL symptom management n % n % n %

Received CSI device (regardless of documented symptoms) 108 36.6 10 15.2 98 42.8

Time from triage to CSI device (h) 13.9 (5.9–27.3) 0.5 (0.32–2.3) 14.4 (6.3–27.5)

Any symptoms at any time documented‡‡ 264 89.5 51 77.3 213 93.0

Of these, received CSI device 104 39.4 9 17.6 95 44.6

Pain present at any time 145 49.2 18 27.3 127 55.5

Of these, received analgesia 136 91.7 16 88.9 120 94.5

Anxiety present at any time 74 25.1 8 12.1 66 28.8

Received anxiolytic or antipsychotic 44 59.5 2 25.0 42 63.6

Agitation present at any time 151 51.2 18 27.3 133 58.1

Received anxiolytic or antipsychotic 99 65.6 3 16.7 96 72.2

© 2023 The Authors. Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
for Emergency Medicine.
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this, especially in the context of
whether the re-presentation was
‘planned’ or ‘unplanned’.36
Our findings highlight some oppor-

tunities to enhance care for patients at
EoL in the ED. Time in ED represents
an excellent opportunity to plan
symptom control. Poor symptom
management at EoL (not specific to
the ED context) has been identified as
one of the most significant causes of
dissatisfaction.12 Our findings indicate

that the assessment and management
of pain in the ED was common for
people at EoL. The use of medication
for alleviating other symptoms (such
as dyspnoea, anxiety and/or agitation)
was not reported as often; we did not
collect data on non-pharmacological
approaches for symptom management
such as those that have been reported
elsewhere to be beneficial.37,38 It
should also be noted that some
patients who died in the ED did so

during active resuscitation efforts, and
that this group was not differentiated
in the present study. It is worthwhile
for EDs to consider auditing the group
of patients who die in ED to identify
whether the initiation of EoL care was
possible on a case-by-case basis.
The Australian Commission on

Safety and Quality in Health Care
states: ‘it should be as easy to access
support for the provision of appropri-
ate end-of-life care as it is to escalate
care for reversible deterioration’.25 ED
clinicians are faced with a challenge to
provide the appropriate care for
patients, sometimes without knowing
the patients’ wishes. Updating patients’
advance care plans and content at each
healthcare encounter (primary or
emergency care) will help identify
those at EoL, and prepare patients and
their carers. When accessing acute care
is necessary, recognition of a dying
patient (by a clinician or family mem-
ber) could be a trigger for a ‘Code
Comfort’39 much like a ‘Code Blue’ or
a ‘Trauma Alert’, garrisoning the
appropriate personnel, communication
cascades and resources to co-develop
goals of care and provide a good death
in the preferred setting, as determined
by the patient and family. Further
operationalisation of EoL cares into a

Died in
ED (n = 66)

Died
elsewhere (n = 229)

EoL symptom management n % n % n %

Dyspnoea present at any time 192 65.1 40 60.6 152 66.4

Received analgesia 142 74.0 22 55.0 131 86.2

Difficulty clearing secretions present 138 46.8 18 27.3 120 52.4

Received CSI device§§ including antisialagogue 27 19.6 0 0.0 27 22.5

Number of episodes of distress documented

One or two episodes 96 32.5 17 25.8 79 34.5

Received any symptom control medication 80 83.3 12 70.6 68 86.1

Three or more episodes 54 18.3 1 1.5 53 23.1

Received any symptom control medication 54 100.0 1 100.0 53 100.0

†Eligible population excludes those who already received this care in ED, or who died in ED. For the ‘not intubated’ indicator,
eligible population also excludes 25 patients intubated prior to arrival in ED. ‡The location-specific denominator is patients
dying in that setting (n = 66 ED, n = 229 ward/other). §Private room unable to be ascertained for 104 patients, whereas in
ED. ¶Includes 11 families that received a first social work consultation after the patient died. ††Thirty-four patients received
one or more medications in ED and others on ward and are not counted as receiving all three in either. ‡‡Any of: pain, dys-
pnoea, agitation, anxiety and inability to clear secretions. §§Oral administration not captured for this symptom. CSI, contin-
uous subcutaneous infusion; PRN: Pro Re Nata = as required; SSU, short stay unit (considered part of ED).

Figure 2. Proportion of older people with documentation indicating receiving an
end-of-life care element by location care initiated, and for all older people who died

within 48 h of ED presentation. ( ) Received; ( ) Did not receive; ( ) Proportion of

all older persons dying within 48 h with this care.

© 2023 The Authors. Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
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structured ‘code comfort’ which can
be activated, among other places,
within the ED, warrants consideration.

Limitations

The present study presents data from
two EDs/hospitals in southeast
Queensland, Australia; findings may
not be generalisable to other settings.
With our reliance on retrospective
documentation, we may have under-
estimated the true extent of some
EoL care provided. We also did not
qualify at the time of death whether
active management was continuing
or whether the patient had been
changed to comfort management:
this has implications for the interpre-
tation of the findings. Furthermore,
some older people discharged from
ED who subsequently died in the
next 48 h at home or elsewhere may
have been missed.

Conclusions
The identification of some patients at
EoL presenting to ED is not straight-
forward. System-based strategies
(such as a ‘code comfort’) that span
pre-hospital, ED, and in-patient care
are recommended to facilitate timely
symptom management, EoL pathway
implementation and care continuity.
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