
 

 

 

 

 

CARE OF THE ELDERLY END OF LIFE PATIENT IN THE ED 

 

 

“Death in the Sick Room”, oil on canvas Edvard Munch 

 

A silent look of affection and regard when all other eyes are turned coldly away - the 

consciousness that we possess the sympathy and affection of one being when all others have 

deserted us - is a hold, a stay, a comfort, in the deepest affliction, which no wealth could 

purchase, or power bestow. 

 

Charles Dickens, “The Pickwick Papers”, 1837 

 

 

 

 



CARE OF THE ELDERLY END OF LIFE PATIENT IN THE ED 

 

Introduction 

 

Not uncommonly “end of life” elderly patients are brought to the Emergency Department due 

to a “deterioration” in their general condition. 

 

End of life patients are those elderly patients whose quality of life is so poor that palliation is 

the most appropriate treatment.  

 

Assessment is often problematic as these patients commonly are not able to effectively 

communicate, and may arrive by ambulance alone. 

 

Ideally these “end of life” patients should have an Advanced Care Plan that allows for them 

to be treated palliatively in their nursing homes. 

 

Not uncommonly however they are transferred from nursing homes to the ED even when it is 

more appropriate that they are managed in a nursing home. 

 

In practice there is great variability in the staffing, resources, expertise and access to medical 

cover that is available to any given nursing home.  

 

Patients will continue to be transferred to the ED due to a variety of factors including: 

 

● Lack of clear medical directives given to the nursing home. 

 

● Lack of adequate access to medical care within the nursing home 

 

● Anxiety and /or inexperience on the part of nursing home staff. 

 

● Insistence by the patient’s family and / or caregivers. 

 

● Inability of the nursing home to cope with the patient. 

 

ED staff should not be judgmental or dismissive of the concerns of nursing home staff and / 

or relatives because they have requested transfer of an end of life patient to the ED. 

 

When the transfer is considered “inappropriate” there is often a tendency toward “frustration” 

on the part of Emergency Staff. It must be kept in mind however that “appropriateness” of 

transfer is often simply an education issue – and one that can be addressed at a later date.  

 

The focus must remain on the comfort and dignity of the patient, as well as addressing 

the anxieties of the nursing home and patient’s family. It may be that the transfer is 

“inappropriate”, but the “cry for help” is not. It will be the responsibly of ED staff to 

respond to this cry for help in an empathic and sympathetic manner. 

 

Where no pre-existing Advanced Care Plan exists, a rapid and focused assessment of the 

patient’s quality of life will need to take place. 

 



The degree of investigation and type of management that is appropriate will depend on a 

balance between the nature of the patient’s presenting complaint and the overall quality of 

life that the patient has.   

 

Pathophysiology 

 

Medical reasons for referral to the ED  

 

These will most commonly include: 

 

1. Sepsis: 

 

● Pneumonia 

 

● UTI 

 

● Occult surgical conditions 

 

● Occult septicaemia 

 

2. Reduced conscious state: 

 

● Stroke 

 

● Extra-axial bleeds (from recent unrecognized trauma).  

 

● Sepsis 

 

● Medication related, (much more common than is generally recognised) 

 

3. Increased confusion/ frank delirium: 

 

 Most commonly due to: 

 

● Sepsis  

 

 ● Medication related 

 

4. Refusal to eat or drink: 

 

● Organic illness. 

 

● Severe/ intractable depression. 

 

5. Apparent pain: 

 

● Patient agitation, but with an inability to communicate. Pain or some 

discomfort will often be the cause. 

 

6. Respiratory distress: 



 

 ● Pneumonia 

 

 ● Aspiration 

 

7. Reduced mobility: 

 

● A significant reduction in the ability of the patient to mobilize, eg from 

walking to bed bound 

 

● This may be due to a medical illness but may also be due to unrecognized 

trauma, such as a pelvic ramus fracture or an impacted fractured neck of 

femur. 

 

Not uncommonly a specific “pathology” cannot be clearly identified.  

 

The search may be academic - some patients simply reach the end of their lives! 

 

Non-medical reasons for referral to the ED 

 

It is important to realize that there may not always be a clear “medical” reason for referral to 

the ED. 

 

In home based situations it may simply reflect the overwhelming physical (and emotional) 

burden of the caregiver. 

 

In nursing home situations, with limited resources, the patient may have become 

unmanageable because of aggression, or confusion. 

 

Clinical Assessment 

 

The reason for transfer: 

 

When patients are not able to effectively communicate it is important to establish the exact 

reason for the transfer. 
 

This may not always be clear from a second hand “ambulance handover”.  

 

Additionally accompanying referral documentation is often scant, irrelevant, or not 

uncommonly, non-existent. 

 

The best information will be usually obtained by direct telephone consultation with the 

nursing home or referral source, (e.g. GP/ RDNS/family) 

 

Quality of life issues: 

 

Once the exact reason for transfer has been established, an assessment needs to be made 

of the patient’s overall quality of life. 

 



Where no pre-existing Advanced Care Plan exists, a rapid and focused assessment needs to 

be made about the patient’s quality of life, in order to guide the extent and aggressiveness of 

any further investigation and management of the patient 

 

The ED is not the ideal setting to do this, where a rapid decision will be required in order to 

manage a very unwell patient.  

 

Unfortunately however this is not an uncommon scenario and one that will need to be 

immediately addressed. 

  

Complex scoring systems exist which more often than not involve the patient themselves. 

These are for “ideal” situations - not emergent ones within the ED. 

 

Quality of life is of course a subjective opinion. There will never be universal agreement on 

just what this is. Alas the Emergency Physician is not afforded the luxury of protracted 

“fireside” discussion when confronted with a very unwell patient.   

 

In the emergent ED setting therefore a set of rapid and focused questioning of the 

caregiver will be necessary to quickly establish an idea of quality of life.      

 

For the most important considerations in this regard see “Quality of Life Assessment of 

Elderly Patients in the ED Guidelines”. 

 

Further assessment issues 

 

These will include: 

 

1. Medication review: 

 

● Altered conscious states are commonly due to medication issues.  

 

● Elderly nursing home patients are frequently on multiple medications. 

Additionally these may have been prescribed by multiple medical practitioners 

with little or no cross reference with each other. 

 

● Patients on multiple sedative and/ or analgesic agents should have their 

medications reviewed and rationalized. 

 

● The Emergency Department pharmacist can often be of great assistance in this 

regard. 

 

2. Medical power of attorney: 

 

● It should be established whether a patient has a medical power of attorney. 

Treatment decisions may need to be discussed with this designated attorney 

 

Investigation 

 

The degree and aggressiveness of investigation will be tempered by the patient’s premorbid 

state and quality of lie as well as the exact nature of the presenting complaint. 



 

The aim, of investigation will often be different than is the case in other “normal” patients.  

 

Rather than investigation aimed at cure, this may be more aligned to issues relating to: 

 

● Prognosis 

 

And/ or 

 

● The directing of palliative treatments 

 

Simple investigations are reasonable in many cases (BSL for example), but generalizations 

cannot (and should) not be made - and as in much else in medical practice - each case will 

need to be judged on its merits. 

 

CT scan 

 

The decision to CT scan a patient can be very problematic. 

 

Whilst it is true that in most cases neurosurgical intervention may not be appropriate, there 

will always be a spectrum of “greyness”, where discussion with the neurosurgical unit and 

family may be required, (should an extra-axial hematoma be found – a not uncommon 

finding). 

 

Dogmatic statements cannot be made that apply in all cases and once again each case must be 

assessed on its individual merits. 

 

It should also be kept in mind that the aim of the CT is not necessarily to direct aggressive 

intervention, but rather to establish a diagnosis in order to assess patient prognosis for the 

information of the family, as well as to assist in decisions about palliative treatment. 

 

If the decision is taken to CT scan an patient who is unable to cooperate, then this can most 

readily be achieved under light sedation with intravenous midazolam, (with flumazenil at the 

ready). The key to the investigation will be close cooperation with the radiographer to ensure 

optimal timing of the scan. Light sedation can be given in the CT scanning room (with 

appropriately trained staff and monitoring), followed by immediate scanning. 

 

Management 

 

Once it has been established that the patient has a very poor quality of life, decisions need to 

be made as to the most appropriate course of management. 

 

Three scenarios may arise: 

 

● Some patients may be clearly dying. 

 

● With others, although they have deteriorated, death is not expected in the immediate 

future.  

 



● Some cases however are surprisingly unpredictable in this regard, especially in cases 

of unrecognized sedative/ analgesic drug effects. These patients may appear very 

unwell and non-responsive, but improve markedly once the effects of medication have 

worn off.   

 

The patient were death is not imminently expected 

 

Some limited treatments are indicated in these cases which may include: 

 

● IV fluids 

 

● Oxygen therapy 

 

● IV antibiotics 

 

● Adequate analgesia/ sedation 

 

A decision then needs to be made whether this can be managed in the nursing home or 

whether hospital admission is required. 

 

This decision will be influenced by a variety of factors including: 

 

1. The nursing home level: 

 

● It is important to establish whether the Nursing Home is a “high level” care 

(nursing staff available at all times) or a “low level” care (limited non-medical 

supervision) facility. 

 

2. The ability to provide the necessary medical treatment. 

 

● Not all high level care facilities will necessarily have adequate resources.  

 

● There must always be close discussion with the nursing home about the ability 

to provide the necessary treatment such as IV (SC in some facilities) fluids, 

oxygen or antibiotics.     

 

3. Access to physician care: 

 

● Nursing homes vary in their access to a doctor, especially after hours. 

 

● Drugs orders may be problematic after hours 

  

4. Ability to cope with the needs of the patient: 

 

● On occasions patients will become unmanageable in their nursing homes 

simply because of confusion or aggression. 

 

5. The wishes of the family 

 



● These must always be respected. Careful explanation and education however 

is often sufficient to allay any fears or concerns family members may have 

about their relative’s care in the nursing home. 

 

● A common “Western” perception is that death should always occur in a 

hospital but it is generally far better, of course, that it occurs in a familiar, 

quiet environment, as opposed to an ED hospital trolley in a noisy, brightly lit, 

and chaotic environment. 

 

Follow-up 

 

● Some patients who are able to return to the nursing home may also be assisted 

by hospital based medical “outreach” teams, where these exist. 

 

● A formal “Advanced Care Plan” to assist in future medical decisions should be 

considered for patients, who do not already have one of these in place. These can 

normally be arranged at the nursing home of the patient. 

 

The patient in whom death is soon expected 

 

These patients should be managed in the ED, with ward admission expedited. 

 

Attempts to send the patient back to the nursing home “to die” are not appropriate, when 

death is close. 

 

The needs of the patient and their grieving families - as opposed to hospital “KPIs” - must 

remain paramount. 

  

It is not be appropriate to disturb a dying patient by transporting them anywhere. Elderly 

patients should not end their lives “in the back of an ambulance”. 

 

Ongoing management issues in the ED will include: 

 

Limitation of medical treatment orders 

 

● Once the decision has been made to palliate the patient a limitation of medical 

treatment plan needs to be put in place in cases where the patient does not already 

have an existing Advanced Care Plan. 

 

● It must be appreciated that a “limitation of medical treatment” plan does not mean “no 

treatment”.  

 

● All treatment, short of those specific measures identified in the care plan, should 

be given to ensure that a patient’s last moments are comfortable and dignified. 

 

Oxygen therapy 

 

● Oxygen therapy by mask is reasonable to prevent patient distress from hypoxia.  

 

 



Airway 

 

● Oral or nasopharyngeal airways may be required to maintain a patent airway  

 

● Regular suctioning of oral or respiratory tract secretions.  

 

♥ Gylcopyrrolate may be useful where this is a significant problem, (see 

 separate guidelines). 

 

Sedation and analgesia 

 

● Small IV/IM boluses of morphine may be given to alleviate any distress.  

 

IV fluids 

 

● IV fluids are reasonable to prevent dehydration. 

 

Hygiene 

 

● Urinary catheters may be required for patient incontinence. 

 

Dignity and privacy 

 

● This is an important aspect of management for both patient and family 

 

● Where possible a quite secluded room within the ED should be provided  

 

● Ward admission to a single bed room should be prioritized and expedited. 

 

Communication 

 

● Explanation and reassurances to the patient, if conscious, and to family members is 

important. 

  

● Interpreters may be required   

 

Cultural and Religious needs 

 

● Some families may have specific cultural and/ or religious needs, which should be 

respected. 
 

The needs of children 

 

Children may occasionally be present in the ED with their families who have gathered 

because their elderly loved one is dying. 

 

It is easy to forget children in these circumstances. They often go unnoticed in the intense 

discussion that is occurring amoung all the “gown ups”.  

 



Children need open, honest and natural communication about illness, death and dying. 

Concepts should be presented in an age-consistent manner, recognising that the finality of 

death is only understood after the age of 9 to 10 years. 
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Children display a range of bereavement responses including sadness, fear, guilt, insecurity 

and behavioural problems, and it is important to ensure that they do not blame themselves for 

the death.   

 

 

 

“The Dead Mother and Child”, oil on canvas, Edvard Munch, 1897- 99. Munch Museum, 

Oslo, Norway. 
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