
Communication training and code status conversation patterns 
reported by emergency clinicians

Thidathit Prachanukool, MD1,2,3, Emily L. Aaronson, MD, MPH2,4, Joshua R. Lakin, MD2,5,6, 
Masaya Higuchi, MD, MPH7, Rachel S. Lee, BS1, Ilianna Santangelo, BA4, Mohammad 
A. Hasdianda, MD, MSc, MMSc1,2, Wei Wang, PhD8, Naomi George, MD, MPH9, Shan W. 
Liu, MD, SD2,4, Maura Kennedy, MD2,4, Mara A. Schonberg, MD, MPH2,10, Susan D. Block, 
MD2,6,11, James A. Tulsky, MD2,6,11, Kei Ouchi, MD, MPH1,2,5,6

1Department of Emergency Medicine, Brigham and Women’s Hospital, Boston, Massachusetts

2Harvard Medical School, Boston, Massachusetts

3Department of Emergency Medicine, Faculty of Medicine Ramathibodi Hospital, Mahidol 
University, Bangkok, Thailand

4Department of Emergency Medicine, Massachusetts General Hospital, Boston, Massachusetts

5Serious Illness Care Program, Ariadne Labs, Boston, Massachusetts

6Department of Psychosocial Oncology and Palliative Care, Dana-Farber Cancer Institute, 
Boston, Massachusetts

7Palliative Care and Geriatric Medicine, Massachusetts General Hospital, Boston, Massachusetts

8Brigham and Women’s Hospital, Boston, Massachusetts

9Department of Emergency Medicine, Division of Critical Care, University of New Mexico, 
Albuquerque, New Mexico

10Department of Medicine, Beth Israel Deaconess Medical Center, Boston, Massachusetts

11Departments of Medicine, Brigham and Women’s Hospital, Boston, Massachusetts.

Abstract

Background: During acute health decompensations for seriously ill patients, emergency 

clinicians often determine the intensity end-of-life care. Little is known about how emergency 

clinicians conduct these conversations, especially among those who have received serious illness 

communication training.
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Aim: To determine the self-reported practice patterns of code status conversations by emergency 

clinicians with and without serious illness communication training.

Design: A cross-sectional survey was conducted among emergency clinicians with and without 

a recent evidence-based, serious illness communication training tailored for emergency clinicians. 

Emergency clinicians were included from two academic medical centers. A 5-point Likert scale 

(“very unlikely” to “very likely” to ask) was used to assess the self-reported likelihood of asking 

about patients’ preferences for medical procedures and patients’ values and goals.

Results: Among 161 respondents (71% response rate), 77 (48%) received the training. 70% of 

emergency clinicians reported asking about procedure-based questions, and only 38% reported 

asking about patient’s values regarding end-of-life care. For value-based questions, statistically 

significant differences were observed between emergency clinicians who underwent the training 

and those who did not in four of the seven questions asked (e.g., the higher odds of exploring the 

patient’s life priorities (adjusted OR = 4.34, 95%CI = 1.95–9.65, p-value < 0.001)). No difference 

was observed in the self-reported rates of all procedure-based questions between the two groups.

Conclusion: Most emergency clinicians reported asking about procedure-based questions, 

and some asked about patient’s value-based questions. Clinicians with recent serious illness 

communication training may ask more about some values and priorities.
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Introduction

Emergency clinicians care for patients with serious, life-limiting illnesses in acute clinical 

deteriorations who require immediate decision-making.1,2 In the emergency department 

(ED), more than 60% of seriously ill patients do not possess advance directives and are 

at risk of receiving care that is influenced by the time-pressured, stressful situation.1–3 

Emergency clinicians primarily focus on preserving life and stabilization.4 During acute 

health decompensations for seriously ill older adults, emergency clinicians must engage in 

urgent shared decision-making with patients to decide on the intensity of end-of-life care 

(i.e., code status conversations).1 Code status conversations are defined as urgent shared 

decision-making during acute health decompensations between patients and clinicians 

to decide the intensity of end-of-life care. High quality code status conversations are 

critical to ensure the care is aligned to patients’ values and goals. Many emergency 

clinicians are “skeptical” (>50%)5 and “uncomfortable” (>70%)6 about their abilities to 

identify seriously ill patients and conduct patient-centered, code status conversations. When 

seriously ill patients without prior discussions arrive, increased anxiety from acute health 

decompensations put them at risk of care decisions potentially unaligned to their goals, 

which may also lead to worsened quality of life.3,7

In general, early serious illness conversations about patient’s values and preferences have 

been associated with 50% lower rates of dying in intensive care units, less aggressive 

medical care at the end of life, 1.5 times higher utilization of hospice services, reduced 

anxiety in surviving relatives, and 56% higher likelihood of having end-of-life wishes 
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known and followed.3,7,8 Although these conversations ideally occurred before a health 

crisis, urgent code status conversations (i.e., a shared decision-making between clinicians 

and patients or surrogates regarding the use of cardiopulmonary resuscitation or mechanical 

ventilation during acute health crisis) still commonly occur in EDs across the U.S.1 In 

code status conversations for patients with serious illness, emergency clinicians must 

share the clinical severity and poor expected prognosis, followed immediately by shared, 

in-the-moment decision-making regarding the intensity of medical care aligned to patients’ 

values and preferences. Best practices in serious illness communication exist in non-

emergency setting to help clinicians in this shared decision-making.9,10 Recognizing the 

opportunity to provide patient-centered, goal-concordant end-of-life care,4,5,12,13 emergency 

clinicians and health services researchers, adapted an existing evidence-based, serious 

illness communication training for use by emergency clinicians.1,11–13 After serious illness 

communication training, emergency clinicians reported feeling more comfortable discussing 

code status and improved their abilities to guide treatment decisions.6,14 However, the actual 

practice patterns of clinicians who received the training have not been described. In code 

status conversations, emergency clinicians traditionally ask about patient’s preferences for 

emergency procedures1,10 (e.g., would your father want to be on a breathing machine?), 

whereas the best practices in palliative care recommend asking about patients’ value or 

preference for their quality of life1,9,10 (e.g., what is important to your father if the time were 

to be short?). These approaches may yield different care decisions for patients approaching 

the end of life. We hypothesize that emergency clinicians who underwent serious illness 

communication training would report asking more patient’s value-based questions in code 

status conversations. Therefore, we sought to determine the self-reported practice patterns 

of code status conversations among emergency clinicians with and without a recent serious 

illness communication training.

Materials and Methods

Study design and setting

We conducted a cross-sectional survey in two large, urban, academic medical centers in 

Boston, Massachusetts from November 2021 to January 2022. The medical centers have 

1,059 beds with 100,000 annual ED visits and 793 beds with 57,000 annual ED visits. We 

chose these two sites because of the similarity in practice settings and large size of the 

clinical practice groups. In the EDs that we conducted the study, physician assistants and 

nurse practitioners could be involved in code status conversations, which may be variable 

in other Eds across the U.S. All 112 emergency clinicians (63 attending physicians and 

49 physician assistants) at one site underwent the serious illness communication training, 

whereas 114 clinicians (50 attending physicians and 64 nurse-practitioners/physician 

assistants) at another site did not. We asked participants to identify their self-reported 

practice patterns of code status conversations and compared the results between the two 

sites. This study was determined to be exempt from institutional review board approval per 

our institution.
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Participants and procedures

We identified full-time clinicians clinically active in their respective EDs using departmental 

rosters. We invited attending physicians, physician assistants, and nurse practitioners to 

participate. All participants received the survey three to six months after the serious illness 

communication training at one of the sites. The survey was voluntary and de-identified. 

The participants received $15 incentive to complete the survey. The survey was conducted 

electronically using research electronic data capture.15,16 An email containing the study 

invitation, information sheet, and a link was sent to the participants. Reminders were sent 

one week apart from the original email twice during the study period. The participants were 

the recipients who interact with the initial invitations, reviewed the fact sheet, identify their 

interest in participating, and completed the electronic survey.

The evidence-based, serious illness communication training

All clinicians at one of the two sites underwent evidence-based, serious illness 

communication training as part of a large, pragmatic clinical trial previously described.12 

Briefly, two components exist in this training: 1) The Education in Palliative and End-

of-Life Care for Emergency Medicine (EPEC-EM) – an abbreviated, one-hour online 

didactic of a comprehensive curriculum that provides primary palliative care knowledge 

and skills for emergency clinicians;12,13 and, 2) EM Talk - an evidence-based, serious 

illness communication training adapted for the clinical practice of emergency medicine. EM 

Talk is a four-hour in-person simulation workshop with professional actors as simulating 

patients or families. In small group environment, participating clinicians practice code status 

conversations using specific communication skills and receive constructive feedback from 

master clinicians.11,12,14

Survey instrument and outcomes

After reviewing the literature and leveraging clinical expertise in emergency medicine and 

palliative care, the study team drafted the survey items. The survey started with a typical 

case describing a seriously ill patient requiring emergent, shared, decision-making in the 

ED followed by the survey items. Given that no validated survey existed to measure the 

practice patterns of code status conversations, our study team developed this instrument 

based on our expertise. After discussing the theoretical constructs to be included in code 

status conversations among emergency physicians and palliative medicine physicians in our 

team, we developed the initial instrument. We pilot tested the initial instrument for clarity 

and appropriateness by distributing them to five emergency physicians and two palliative 

medicine physicians to solicit their feedback. Based on feedback, we shortened the case 

scenario, survey questions, and categorized the items into two categories: procedure-based 

questions (eight items, e.g., Would your father want to be on the breathing machine?) 

and patients’ value-based questions (twelve items, e.g., What is important to your father 

if the time were to be short?). The final instrument, as shown in supplemental file 1, 

included eleven items with the following topics: self-reported practice patterns of code 

status conversations (a 5-point Likert scale, ranging from very unlikely to ask (1) to very 

likely to ask (5)), demographics (occupational role, clinical experience after graduating from 

professional schools), estimated number of code status conversations per month, and prior 
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training in palliative care. The primary outcome was self-reported, practice patterns in code 

status conversations by emergency clinicians.

Statistical analysis

We performed data analysis from January to March 2022. The baseline characteristics of 

the participants were summarized using descriptive statistics. Chi-square test or Fisher’s 

exact test was used for categorical data and explored associations between demographic 

characteristics and components of the conversations reported by emergency clinicians. For 

simplicity of presentation and also to use logistic regression for controlling for confounders, 

we combined ratings of “very likely to ask” and “somewhat likely to ask,” while grouping 

“very unlikely to ask,” “somewhat unlikely to ask,” and “neutral” in a separate group. 

Multivariable logistic regression analysis was performed to determine the association 

between procedure-based and patients’ value-based components of the conversation and 

the serious illness communication training. Using the study team’s clinical expertise, we 

controlled for the following pre-specified, potential confounders: occupational role, years 

of clinical practice, previous training in palliative care, and frequency of code status 

conversations. We used p-value of less than 0.05 for statistical significance. We reported 

the adjusted odds ratio (OR) and 95% confidence interval (CI). Statistical analyses were 

performed using Stata 16.0 (StataCorp LLC, College Station, TX, USA).

Results

Of the 226 emergency clinicians at the 2 sites who received the study invitation, 161 

completed the survey (71% response rate). Among the respondents, 77 clinicians (48%) 

were from one site that recently underwent the serious illness communication training; 

82 (51%) were attending physicians. Clinical experience varied widely (30% with 0–5 

years, 13% with 21+ years). The frequency of emergent code status conversations ranged 

from less than once every two months (33%) to more than twice per month (16%). Most 

clinicians (83%) reported some type of prior training in palliative care. Some clinicians 

in the non-training site did report “prior training in palliative care” from either their 

undergraduate or post-graduate trainings, which are inherently variable in quality of the 

training. Given this baseline distribution of training is similar at training and non-training 

sites, the only difference between the clinician groups remains our evidence-based, serious 

illness training. Clinicians from the site where the serious illness communication training 

was recently conducted reported more prior training compared to the other site (92% and 

75% respectively, p-value = 0.004). Table 1 summarizes the demographics.

Most emergency clinicians reported asking about procedure-based questions. Regardless of 

the recent serious illness communication training, most emergency clinicians from both EDs 

reported “very likely” or “somewhat likely” to ask all six procedure-based questions in code 

status conversations (e.g., 93% in the site without the recent serious illness communication 

training and 92% in the site with recent training reported asking “would your father want 

to be on a breathing machine,” p-value =0.336). No statistically significant differences were 

observed between the two groups in all procedure-based questions (Figure 1).
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On the other hand, most emergency clinicians did not report asking about value-based 

questions. Only a minority of participants reported “very likely” or “somewhat likely” to 

ask patient’s value-based questions in the two groups. Comparing between the two groups, 

statistically significant differences were observed in three out of seven patient’s value-based 

questions: “What would your father say would be most important to him if time were 

to be short?” (45% vs 19%, p-value = 0.005); “exploring the patient’s minimum quality 

of life that he would consider living” (47% vs 37%, p-value = 0.004); and “providing 

a recommendation to the patient or surrogate whether or not to intubate” (28% vs 20%, 

p-value = 0.033). No statistical differences were observed between the two groups in other 

value-based questions (e.g., ask “What is your understanding of your father’s illness?” 92% 

vs 82%, p-value = 0.161). The findings are depicted in Figure 2.

The multivariable logistic regression analysis is summarized in Table 2. After adjusting 

for occupational role, years of clinical practice, previous training in palliative care, and 

frequency of code status conversations, the clinicians who underwent the serious illness 

communication training had higher odds of reporting four of the seven value-based 

questions: “what would your father say would be most important to him if time were to 

be short?” compared to clinicians who did not receive the training (adjusted OR = 4.34, 

95%CI = 1.95–9.65, p-value < 0.001); “establishing the understanding of illness” (adjusted 

OR = 2.94, 95%CI = 1.04–8.35, p-value = 0.042); “exploring the patient’s willingness to go 

through invasive treatments for the possibility of more time” (adjusted OR = 2.54, 95%CI 

= 1.15–5.63, p-value = 0.021); and “asking about the baseline function of the patient” 

(adjusted OR = 2.14, 95%CI = 1.04–4.40, p-value = 0.040). After adjusting for the same 

covariates, no difference was observed in the six procedure-based questions between the two 

groups.

Discussion

We compared the self-reported practice patterns of code status conversations by emergency 

clinicians with and without a recent attendance at an evidence-based, serious illness 

communication training. Most participants at both sites reported focusing on procedure-

based questions. We found that clinicians who underwent the training had higher odds 

to report exploring value-based questions during code status conversations; four times 

higher odds to report exploring explore the patient’s life priorities; three times higher 

odds to report establishing an understanding of illness as well as explore the patient’s 

willingness to go through invasive treatments for the possibility of more time; and two 

times higher odds to report asking about the baseline function of the patient, compared to 

clinicians who did not receive the training. The findings suggest that evidence-based, serious 

illness communication training may influence how emergency clinicians practice code status 

conversations.

The findings are consistent with prior studies in other clinical settings.6,9,17,18 Prior 

studies have demonstrated that serious illness communication training improves clinicians’ 

confidence, rate, and quality of code status conversations.6,9,17,18 In outpatient oncology 

settings, clinicians who underwent serious illness communication training demonstrated 

two-fold increase in the value-based components of the code status conversations.18 
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Similar to our study, the increase in the value-based components of the code status 

conversations was also modest. Additionally, most clinicians focused on procedure-based 

components rather than patients’ value-based components of code status conversations.19 

This phenomenon was reported among emergency clinicians in our study. Since many 

emergency clinicians do not receive serious illness communication training, our findings 

seem to reaffirm the current practice of many emergency clinicians.

Recently, experts in palliative care debated the value of advance care planning.20,21 Many 

advance preparation discussions have not shown a causal effect in reducing burdensome end-

of-life care and predicting all possible scenarios of clinical deterioration deem difficult.21–23 

Most of these experts still agree on the value of serious illness conversations and recommend 

focusing on preparing patients to be ready for crisis situations by helping them formulate 

and articulate their values and preferences.20–23 Code status conversations in the ED are the 

pinnacles of in-the-moment decision-making. A patient presenting to the ED who requires 

emergent decisions regarding code status or invasive procedures is a prime example of 

such a crisis situation. Not only does the clinically unstable patient necessitate emergency 

decision-making, but that decision-making can also have life-changing consequences.3 To 

align the intensity of care with patients’ goals towards the end of life, the clinicians have 

to help establish those goals from what can be understood about values/preferences.1 

When a crisis occurs, the treating clinicians must solicit these goals, combine them 

with their medical expertise, and make a treatment recommendation in the face of vast 

clinical uncertainty. Our study demonstrates the currently established practice of emergency 

clinicians to focus on procedure-based questions. Given this finding, our results suggest 

combining the established practice of emergency clinicians (i.e., procedure-based approach) 

with value-based approach may yield the best care possible in emergency settings. The 

future approach for emergency clinicians may consider adding value-based components 

and facilitating decision-making aligned to patients’ goals. These further directions could 

include looking at similar questions asked by physicians not practicing emergency medicine 

as well as other members of the healthcare team such as nurses and social workers.

Several limitations exist in this study. First, our study recruited emergency clinicians from 

academic medical centers in the Northeast region of the U.S, given the large size of the 

clinical practices and the research topic of code status conversations. Our high response 

rate of participants suggests the internal validity of the results in our ED settings. The 

practice patterns of emergency clinicians in other settings might be similar yet unknown 

at this time. Empirical evidence is needed to verify this assumption in future studies. 

Second, we were unable to randomize the allocation of serious illness communication 

training. The causality of our findings cannot be established. Our findings were reported 

after three to six months of training, which may have increased the possibility of the 

suggested effect. We considered improving our quasi-experimental design by measuring the 

outcomes prior to the training. We decided against this approach due to the expected poor 

response rates. Third, our study did not explain why the training may modify the clinicians’ 

behavior in code status conversations or whether there were any barriers to implementing it. 

Fourth, the communication training group’s emergency clinicians had more prior palliative 

care training (Table 1), that might impact the reported practice pattern. Multiple logistic 

regression analysis was used to control for potential confounders, including prior palliative 
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care training. Fifth, our results were based on what the clinicians reported as their practice 

patterns, which may differ from their actual practice when observed. Direct observation may 

be warranted in the future.

Conclusion

Most emergency clinicians reported asking about procedure-based questions, and some 

asked about patient’s value-based questions in code status conversations. Clinicians with 

recent an evidence-based, serious illness communication training may report asking more 

about patients’ values and priorities. The potential to improve serious illness communication 

for in-the-moment, shared decision-making must be explored further.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Key Message:

A cross-sectional survey study reported the self-reported practice patterns of code status 

conversations among emergency clinicians. Most emergency clinicians reported focusing 

on procedure-based questions. Existing evidence-based, serious illness communication 

training tailored to emergency practice may enable them to ask more patients’ value-

based questions and potentially lead to more patient-centered care.
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Figure 1. 
The procedure-based components of code status conversations among emergency clinicians 

with and without serious illness communication training.

Prachanukool et al. Page 11

J Pain Symptom Manage. Author manuscript; available in PMC 2024 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Figure 2. 
The patients’ value - based components of code status conversations among emergency 

clinicians with and without serious illness communication training.
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Table 1

Baseline demographic characteristics of emergency clinicians

Total N=161 (%) without training n=84 (%) with training n=77 (%) p-value

Role 0.068

 Attending physician 82 (51) 37 (44) 45 (58)

 Physician assistant or Nurse practitioner 79 (49) 47 (56) 32 (42)

Year in practicing clinical medicine 0.945

 0–5 years 49 (30) 27 (32) 22 (29)

 6–10 years 49 (30) 25 (30) 24 (31)

 11–15 years 19 (12) 9 (11) 10 (13)

 16–20 years 23 (14) 11 (13) 12 (16)

 21+ years 21 (13) 12 (14) 9 (12)

Frequency of verbally determining code status while providing clinical care 0.559

 < once every 2 months 53 (33) 25 (30) 28 (36)

 1 time every 1 −2 month 45 (28) 27 (32) 18 (23)

 1– 2 times every month 37 (23) 20 (24) 17 (22)

 >2 times per month 26 (16) 12 (14) 14 (18)

Prior training in palliative care or communication skills for end-of-life care 0.004

 Never 27 (17) 21 (25) 6 (8)

 Prior training 134 (83) 63 (75) 71 (92)
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Table 2

Association of serious illness communication training on clinician survey responses adjusted for occupational 

role, years of clinical practice, previous training in palliative care, and frequency of code status conversations.

Survey questions

Association of Serious illness communication training

Adjusted Odds 
Ratio

95% Confidence 
Interval p-value

Procedure-based questions

Ask “would your father want to be on a breathing machine?” 1.24 0.36–4.28 0.739

Ask “would your father want us to restart his heart if it stops?” 0.99 0.36–2.78 0.991

Ask about the patient’s preference for central line placement. 1.11 0.58–2.15 0.746

Ask about the patient’s preference for vasopressors. 1.40 0.73–2.67 0.313

Explain the probability of survival from intubation and critical care. 1.68 0.77–3.67 0.191

Ask “would your father want everything done?” 0.71 0.37–1.36 0.300

Patient’s value-based questions

Ask “what is your understanding of your father’s illness?” 2.94 1.04–8.35 0.042

Ask “what could your father do on his good days in the past one month?” 2.14 1.04–4.40 0.040

Ask “what would your father say would be most important to him if time were to 
be short?” 4.34 1.95–9.65 <0.001

Ask “how much more would your father say he would be willing to go through 
for possibility of more time?” 2.54 1.15–5.63 0.021

Explore patient’s minimum quality of life that he would consider living. 1.56 0.80–3.04 0.193

Provide a recommendation to the patient or surrogate whether or not to intubate. 1.38 0.60–3.15 0.451

Attempt to contact the patient’s primary outpatient clinician 1.51 0.69–3.34 0.305
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