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Abstract

During the last 6 months of life, 75% of older adults with preexisting serious illness, such as 

advanced heart failure, lung disease, and cancer, visit the emergency department (ED). ED visits 

often mark an inflection point in these patients’ illness trajectories, signaling a more rapid rate of 

decline. Although most patients are there seeking care for acute issues, many of them have 

priorities other than to simply live as long as possible; yet without discussion of preferences for 

treatment, they are at risk of receiving care not aligned with their goals. An ED visit may offer a 

unique “teachable moment” to empower patients to consider their ability to influence future 

medical care decisions. However, the constraints of the ED setting pose specific challenges, and 

little research exists to guide clinicians treating patients in this setting. We describe the current 

state of goals-of-care conversations in the ED, outline the challenges to conducting these 

conversations, and recommend a research agenda to better equip emergency physicians to guide 

shared decisionmaking for end-of-life care. Applying best practices for serious illness 

communication may help emergency physicians empower such patients to align their future 

medical care with their values and goals.

INTRODUCTION

During the last 6 months of life, 75% of older adults with preexisting serious, life-limiting 

illness, such as advanced heart failure, lung disease, and cancer, visit the emergency 

department (ED).1 An ED visit by an older adult often represents an inflection point in the 

trajectory of illness, after which function and quality of life tend to decline more rapidly.2-4 

Older adults being discharged from the ED are at 37% higher risk of loss in their activities 

of daily living4 and have an increasingly difficult time accessing primary care because of 

their physical disability from the severity of their illness.5 For patients admitted to the 

hospital, the intensity of care determined in the ED often continues during the 

hospitalization, and by default that care plan is most often focused on life-prolonging 

interventions.6 However, older adults with serious illness may possess priorities other than 

simply living as long as possible. These may include maximizing time at home, preserving 

dignity, and finding relief from suffering.7 Yet 56% to 99% of older adults do not have 

advance directives available at ED presentation.8 Therefore, these ED visits present an 

opportune “teachable moment” in that patients are a captive audience, with a mean length of 

stay of 4 hours9 and a change in health status that is likely to reflect overall disease 

progression.4 This is an opportune moment for physicians to empower patients who are able 
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to formulate and communicate their goals for immediate or future medical care. The 

challenge is to take advantage of this “teachable moment” by identifying and engaging older 

adults with serious illness while they are in the ED.

In 2016, the Society for Academic Emergency Medicine Consensus Conference released a 

consensus statement on the state of shared decisionmaking in the ED,10 emphasizing that 

excellent emergency care depends on enhanced shared decisionmaking toward the end of 

life. Shared decisionmaking can only occur after goals-of-care conversations that explore 

patients’ values and preferences. For seriously ill older adults, goals-of-care conversations 

are associated with improved quality of life, lower rates of in-hospital death, less aggressive 

medical care near death, earlier hospice referrals, increased peacefulness, and a 56% greater 

likelihood of having wishes known and followed.11-18 For caregivers, such conversations are 

associated with better bereavement adjustment12 and reduced distress in decisionmaking.
19,20 Furthermore, patients who participate in these conversations have 36% lower cost of 

end-of-life care in the last week of life, with average cost savings of $1,041 per patient.21 

Such conversations should preferentially occur in outpatient settings in which patients have 

long-standing relationships with their physicians.22 Yet determining the “right time” to have 

a conversation about future care preferences is difficult in outpatient settings, and only 37% 

of patients with cancer have conversations about end-of-life care with their physicians,12 

with the first conversation occurring on average 33 days before death.23 Clinician-level 

barriers to discussing end-of-life care include uncertainty about prognosis,24 fear of 

provoking anxiety,25 and time constraints.26 Patient-level barriers include passivity,27 lack of 

knowledge,28 and denial of the reality of life’s trajectory toward death.29 As a result, in the 

outpatient care setting, both patients and physicians frequently perceive the conversation 

about future care preferences to be too early, which results in less advance care planning 

(Figure 1).30,31

When seriously ill patients arrive in the ED with a hyperacute clinical crisis, the “crisis 

communication” becomes challenging because there is less time to make critical decisions, 

less time to develop a patient-clinician relationship, and decreased ability to communicate 

because of clinical instability (the conversation is perceived to be too late). Many seriously 

ill patients in the ED, however, are not critically ill. Because the ED visit signals a patient’s 

clinical decline, untapped opportunities exist to introduce or reinitiate the conversation about 

future care preferences in the context of evident clinical decline (possibly a teachable 

moment).

Emergency physicians often encounter older adults with serious illness at an opportune 

moment; however, previously published research on goals-of-care conversations in the ED 

are limited by small sample sizes,32,33 and most represent expert commentaries.34-36 The 

present state of practice and opportunities to improve such conversations are not well 

understood. We provide a conceptual framework of goals-of-care conversations in the ED to 

identify areas of future research. This framework reflects the review of existing literature 

and inputs from emergency medicine and palliative care experts. Given the novelty of ED 

goals-of-care conversation and the relative dearth of published work on the topic, the value 

of a systematic review is limited. Therefore, the lead author (K.O.) solicited narrative inputs 

on this topic from selected experts in palliative medicine, goals-of-care conversations, and 
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aging research with track records of publications or funding (C.L., R.S., M.A.S., S.D.B., and 

J.A.T.). Then we sought local emergency physicians with expertise in palliative care, 

communication interventions, and health policy (N.R.G., J.D.S., E.L.A., and E.B.) to 

identify the information thought to be most relevant to the practice of emergency medicine.

GOALS-OF-CARE CONVERSATIONS IN THE ED: THE “CRISIS 

COMMUNICATION” VERSUS THE “SERIOUS ILLNESS CONVERSATION”

In the ED, 2 types of goals-of-care conversations, hyperacute and subacute, tend to take 

place, depending on the acuity of the medical issues and the urgency of decisionmaking. In 

the hyperacute clinical setting, a patient with underlying serious illness experiences an acute 

decompensation in health, prompting him or her to seek care in the ED (eg, acute pulmonary 

edema from heart failure decompensation). These medical emergencies require emergency 

physicians and patients or caregivers to engage in goals-of-care conversations during which 

they rapidly decide between multiple treatment strategies, each leading down a divergent 

path (eg, intubation versus comfort care only). We refer to such goals-of-care conversations 

as “crisis communication.”

Other patients present to the ED at some point during a more long-term decline (eg, 

dehydration, failure to thrive), and the visit serves as an inflection point in their illness 

trajectory, portending a worsening course.2-4 These seriously ill patients may or may not 

have had goals-of-care conversations with their outpatient clinicians, and the ED visit is an 

indicator of a likely change in clinical status. Some of these patients may have changed their 

previously stated preferences,37 which may require reinitiation of the conversations about 

future care preferences. In this subacute situation, emergency physicians often act as the 

intermediaries to other clinicians in inpatient or outpatient settings, who will have more time 

to make difficult decisions with the patient. Here, the role of the emergency physician is to 

support patients in formulating or reformulating future care preferences and to encourage 

them to discuss their preferences with their outpatient or inpatient clinicians. We refer to 

these conversations as “serious illness conversations” (Figure 1).30

In both circumstances, emergency physicians lack evidence-based, practical methods to 

guide seriously ill patients to discuss their values and preferences for future care. Some 

emergency physicians recognize the opportunity an ED visit presents to discuss goals of 

care, and many have expressed interest in engaging older adults with serious illness in goals-

of-care conversations.38 However, the lack of training in serious illness communication and 

the time-pressured ED environment discourage emergency physicians from conducting 

detailed conversations with these patients.39 Also, the skills and tools for such conversations 

differ in these 2 settings. Practical methods are needed to help emergency physicians guide 

these difficult conversations with the patients in this setting.

Challenges and Opportunities in Crisis Communication

Although every patient’s illness is unique, most seriously ill older adults will experience 

episodes of decompensation and stability that fit 1 of 3 common patterns known as a 

“serious illness trajectory” (Figure 2).40 The illness trajectory of patients with advanced 
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organ failure often differs radically from the trajectory of those living with terminal cancer. 

Although these trajectories do not necessarily convey any information about individual 

patients, understanding of these patterns provides important insight into their likely 

emotional status and prognostic awareness (ie, how aware they are about their own 

prognosis). Among 1,193 incurable lung and colorectal cancer patients, 50% to 65% 

reported that it was “very likely” or “somewhat likely” that their chemotherapy would cure 

their cancer, despite having been informed about its palliative intent.29 When these patients 

visit the ED, their prognostic awareness is expected to be low. In contrast, the surrogates of 

patients with advanced dementia may be more aware of the expected course of illness 

because of a longer duration of progressive clinical decline.41 Recognizing that a given 

patient’s health crisis may fit into a pattern of decline may help ED clinicians to recognize 

the communication type necessary during an ED visit.

With minimal time to develop familiarity with patients, their illness, or their goals of care,
2,3,6 emergency physicians are tasked with rapidly communicating medical updates, 

disclosing bad news, exploring a patient’s values and preferences, and navigating initial 

treatment decisions (eg, intubation). However, few have studied these challenges in practice 

or tested interventions to mitigate them.19,24 Guidelines for goal-of-care conversations have 

been developed by palliative care, internal medicine, surgery, and other fields.22,25-28 These 

guidelines provide neither recommendations for conversations during an acute clinical 

decompensation when time is of the essence nor strategies adapted for the ED context. 

Initial efforts to adapt palliative care communication skills to the ED environment are 

underway and appear promising.42 The crisis communications and decisionmaking in the 

ED are likely to have a tremendous influence on the patient’s subsequent trajectory.43-45

Research Gaps for Crisis Communications in the ED

Empiric studies of the frequency, content, barriers or facilitators, and quality of crisis 

communication in the ED, as well as strategies to improve it, are needed.

Question 1: What are the incidence and contextual circumstances (eg, 
clinical, environmental) of crisis communications in the ED?—No empiric studies 

that describe the incidence and contextual circumstances of crisis communications exist, to 

our knowledge. Thus, observational and ethnographic investigations of clinicians and 

patients or caregivers involved in ED crisis communication will be essential to developing 

our understanding of these phenomena in situ. Important questions to address include the 

following:

• What are the common clinical scenarios in which ED crisis communication must 

occur? Ideally, advance care planning occurs before institution of life-sustaining 

treatment (cardiopulmonary resuscitation, intubation, vasopressor use, dialysis, 

and emergency surgery) or before significant escalation of care (transfer to a 

tertiary center or ICU).

• What kinds of decisions are made during these conversations?

• Who is involved in this decisionmaking (eg, surrogate)?
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• How long does it take to conduct these conversations?

• What are reasonable milestones to complete in these conversations in the ED?

• What is the extent of shared decisionmaking during these conversations?

• How do decisionmakers and ED clinicians (physicians and nurses) perceive these 

conversations?

• What are the outcomes considered most important by patients, family, 

decisionmakers, and health care providers from these conversations?

Question 2: What are the barriers and facilitators of crisis communications in 
the ED?—After the patterns of crisis communication in the ED are understood, clinical and 

contextual barriers and facilitators must be determined. Identifying patient, caregiver, and 

system factors associated with the crisis communication can further elucidate the essential 

next steps to improving patient-centered outcomes. Key research questions to consider 

include the following:

• What factors would make ED clinicians more likely to have ED crisis 

communication when a decision for intervention is urgent but not an emergency 

(eg, shock on vasopressors but not requiring intubation)?

• What factors would empower patients or surrogates to seek out ED crisis 

communication when not offered by ED clinicians?

• What are the expert recommended circumstances in which a health system 

should mandate that ED crisis communication occur?

• Which types of ED clinicians can best have these conversations with patients? 

Can additional members of the health care team (eg, social workers, care 

managers) have outcomes similar to those of physicians or nurses?

Question 3: What are clinically meaningful patient-centered outcomes of the 
crisis communications in the ED?—Understanding clinically meaningful patient-

centered outcomes of crisis communications will help in designing and measuring the effect 

of an intervention to standardize the crisis communication in the ED. Potential outcomes 

might include patient or caregiver satisfaction, decisional conflict, knowledge about 

prognosis and expected course of events after the patient leaves the hospital, and patient or 

caregiver behaviors leading to further discussion of end-of-life care preferences (eg, writing 

down what to ask and communicating it to the treating clinician). Additionally, early 

identification and documentation of a surrogate decisionmaker(s), early family meetings for 

admitted patients, burden of subsequent life-sustaining treatments sustained by the patient, 

and ultimate disposition of the patient (eg, home, hospice, nursing home) are potentially 

important patient-centered outcomes. Finally, the effects of crisis communication 

improvements on health care use (ie, hospital length of stay) and cost will be valuable.

Question 4: What are acceptable and scalable best practices for the crisis 
communications in the ED?—Best practices in serious illness communication exist in 

non-ED settings (eg, key questions to ask, communication skills to explore patient values).
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22,46 However, it is unclear how to adapt these practices to the ED settings to achieve 

outcomes that matter most to the patients. Key questions to address are the following:

• What are the expert-recommended, patient- or surrogate-accepted, and scalable 

methods to conduct ED crisis communications?

• How are the best practices perceived by ED clinicians, patients, and surrogates 

when implemented?

• What are the differences between crisis communication practices for patients in a 

trauma context versus medically ill one?

• What are strategies to disseminate the implementation of the best practices in 

emergency medicine nationally?

Challenges and Opportunities in Serious Illness Conversations

Emergency physicians have competing priorities in the ED to address the most life-

threatening problems first; this imperative may make it challenging to focus on outcomes 

that may not have an immediately apparent result. Although emergency physicians often see 

the need for serious illness conversations, they are often unsure of their roles in these 

conversations in relation to those of other physicians, lack an effective and practical method 

to initiate or reintroduce this conversation, and lack a process to communicate the handoff to 

inpatient or outpatient clinicians who will continue the discussion. There have not been 

efforts to investigate the best means of engaging older adults in serious illness conversations, 

to our knowledge. Further research to evaluate structured conversations, decision aids, 

prognostic tools, and clinician training necessary to conduct structured conversations would 

help focus intervention development on promising approaches.47

A brief negotiated interview intervention is a patient-centered approach used in the ED in 

other contexts (eg, substance abuse disorder) to facilitate engagement and activation of the 

patient for a behavior change (eg, alcohol abstinence). Brief negotiated interview 

interventions use clinicians’ empathetic, reflective listening to elicit behavior change by 

helping patients to evoke discrepancy between their own goals (eg, having control over 

medical decisions about their care) and their current behavior (eg, having no advance 

directive) and ultimately resolve ambivalence.48 The brief negotiated interview elicits the 

patient perspective and allows the emergency physician to respectfully provide information, 

motivation, and resources to empower the patient. Such interventions allow patients to take 

better control of their health care decisions, which promotes better health outcomes and care 

experiences.49 Brief negotiated interview interventions in the ED for substance abuse 

disorders have been shown to be effective in reducing future abuse.50-54 These studies 

demonstrate that emergency physicians can engage patients in brief negotiated interview 

interventions not directly related to acute care. A brief negotiated interview method for 

serious illness conversations in the ED has been developed and found to be acceptable to 

seriously ill older adults.55,56 The brief negotiated interview intervention for serious illness 

conversation in the ED is designed to engage seriously ill older adults to formulate their 

values and preferences; therefore, the intervention is intended to encourage detailed 

conversation with the outpatient clinician regardless of the patient’s preferences for life-
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prolonging care. It is not intended for emergency physicians to talk patients into choosing 

comfort-only care.

Research Gaps for Serious Illness Conversation in the ED

Several research gaps remain in establishing evidence-based approaches to supporting 

serious illness conversations in the ED.

Question 1: What are the critical tasks that must be accomplished in the ED to 
help ensure follow-up in other, more appropriate settings after the ED visit?—
In non-ED settings, key elements of the serious illness conversations that are tested for 

validity with patients are understanding of prognosis, information preference, patient goals, 

fears and worries, functional ability critical for life, acceptable and unacceptable trade-offs, 

and family involvement.22 It is not yet clear which of these or other tasks are necessary and 

feasible within the constraints of the ED environment to facilitate communication with the 

patient’s primary inpatient or outpatient physician. Future studies should focus on qualitative 

exploration of perspectives of emergency and nonemergency physicians about these issues.

Question 2: What is the appropriate level of participation emergency 
physicians should seek from caregivers in the ED?—As many as 42% of older 

adults in the ED may exhibit cognitive impairment.57 Emergency physicians often conduct 

serious illness conversations not only with the patients but also with the caregivers in this 

setting. However, to our knowledge research is not available to inform one about the level of 

participation that caregivers seek in the ED. Qualitative studies to define the role and 

engagement preferences of caregivers, preferences of clinicians and patients about caregiver 

involvement in these interactions, and practical tools to optimize interactions with caregivers 

are needed to improve serious illness conversations in the ED.

Question 3: What are clinically meaningful outcomes that matter the most to 
patients and caregivers after serious illness conversations in the ED?—As with 

crisis communications, it is important to characterize meaningful patient-centered outcomes 

after the serious illness conversations in the ED from both clinicians’ and patients’ and 

caregivers’ perspectives. Such understanding will allow the design of effective interventions 

to facilitate shared decisionmaking toward the end of life. Key outcomes to consider and 

refine with inputs from patients and caregivers may include patient activation, prognostic 

awareness, and conversation aids for patients to help them know what to ask their primary 

outpatient clinicians.

Question 4: What is the patient-centered effect of conducting serious illness 
conversations in the ED?—There is ample evidence of improvement in patient-centered 

outcomes after serious illness communication intervention(s) across multiple disciplines and 

practice environments. Outcomes are likely to improve among patients participating in 

serious illness conversations in the ED as well. However, a prospective study demonstrating 

these improvements is lacking.
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Question 5: Can an ED-based brief negotiated interview intervention improve 
advance care planning for seriously ill older adults in the ED (eg, 
documentations, patient engagement, decisional conflict)?—An ED-based brief 

negotiated interview intervention for serious illness communication is found to be acceptable 

to seriously ill older adults and can be administered with high fidelity by trained ED 

clinicians.55,56 Further studies are needed to establish its effects on advance care planning 

after patients leave the ED.

REIMBURSEMENT FOR CLINICAL CARE

Using Current Procedural Terminology codes, ED clinicians can be financially compensated 

for leading the conversations about serious illness in the ED. In January 2016, the Centers 

for Medicare & Medicaid Services started to reimburse for advance care planning 

conversations between patients and health care professionals (physicians, physician 

assistants, and other qualified professionals) to explain, discuss, and complete advance 

directives.58 The Table provides the details of the new Centers for Medicare & Medicaid 

Services Current Procedural Terminology codes (99497 and 99498) and billing 

requirements. Practices are eligible for reimbursement only from codes 99479 and 99484 for 

face-to-face communication. Conversations qualify if they are conducted by a physician or 

any other qualified health care professional, and the patient or his or her family or surrogate 

decisionmaker. No specific training in communication is required. The first code, 99497, is 

used to designate the first 30 minutes of discussion. The second code, 99498, is invoked only 

if the conversation exceeds 30 minutes. Neither code can be reported in addition to critical 

care services (99291).58

Early observational studies have not shown a significant, direct effect of this change on 

advance care planning billing or practice.59 The American College of Emergency Physicians 

(ACEP) has recognized its potential applications in the ED,60 but this billing mechanism is 

not widely used among emergency physicians. Establishing a standardized approach to using 

this Current Procedural Terminology code could help sustain an evidence-based approach to 

conversations about serious illness in the ED.

CONCLUSION

Most seriously ill patients who visit the ED have not had an opportunity to discuss their 

goals for end-of-life medical care. The ED visit is a “teachable moment” to introduce or 

reinitiate such conversations. ED conversations about serious illness care goals and the end 

of life can be categorized into hyperacute (crisis communication) and subacute (serious 

illness conversations) scenarios. We present a conceptual model of goals-of-care 

conversations in the ED—a model stratified by patient acuity—and highlight the gaps in 

knowledge. Future research should address these challenges to improve the quality of end-

of-life care in the ED.
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Figure 1. 
Conceptual model of goals-of-care conversations in the ED.
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Figure 2. 
Serious illness trajectories and patients’ or surrogates’ emotional status and awareness of 

prognosis tendencies.
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