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Abstract

Background: The Emergency Department (ED) has increasingly been recognized as an important site of care
for older adults with unmet palliative care needs. Despite this, no clear model of care delivery has emerged.
Aim: To assess the acceptability and feasibility of a scripted palliative care communication intervention in the
ED directed by social workers. We hypothesized that the intervention would be feasible, acceptable to patients
and ED social workers, and that the collection of patient outcomes would be possible.
Design: A prospective, unblinded, pilot randomized clinical trial of older adults with serious illness presenting
to the ED. Patients were randomized to either receive a social worker-directed palliative care intervention (n-
65), which consisted of a conversation focused on patients’ goals, values, hopes and worries, or to usual care
(n-52). The intervention was evaluated for feasibility and acceptability.
Results: Of patients randomized to the intervention arm, 66% (43/65) completed a conversation with the social
worker. Focus group feedback with the social workers further demonstrated the feasibility of these conversa-
tions. There was minimal (12%) loss to follow-up. Of the patients who received the intervention, the majority
reported that they appreciated the social workers bringing up their goals for the future (77%), their social
workers asking about their fears and worries (72%), and they liked the way the conversation was set up (81%).
Social workers administered 95% of the conversation components.
Conclusions: This pilot trial demonstrated the feasibility and acceptability of a social worker-directed, scripted
palliative care communication intervention in a single urban, academic ED.
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Introduction

The Emergency Department (ED) commonly serves as
a portal of entry to the hospital for patients with serious

illness and at the end of life,1–9 with over half of older adults
visiting the ED in their last month of life.2 As such, treatment
decisions made in the ED have been demonstrated to impact
patients’ trajectories and subsequent care.2,10

Delivering goal-concordant care, or medical care that
aligns with patients’ personal goals and values regarding their
health care, is complicated by the ED culture of aggressive
care,11,12 and that most patients present without any goals of
care discussions having taken place.13 When these discus-
sions have taken place, the ED rarely has documentation of
it.14 The result is that the care is not always aligned with
patients’ goals and values.15–17 Ultimately, although many
patients with serious illness may not value invasive therapies
that are unlikely to improve quality of life,18 most patients
who present in the last months of life are admitted to the
hospital and die there.2 As such, overall outcomes are likely
to be impacted by better understanding patients’ goals and
values during their emergency visit.19,20

One method that has been shown to facilitate the discus-
sion of patients’ goals and values is the Serious Illness
Conversation (SIC).21,22 This method has been tested in
many care settings and has been shown to effectively and
efficiently facilitate such discussions without causing wors-
ening anxiety or depression.23 Designed to be held by dif-
ferent providers on the interprofessional care team, SICs are
nondecisional explorations that focus on what the patient’s
hopes, worries, and priorities are and not specifically to ad-
dress whether or not to pursue a specific treatment. Hence,
these discussions open a window to allow medical providers
to better understand how to make sure the care options they
offer patients align with the patient’s wishes.

Despite the clear need for this understanding in the setting of
acutely ill patients presenting to the ED, limited progress has
been made toward improving access to palliative care services
there. ED clinicians and administrators cite a lack of access to
palliative care consults, the ED culture, limited knowledge
about how and when to engage palliative care, and competing
priorities as limiting their ability to deliver this care.24–26

There has also been limited evidence of long-term out-
comes with palliative care in the ED setting, although this is
complicated by the many coexisting issues occurring in the
relatively short time course of most ED visits relative to the
trajectory of a patient’s health care experience. Research
related to palliative care delivery models in the ED has lar-
gely comprised small pilot studies often exploring disease-
specific consult models,19,20,27–31 and those assessing the
training and education of ED providers in targeted palliative
care skills.27,32–38 These models do not take into account the
variable access that hospitals have to inpatient palliative care
consultation, the competing demands of ED providers and the
demonstrated barriers to having ED providers primarily de-
liver this care.24–26

We initially sought to identify commonly available clini-
cians in the ED with existing advanced communication skills
and a deep understanding of the psychosocial needs of pa-
tients to help elicit patients’ goals and values in an effort to
promote goal-concordant care and address the limited access
to palliative care in the ED.

Social workers who are commonly embedded in, or
available to, EDs in the United States support the ED as-
sessment of patients’ psychosocial needs, serve as a patient
advocates, offer counseling, and help patients navigate issues
such as housing, substance use, and domestic violence.39–41

Their presence in EDs, training, and advanced communica-
tion skills uniquely position them to explore patients’ goals
and values, using a holistic approach to patient care that relies
on their skills at navigating the complex landscape of pa-
tients’ individual, family, and sociocultural needs, including
at end of life.42,43 In this capacity, working at the top of their
license, social workers can assist the rest of the interprofes-
sional care team in better understanding the goals and values
patients share with them. If this finding is verified, social
workers may prove invaluable at expanding the capacity of
EDs across the country to understand the priorities of patients
facing serious illness with the ultimate goal of providing
goal-concordant care.

Given the novelty of employing ED social workers in this
capacity and the nuances of the ED culture and setting, we
first strived to ensure this novel social work-led palliative
care communications’ intervention was acceptable to pa-
tients and social workers and that the intervention, prag-
matically, was feasible to accomplish in a busy ED setting.
Secondarily, we sought to establish the effect size of the
intervention on patient-centered outcomes. These secondary
outcomes will be reported elsewhere.

Methods

Study design and study setting

This is a prospective, single-center, unblinded pilot clini-
cal trial of the feasibility and acceptability of a social work-
directed palliative care communication intervention in older
adults with potential palliative care needs presenting to the
ED. This study was conducted with existing ED social
workers without additional dedicated time for their effort to
assess if the goals and value discussions could be conducted
within existing workflow. The study design was developed
through discussions with the hospital’s social work leader-
ship who was also a coinvestigator and author on this study
(M.E.G.), and the three ED social workers.

This study was conducted at a 1000-bed urban academic
medical center in the United States with *120,000 annual
ED visits, a Division of Palliative Care and training programs
in both palliative care and emergency medicine. The study
was approved by the Massachusetts General Hospital In-
stitutional Review Board. This study was not supported by
external funding.

Participants

Population. We studied patients presenting to the ED
who were 75 years or older and were triaged to the Acute or
Urgent parts of the ED, the two highest acuity areas in the ED.
Exclusion criteria included non-English speaking or inability
to consent (due to condition acuity or inability to participate
in informed consent).

Sample. Given staff limitations, research assistants
screened the ED track board seven hours a day Monday–
Friday for patients who were 75+ years of age. Successive
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patients meeting the entry criteria were enrolled up to four
patients per day in an effort not to overburden the ED social
workers who had all of their usual duties to complete. Older
adults were chosen as a population who we anticipated would
have more palliative care needs, including establishing goals
and values.

Recruitment. For patients meeting this criterion, re-
search assistants approached the physician caring for the
patient and asked them the surprise question (SQ: ‘‘Would
you be surprised if this patient died in the next 12 months?’’).
The SQ has been previously identified as a tool for identi-
fying patients that would benefit from a palliative care in-
tervention in the ED.44–46 Patients screening ‘‘positive’’ to
the SQ (‘‘No, I would not be surprised if the patient died in
the next 12 months’’) were eligible for inclusion. Patients
were then approached for consent and enrolled.

Randomization

After enrollment, a baseline demographic survey was
completed with each patient. Thereafter, 1:1 randomization
occurred using a randomization schema from Random.org. If
the patient was assigned to the intervention group, the re-
search assistant paged the ED social worker with the patient
information. Patients randomized to the control group re-
ceived no further study activity on day 1 (Fig. 1).

Intervention group

Informed by an ecological model of patient-centered care,
we developed a conceptual model for a social work-led in-
tervention (Fig. 2). This model guides the design of this study
and projects into future studies of our intervention, which will
critically address issues of patient outcomes. Intervention
group patients received an SIC in the ED, facilitated by an ED
social worker. This single conversation explored the patients’
goals and values, and included their hopes and worries. It was
adapted for use by social workers in the ED through the
modified Delphi approach previously described47 and is in
the form of a script social workers follow during the con-
versation to ensure fidelity of the conversation content. Live
SICs were held at the bedside using the script and tailored to
the patient’s circumstances. Postconversation, the social

worker documented the conversation content in the medical
record using a structured note template modeled on the
conversation guide and communicated their impressions with
the ED clinical team verbally. The patient was then contacted
by a research assistant the following day to complete three
follow-up surveys. If they could not be reached, attempts
were made again on days two and three.

Social workers received structured training on the script’s
content and use, followed by a simulation with a palliative
care physician with expertise in communication training.
The social workers then did an additional simulation with a
patient actor. Before study start, each social worker ad-
ministered the conversation with one patient volunteer.
Weekly or biweekly meetings with the ED social workers
and research staff, including an ED physician, an expert in
serious illness communications, and a palliative care social
worker, were ongoing during the study period to help
troubleshoot logistics and concerns that arose about SIC
interactions. Of note, due to concerns about scope of work,
social workers were instructed when medical decisions,
prognosis, or code status type issues arose during their SICs
to encourage the patient to either talk with their medical
provider in the ED about the issues or to allow the social
worker to inform the medical provider about their concerns.

Control group

The control group completed the same baseline survey as
the intervention group and two surveys in follow-up. They
did not receive the social work-led SIC and, as such, did not
complete the survey assessing the quality of the SIC. The
follow-up protocol was otherwise the same as the interven-
tion group.

Study variables and outcome measures

Feasibility of the intervention and assessment was de-
termined by overall study accrual, the percentage of patients
randomized to the intervention that received a conversation,
the lost to follow-up rate, and the duration of the conver-
sation that was recorded by the ED social workers, and was
also informed by a focus group of social workers, facilitated
by a nonstudy staff, audiorecorded, and professionally
transcribed.

FIG. 1. Study flow diagram.
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Acceptability to patients was assessed using the Quality of
Serious Illness Conversation (QSIC), a five-item tool de-
signed to assess the degree to which patients find these
conversations acceptable, and previously employed for in-
patients.48 Acceptability to social workers was assessed
through a focus group as noted above.

Baseline characteristics were collected through a ques-
tionnaire previously designed by the Palliative Care Com-
munication Initiative,49 and abstracted from the medical
record. This questionnaire allowed patients to self-report
their quality of life and their physical, emotional, and spiri-
tual symptom burden as well as their self-reported race,
gender, education, financial security, and religious affiliation.
Participant age, insurance, and specific components of the
past medical history were collected from the medical record.

To ensure all study clinicians delivered the intervention
consistently, we assessed intervention through chart ab-
straction, using a fidelity checklist, which outlined the es-
sential components of the conversation, including: (1)
assessment of prognostic awareness, (2) disclosure of worry,
(3) exploration of what is important, and (4) recommenda-
tion. High fidelity was defined as a mean adherence of >70%
to the fidelity checklist components, which is consistent with
expert consensus for behavioral intervention studies.50

Data analysis

The primary endpoints were feasibility and acceptability.
Based on prior work related to palliative care interventions, and
informed by our recognition of social worker work load, we
determined that the intervention would be feasible if completed
in ‡60% of patients randomized to receive it. Study feasibility
was also determined by a lost to follow-up rate of <15% in both
groups, and the ability to meet a study accrual goal of 10 patients/
month. To evaluate acceptability to patients, we calculated
intervention participants’ response to the acceptability survey.

To evaluate acceptability to social workers, we conducted
a thematic analysis of the transcript of the three social
workers who participated in the focus group. Qualitative data
from the focus group were thematically analyzed using an
inductive approach. Two researchers individually read the

transcripts and a provisional coding tree was drafted. The
transcript was then independently coded by the two re-
searchers using Dedoose (SocioCultural Research Con-
sultants, LLC, Manhattan Beach, CA). Codes were adapted
as necessary, resulting in a modified code tree. Multiple
codes could be applied to a single response as appropriate.
Coding disagreements were resolved by discussion. Themes
were identified by reviewing relevant sections of transcripts.

In the comparisons shown in Table 2, we used chi-square test
or Fisher’s exact test whenever appropriate. SAS version 9.4
(SAS Institute, Inc., Cary, NC) was used for statistical analyses.

Results

Baseline characteristics were collected in 100% of patients
and well matched between the two groups (Table 1).

Feasibility

A total of 211 patients were approached for participation
during the study period (December 7, 2020–March 5, 2021
and May 3–May 20, 2021), among whom 117 were enrolled
in the study and randomized (55%). We had a recruitment
interruption due to COVID-19 pandemic-related issues. We
enrolled an average of 31 patients per month. Of the 65 pa-
tients randomized to the intervention group, social workers
were able to complete a SIC for 43 (66.1%) of them. In
intervention patients for whom the conversation was not
completed (22), the most frequent reasons included social
worker work load in other areas of the ED (45%), the patient
was discharged or admitted to the hospital before the social
worker could arrive (20%), the patient refused the conver-
sation (10%), or the patient was unable to participate sec-
ondary to acuity or confusion (10%).

We achieved an 88% follow-up rate combined across both
study groups, with 14 patients unable to complete the follow-
up surveys despite three attempts (5 in the intervention arm,
9 in the control). These patients did not differ in their baseline
characteristics when compared with the overall cohort, ex-
cept as it relates to quality of life (Table 2). The conversations
took an average of 33 minutes.

FIG. 2. Conceptual model. ED, Emergency Department.
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Table 1. Patient Characteristics

Characteristic All, n (%) Usual care, n (%) Intervention, n (%)

Full sample 117 52 65
Gender

Male 63 (54) 28 (54) 35 (54)
Female 53 (45) 23 (44) 30 (46)
Other 1 (1) 1 (2) 0

Age
75–80 42 (36) 17 (33) 25 (38)
81–85 41 (35) 22 (42) 19 (29)
86–90 20 (17) 8 (15) 12 (18)
91–95 13 (11) 5 (10) 8 (12)
96 and older 1 (1) 0 (0) 1 (2)

Race
White 96 (83) 41 (80) 55 (85)
Black 14 (12) 8 (16) 6 (10)
Native Hawaiian 3 (3) 1 (2) 2 (3)
Asian 1 (1) 1 (2) 0 (0)
Other 2 (2) 0 (0) 2 (3)

Education
Did not graduate high school 16 (14) 7 (13) 9 (14)
High school or GED 37 (32) 17 (33) 20 (31)
One to three year college or technical school 18 (15) 7 (13) 11 (17)
Bachelors degree 17 (15) 6 (12) 11 (17)
Masters or doctorate degree 29 (25) 15 (29) 14 (22)

Financial security
Secure 83 (71) 40 (77) 43 (66)
Partially secure 23 (20) 7 (13) 16 (24)
Insecure 11 (9) 5 (10) 6 (10)

Religious affiliation
Yes 91 (78) 39 (75) 52 (80)
No 26 (22) 13 (25) 13 (20)

Quality of life
High (7–10) 60 (51) 28 (53) 32 (49)
Medium 34 (29) 13 (25) 21 (32)
Low (0–3) 23 (20) 11 (22) 12 (18)

Emotional distress
Yes 61 (52) 29 (56) 32 (49)
No 56 (48) 23 (44) 33 (51)

Physical distress
Yes 87 (75) 42 (81) 45 (69)
No 30 (25) 10 (19) 20 (31)

Spiritual distress
Yes 22 (19) 9 (17) 13 (20)
No 95 (81) 43 (83) 52 (80)

Distress related to prognostic uncertainty
Yes 72 (62) 33 (63) 39 (60)
No 45 (38) 19 (37) 26 (40)

History of coronary artery disease
Yes 52 (44) 26 (50) 26 (40)
No 65 (56) 26 (50) 39 (60)

History of hypertension
Yes 104 (89) 46 (88) 58 (89)
No 13 (11) 6 (12) 7 (11)

History of diabetes
Yes 36 (31) 19 (37) 17 (27)
No 80 (69) 33 (63) 47 (73)

History of dementia
Yes 5 (4) 1 (98) 4 (6)
No 110 (96) 50 (2) 60 (94)
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Fidelity

Social workers consistently administered 95% of the in-
tervention components. Within the conversation categories,
assessment of prognostic awareness, exploration of what is
important, and recommendations were complete 95% of the
time. Disclosure of worry was completed 93% of the time.

Acceptability to patients

Of patients who received the intervention (43) and had
completed follow-up assessments (38), 77% reported that they
appreciated the social worker bringing up their personal goals
for the future; 72% reported they appreciated the social worker

asking about their fears and worries; and 81% reported they
liked the way the conversation about their illness was set
up. While not specifically measuring acceptability as the
aforementioned questions from the QSIC tool do, the survey
also revealed that 44% reported that the conversation would
influence how they prepared for the future, and 48% reported
that that discussing their illness with the social worker in-
creased their understanding of what might happen in the future.

Acceptability to social workers

In the focus group with the three social workers, themes
emerged related to the work being gratifying, meaningful,

Table 2. Lost to Follow-Up Versus Not Lost to Follow-Up

Characteristic All, n (%) Not lost to follow-up, n (%) Lost to follow-up, n (%) p

Full sample 117 103 14
Gender

Male 62 (54) 56 (54) 7 (50) 0.807
Female 51 (45) 46 (45) 7 (500)
Other 1 (1) 1 (1) 0 (0)

Age
75–80 42 (37) 36 (35) 6 (43) 0.841
81–85 39 (34) 36 (35) 5 (36)
86–90 19 (17) 19 (18) 1 (7)
91–95 13 (11) 11 (11) 2 (14)
96 and older 1 (1) 1 (1) 0 (0)

Race 94 (82)
White 14 (12) 84 (82) 12 (86) 0.641
Black 3 (3) 13 (13) 1 (7)
Native Hawaiian 1 (1) 2 (2) 1 (7)
Other 2 (2) 2 (2) 0 (0)

Education
Did not graduate high school 16 (14) 14 (14) 2 (14) 0.873
High school or GED 36 (32) 31 (30) 6 (43)
1–3 Year college or technical school 18 (16) 16 (16) 2 (14)
Bachelor’s degree 15 (13) 15 (15) 2 (14)
Masters or doctorate degree 29 (25) 27 (26) 2 (14)

Financial security
Secure 81 (71) 76 (74) 7 (50) 0.132
Partially secure 23 (19) 19 (18) 4 (29)
Insecure 11 (10) 8 (8) 3 (21)

Religious affiliation
Yes 88 (76) 79 (77) 12 (86) 0.67
No 26 (23) 24 (23) 2 (14)

Quality of life
High (7–10) 58 (51) 56 (54) 2 (29) 0.174
Medium 33 (29) 28 (27) 6 (43)
Low (0–3) 23 (20) 19 (18) 4 (28)

Emotional distress
Yes 59 (52) 52 (50) 9 (64) 0.401
No 55 (48) 51 (50) 5 (36)

Physical distress
Yes 86 (75) 76 (74) 11 (79) 1.00
No 28 (25) 27 (26) 3 (21)

Spiritual distress
Yes 21 (18) 17 (22) 5 (45) 0.136
No 93 (82) 59 (78) 6 (55)

Distress related to prognostic uncertainty
Yes 70 (61) 64 (62) 8 (57) 0.774
No 44 (39) 39 (38) 6 (43)
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and thought provoking, and a scope of work that aligned well
with their training:

It’s a lot closer to what people think of when they think about
social work, really getting to sit with someone and understand
how their upbringing and their beliefs and general views of life
impact their views about what kind of treatment they want

It’s really meaningful work. I feel like these conversations
are really interesting

I don’t feel at all uncomfortable having these conversa-
tions. I really enjoy these conversations

I’ve sat with them through them thinking that [content of
the serious illness conversation] out, which has been really
profound

They’ve been more thought-provoking for patients, and I have
enjoyed the opportunity to sit with patients during that time

I would say that these conversations have been good for me

The importance of their training and preparation emerged
as a theme in the discussion, along with areas where more
training would have been helpful:

The training that we received felt rigorous with the actors.
And that I thought was really helpful

The woman who came in from a patient-family perspective
- hearing her perspective and what their conversations were
looking like, I found really valuable

I do think that having more information or training around
code status and the nuances. even if we ourselves aren’t
getting into that. just to have a knowledge base around it.
would’ve been helpful for me

A theme related to the intervention’s reception, both from
patients and ED clinicians, also emerged. From the patient
perspective, a theme of openness, and willingness to engage
become apparent:

[the patients] want us to come.
Patients are really open to sharing and getting into deep

thought with us
Patients were really receptive to social work coming in and

having these conversations

Related to the ED providers, there was concern about
pushback:

Those pushback moments stuck with me, more than the
positive reactions, which were more than the pushback

I just don’t know that the information that we got from
patients were as respected or given as much as if [a physician]
went to the provider and said, ‘‘I had this conversation’’

With respect to feasibility of conducting SICs, there was a
recognition that there were challenges associated with doing
this work. These themes were related to the content around
code status, the challenges of the ED environment, compet-
ing priorities and to the lack of clear follow-up:

I feel a little bit of discomfort towards the last two questions
when we’re talking about, ‘‘Have you been someone that’s
talked to your provider about being on breathing machines?’’
I don’t feel super comfortable with that part of the conver-
sation

[there are] times in which we get the page. We’re going to
go to the patient, but the patient is at scans or the provider is
with the patient or the patient’s going upstairs immediately

It’s always hard to balance when there’s more work
The ED is unpredictable. So it could be fine when we agree to

meet with a patient. And then in the duration of that time we’re
meeting we get three other serious pages and get backed up

[it is hard when] we’ve related the information and having
to sit with knowing that nothing might come of it

Themes related to areas that represented opportunities for
improvements in the program included the desire for a
closed-loop system to communicate recommendations to the
team, a way to integrate family into the discussions, scripted
language that facilitates social workers building on conver-
sations that have already been started with other members of
their care team (e.g., oncologists or primary care physicians),
and tools that could help patients continue these conversa-
tions with other caregivers:

Any way that the work could be integrated into rounds
conversations might be helpful

I would also think I would have added a piece of commu-
nicating with the patient’s PCP

Giving a card to the patient. that says, ‘‘I’ve had a serious
illness conversation, I’m ready to talk about my code status,’’
or something like that that they could then hand to a provider
that they trusted

Discussion

In this pilot randomized control trial, we assessed the
feasibility and acceptability of a social worker-led palliative
care intervention in the ED. We demonstrated the ability to
enroll the majority of patients that were approached, and that
two-thirds of patients assigned to the intervention actually
received it. Additionally, most patients found the interven-
tion acceptable. To our knowledge, this study is the first to
assess the feasibility of a social work-directed palliative care
intervention in the ED.

Nonpalliative care social workers in Oncology and Gen-
eral Internal Medicine have demonstrated success in leading
conversations about patients’ goals, values, hopes, and wor-
ries.51,52 Their involvement in goals of care discussions is in
keeping with an international consensus of experts that rec-
ommends nonphysician facilitators participate in these con-
versations.53 Despite these recommendations, to our
knowledge, EDs have not engaged ED social workers in ED-
based palliative care. In the focus group, the social workers
reported that they felt this work was meaningful and felt well
within their scope of practice.

Additionally, we found that the majority of patients iden-
tified as eligible for the intervention were able to receive it,
without altering the social workers’ current responsibilities.
Given that social workers are already embedded in many
EDs, this may offer a feasible option for the provision of
aspects of palliative care in the ED. This is especially im-
portant given that there is limited access to subspecialized
palliative care providers in many EDs, and may also serve to
address some of the previously discussed cultural and struc-
tural issues related to ED providers having these discussions.

Although related work has demonstrated the acceptability
of code status conversations in the ED, it has not previously
been known how amenable patients would be to having
broader conversations about goals, values, hopes, and wor-
ries. It was also not previously known how these conversa-
tions would be received when facilitated by social workers,
who were not addressing code status directly.

Compared with an inpatient study of a similar serious ill-
ness conversation facilitated by physicians,48 acceptability
was similar: 77% of patients in this study (vs. 86% in the
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inpatient study) appreciated the clinician bringing up their
personal goals for the future; 72% versus 77% reported they
appreciated the clinician asking about their fears and worries;
81% versus 70% reported they liked the way the conversation
about their illness was set up.

Notably, this study also demonstrates the need for pallia-
tive care in the ED. Over half of the patients in the sample
experienced either physical or emotional distress and almost
half of patients (49%) reported a moderate or low quality of
life. Additionally, 89% of patients had at least one comorbid
condition. With such a high rate of physical and emotional
distress among older ED patients, and in the setting of sig-
nificant medical complexity, this study demonstrates the need
for palliative care in the ED. This finding also reinforces
previous work that examined the efficacy of the SQ in the
ED,44,45 suggesting that this is a useful screen to identify se-
riously ill older adults in the ED. Related to ongoing integra-
tion of ED providers in identifying patients that would benefit
from palliative care engagement, following this study the SQ
has been hardwired in the electronic medical record (EMR) at
the study site as a best practice alert on a subset of patients.

In our study, a lower percentage of patients (44%) reported
that the conversation helped with their prognostic understand-
ing (compared with 76% in the prior inpatient study). This is not
surprising since the content related to prognostic disclosures
was removed47 in an effort to better align the conversation guide
with the clinical scope of social workers, and the environment
of the ED in which prognostication may be more challenging,
given that information is often still being collected.

In the social work focus group, the clinicians did identify
some key areas to help improve the intervention. These in-
cluded a system to ensure that the conversations are seen, and
continued, by the inpatient team or outpatient primary care
physician (PCP). This has the potential to increase the effi-
cacy of the intervention, and will require a solution that is
likely both process based and technology enabled. The social
workers also noted a need to identify how best to engage
families. Given this study was conducted during COVID
when visitor restrictions were in place, this represents an
important insight and consideration for future intervention
improvement.

Limitations

As a pilot study, the ED social workers voluntarily par-
ticipated and were involved in the intervention’s develop-
ment. They also participated in weekly meetings with
emergency medicine, SIC, and palliative care social work
experts to continue to refine the intervention and their skills.
This may have contributed to the intervention’s accept-
ability and it will be important to continue to test this as the
intervention is evaluated at scale. Additionally, this study
was conducted at an academic medical center with limited
sociodemographic diversity. To that end, although some
demographic characteristics are similar to national sam-
ples54,55 (Gender, African American Race, Education),
other characteristics are significantly underrepresented
(Hispanic Race). Although there is no national benchmark
for self-reported financial security, our sample (with <10%
of the sample reporting financial insecurity), is not gener-
alizable to all areas. Additionally, the focus group only in-
cluded the three ED social workers, thereby limiting our

ability to achieve thematic saturation. Subsequent trials
should re-explore issues of acceptability with social work
participants.

Conclusions

This study demonstrates that a social worker-led serious
illness conversation may be feasible in the ED and acceptable
to patients and social workers. It also demonstrates that
conducting a randomized controlled trial of this intervention
is possible in the ED. This study provides an important first
step toward rigorously evaluating the impact that a novel
model of a social worker-led ED intervention can have in
providing palliative care. We believe this model has the po-
tential to offer a scalable model for identifying patients’ goals
and values early in their hospitalization and as a result, allow
patients’ care to be better aligned with their wishes. More
research will be needed to explore feasibility and accept-
ability in EDs with a different patient mix and with different
access to ED-based social workers.
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