
We l c o m e
Em e rg e n cy De p a rt m e nts (ED) and

Em e rg e n cy Me d i cal Se rv i ces (EMS)

( p a ra m e d i c s, a m b u l a n ce serv i ce s,

mobile inte n s i ve ca re units) are of

major impo rt a n ce to the delive ry of

health ca re in Am e ri ca . For many in

n e e d, financially and otherw i s e, t h e

ED is the first place to come for h e l p,

or the only place ca re is re ce i ve d.

This is almost always the case fo r

people who feel they are ex pe ri e n c i n g

a health emerg e n cy, of which many

a re psyc h o s ocial in nat u re (stre s s -

re l ate d, p s yc h i at ri c, or from lack of

s ocial suppo rt ) . Those who seek

help through the ED include many

people near the end of life and their

f a m i l i e s, including people alre a d y

re ceiving home-based hospice ca re.

( Families often feel the need fo r

additional suppo rt or be come fe a rf u l

and ove rwhelmed as dying nears. )

So the ED/EMS is a vital element in

our health ca re sys tem for so many.

In mod e rn times, e m e rg e n cy ca re

has improved in many ways, and has

been a focus for many notable effo rt s

at Ove r l oo k and other hospitals, a s

Dr. Espinosa's article in this issue

d e s c ri be s. But as in the rest of the

health ca re sys te m ,t h e re still needs

to be more at te ntion paid to pat i e nt

and family suffe ri n g.

Pa l l i at i ve ca re offers EMS pro fe s s i o n a l s

a sophisticated body of kn ow l e d g e

in the ca re of suffe ri n g, i n c l u d i n g

p a i n . In this sense, the emerg i n g

re l ationship be tween palliat i ve ca re

and emerg e n cy ca re offers a

familiar challenge to palliat i ve ca re

p ro fe s s i o n a l s : to help tra n s fo rm

health ca re.
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E m e rg e n cy Me d i cal Se rv i ces includes pre -

hospital ca re by emerg e n cy medica l

technicians and paramedics as well as the

re cog n i zed specialties of Emerg e n cy Nu r s i n g

and Emerg e n cy Me d i c i n e. Un d e r s t a n d a b l y,

E m e rg e n cy Me d i cal Se rv i ces has focused on

t ra i n i n g, techniques and processes designed

to save life and limb. But in re ce nt ye a r s, E M S

has also deve l o ped intense inte rest in the

quality of life of pat i e nts with emerg e nt

conditions and in pat i e nt sat i s f a ction with

EMS ca re.These changes can be seen clearl y

in the EMS approach to pain. Wh e re once

pain medication was thought to mask illness

and delay diagnosis, exce l l e nt pain

m a n a g e m e nt is now seen as cri t i cal to

p ro per diagnosis, healing and we l l - be i n g.

Leaders in Pa l l i at i ve Ca re are challenging

hospital serv i ces to go even furt h e r: to

a p p re c i ate a broader range of pat i e nt

s u f fe ri n g. Pat i e nts can be hungry for air,

t h i r s ty for wate r, l oo king for co n n e ction with

family and also needing relief from pain and

other distressing sympto m s. Th at's why a

ty p i cal palliat i ve ca re serv i ce, as at Ove rl oo k

Ho s p i t a l , includes social wo rke r s, p a i n

p hysicians and nurses, p s yc h i at ri s t s, c l e rgy

and bioe t h i c i s t s. In this issue, the case will be

made that Pa l l i at i ve Ca re serv i ces should be

i nte g rated with Emerg e n cy Me d i cal Se rv i ce s.

EMS already deals with Pa l l i at i ve Ca re issues.

EMS ca res for hospice pat i e nts who need

additional suppo rt in sympto m

m a n a g e m e nt, and other pat i e nts near the

end of life. We have deve l o ped ways to be t te r

u n d e r s t a n d, i d e nt i f y, and honor pat i e nt

p re fe re n ces for ca re. We have improve d

p roce d u res for the management of pain and

air hunger. But gre at elements of ca re do not

m a ke a gre at sys tem of ca re. Our EMS

s ys tems will be increasingly called upon to

s u p po rt the many manife s t ations of pain

beyond those that can be reached with

a n a l g e s i c s.To do so, we will have to be co m e

ex pe rts at ident i f i cation and ca re of other

kinds of distre s s, even during emerg e n c i e s.

As Jeanne Kerwin notes in her article in this

i s s u e, the co n n e ction be tween palliat i ve ca re

and EMS may not seem obvious at first. Upo n

closer ex a m i n at i o n ,h oweve r, it’s clear that

the goals of these two serv i ces can be

i nte g rate d. In fact, in no other setting is there

a gre ater need for palliat i ve ca re than in a

m e d i cal emerg e n cy.
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pain or d i s t re s s, including tra n s po rt to the

h o s p i t a l . But if Ophelia died in the home or

on ro u te to hospital, the paramedics wo u l d

not have at te m p ted to re s u s c i t ate her.

If Ophelia was tra n s po rted to the hospital

and there was an Adva n ce Di re ct i ve, t h e

p a ramedics would pass this info rm at i o n

on to the Emerg e n cy De p a rt m e nt

p hysician for immediate co n s i d e rat i o n .I n

this ca s e, a fter eva l u ating her co n d i t i o n

and tre ating any symptoms which co u l d

m a ke her more co m fo rt a b l e, the phys i c i a n

would have co n s i d e red re t u rning Ophelia

to her home with suppo rt at home fro m

her family and a hospice/home ca re te a m .

Ophelia's goal of dying pe a cefully at home

m i g ht still have been pre s e rve d.

Most of the U.S. po p u l ation is not curre nt l y

s e rved by an EMS with specific palliat i ve

ca re pro toco l s. Pa l l i at i ve ca re and end-of-

l i fe ca re training for EMS providers is

c u rre ntly uncommon in most state s.

Howeve r, in NJ, a three-hour tra i n i n g

p rog ram deve l o ped in 1997 (Editor's Note:

by Jeanne Kerwin) is already being prov i d e d

to NJ EMS staff.The training covers pat i e nt s '

ri g ht s, e n d - o f - l i fe ca re and sensitivity to the

needs of pat i e nts near the end of life. Ma ny

EMS org a n i z ations in NJ include this tra i n i n g

as part of their annual educational prog ra m s,

and the NJ St ate De p a rt m e nt of He a l t h ,

Of f i ce of EMS, has approved this tra i n i n g

for three co ntinuing credit hours for EMS

p ro fe s s i o n a l s. Eva l u ation of the tra i n i n g

has shown an increase in kn owledge abo u t

e n d - o f - l i fe ca re, as well as a significa nt

change in attitude and be l i e fs about the

role EMS pro fessionals can play in such ca re.

We are curre ntly wo rking with seve ra l

n ational org a n i z ations and leaders in

p a l l i at i ve ca re to pro m o te EMS training in

e n d - o f - l i fe and palliat i ve ca re nat i o n w i d e,

with the NJ training as a mod e l .

Jeanne Kerwin, MICP, MMH can be

contacted at (908) 522-5239 or at

j e a n n e . k e r w i n @ a h s y s . o r g .
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E m e rg e n cy Me d i cal Se rv i ces in the Un i te d

St ates includes the hospital Emerg e n cy

De p a rt m e nt (ED), as well as ambulance

( t ra n s po rt and mobile inte n s i ve ca re units)

and para m e d i cal serv i ce s. The impetus fo r

the deve l o p m e nt of Emerg e n cy Se rv i ce s

g rew out of a national move m e nt to

p ro te ct life and limb. In 1966, the Nat i o n a l

Aca d e my of Sciences published a histo ri c

re po rt that descri bed gaps in trauma ca re

in the Un i ted St ate s. This led to legislat i o n

t h at funded pre-hospital ca re ve h i c l e s

( a m b u l a n ce s ) ,t raining and serv i ce s. I n

t i m e, funding was extended to be t te r

means of co m m u n i cat i o n ,c ri t i cal ca re

s e rv i ce s, m o re adva n ced emerg e n cy

d e p a rt m e nt serv i ce s, be t te r

d oc u m e nt at i o n ,d i s a s ter management,

links to co u nty, s t ate and fe d e ral agencies

and the deve l o p m e nt of Mobile Inte n s i ve

Ca re Units (MICU). Ove rl ook Hospital wa s

one of the earliest MICU prov i d e r s.

Over the last three deca d e s, e m e rg e n cy

p hysicians and emerg e n cy nurses be ca m e

s pe c i a l i s t s, with assoc i ated cre d e nt i a l s,

s oc i e t i e s, and tra i n i n g. I n c reased public

awa reness of the skill and effe ct i veness of

e m e rg e n cy serv i ces led to gre ater public

t rust in and re l i a n ce on emerg e n cy

d e p a rt m e nts and serv i ces for a wider

range of pro b l e m s, on a 24-hour-a-day, 7 -

d ay - a - week basis. And many pat i e nts who

do not, for va rious re a s o n s, h ave their ow n

p hysicians in the co m m u n i ty, rely on

e m e rg e n cy depart m e nts for the bulk of

their medical needs, e s pecially in some

urban and underserved co m m u n i t i e s.

Pat i e nts and families have influenced the

n at u re of Emerg e n cy Se rv i ces by

p roviding feedback through pat i e nt

s at i s f a ction surveys. In re s po n s e,

E m e rg e n cy Se rv i ces have be come more

s e n s i t i ve to the needs of pat i e nts and

families in new and impo rt a nt ways. Th i s

includes decreasing pat i e nt waiting time,

reducing delays in providing ca re,

p roviding more info rm ation to and

co m m u n i cation with pat i e nts and

f a m i l i e s, and more at te ntion to pat i e nt

p re fe re n ces for tre at m e nt .

Si m i l a rl y, e m e rging re s e a rch in pain

m a n a g e m e nt, for ex a m p l e, along with

p at i e nts' desires for prompt and effe ct i ve

m a n a g e m e nt of disco m fo rt, has led to

new processes for addressing pain in

e m e rg e n cy situat i o n s. These include

p ro tocols (standard i zed proce d u res) fo r

q u a ntifying and tre ating pain, p rov i d i n g

pain medications more quickl y, and earl i e r

s p l i nting of injuri e s.

H i s to ri ca l l y, pain relief was too often seen

as a barrier to diagnosing disease, and not

as a tre at m e nt pri o ri ty. For ex a m p l e, it wa s

t h o u g ht that giving pain medication to

p at i e nts with abdominal pain might

p reve nt pro per diagnosis of the

u n d e rlying pro b l e m . But these days, p a i n

m e d i cation is often given to pat i e nts with

a bdominal pain, in co n s u l t ation with the

p at i e nt's surg e o n . The lite rat u re shows

t h at rational and pru d e nt administrat i o n

of pain medication improves the accura cy

of diagnosis in many ca s e s. For one thing,

p at i e nts in whom pain is co nt rolled are

be t ter able to co m m u n i cate and to

d e s c ri be their other sympto m s. In many

s t u d i e s, the phys i cal ex a m i n ation findings,

and thus the accura cy of diagnosis and

s a fe ty of the pat i e nt, a re bro u g ht into

s h a rper focus with appro p ri ate pain

m a n a g e m e nt .

As the basics of airway management and

c i rc u l ato ry suppo rt be came standard i ze d

and ro u t i n e, ED physicians had more

a b i l i ty to pay at te ntion to other pat i e nt

p ro b l e m s, such as pain. Pa i n , rather than

pain re l i e f, began to be seen as an

i m pe d i m e nt to diagnosis, t re at m e nt, a n d

h e a l i n g. In childre n , for ex a m p l e,

u n d e rt re at m e nt of pain could act u a l l y

i m p ri nt developing pain pat h ways in ways

t h at increase sensitivity to pain in later life.

We began to understand that adequate

pain management in pat i e nts who go to

s u rg e ry was re l ated to be t ter re cove ry

f rom anesthesia, f a s ter healing times and

e a rlier discharge from the hospital.

The Ove rl ook Hospital Emerg e n cy

De p a rt m e nt began re s e a rch to be t te r

manage acute pain almost eight ye a r s

a g o. Studies we re co n d u cted by a multi-

d i s c i p l i n a ry team led by Linda Ko s n i k ,R N ,

p re s e ntly Ove rl ook's Chief Nursing Of f i ce r.

As a re s u l t, p at i e nts with ext re m i ty injuri e s,

e s pecially bone fra ct u re s, re ce i ve co m fo rt

m e a s u res from the time of their first

co nt a ct with the ED, including not only

pain medicat i o n , but also ice, e l evat i o n

and splint i n g. Pat i e nts with ki d n ey sto n e s

a re asked to rate their pain at pre s c ri be d

i nte rvals so that pain medication can be

g i ven be fo re pain incre a s e s. Si m i l a r

at te ntion is being given to such dive r s e

conditions as ca rdiac pain, pain from a

fo reign body in the eye, and pain fro m

neck and back co n d i t i o n s. Mo re optimal

ways of reducing pain in pat i e nts with

a bdominal pain are a curre nt area of study.

As part of Ove rl ook Hospital's "pain as a

f i fth vital sign" proce s s, all pat i e nts are

a s ked about pain and pain is act i ve l y

a d d re s s e d. Si n ce pat i e nt and family

a n x i e ty about illness also increases the

ex pe ri e n ce of pain, an effo rt is made to

p rovide info rm ation about diagnosis and

t re at m e nt as soon as po s s i b l e. Ne w

ra d i o l ogy equipment planned for the ED

will allow physicians to assess and analyze

results more quickl y.

Th rough pat i e nt sat i s f a ction surveys,

p at i e nts told us of other sources of

d i s co m fo rt .Th ey did not wish to be

i s o l ated from their friends and families.

Th ey wa nted spiritual suppo rt when

re q u e s te d. Th ey wa nted more pri va cy. So

family members are enco u raged to be

with pat i e nt s, and in the new ED, roo m s

a re larger and made more pri vate and

co m fo rt a b l e. Ove rl ook's Pa s to ral Ca re

chaplains are co ntinuously available to ED

p at i e nt s. And pat i e nt education mate ri a l s

a re improved and distri b u ted more

a ct i vely to pat i e nts and families. Nu r s e s

and physicians wo rk harder to ensure that

p at i e nts' families are adequately info rm e d

and invo l ved in ca re, t a king pat i e nt

p re fe re n ces and co n f i d e nt i a l i ty co n ce rn s

i nto acco u nt .

As more pat i e nts with ca n cer are

i d e ntified and tre ate d, m o re pat i e nts have

been seen in the ED requesting relief of

d i s co m fo rt from ca n ce r - re l ated ca u s e s. I n

the ED, as in all other healthca re are a s, i t

seemed ev i d e nt that our ability to exte n d

l i fe sometimes seemed to have move d

f a s ter than our ability to understand and

re d u ce suffe ri n g. As Diane Me i e r, M D, o f

the Ce nter to Adva n ce Pa l l i at i ve Ca re in

Hospitals and He a l t h ca re at Mo u nt Si n a i

S c h ool of Me d i c i n e, po i nts out, c ri t i cally ill

p at i e nts may suffer pro foundly fro m

s y m p toms common in inte n s i ve ca re

settings such as the ED. These sympto m s

include thirst, f at i g u e, a n x i e ty, p a i n ,

h u n g e r, d e p re s s i o n , and shortness of

b re at h .( Ne l s o n , Me i e r, Oei et al. Cri t i ca l

Ca re Medicine 2001; 29 277-282). Dr. Me i e r

suggests that symptom distress is

m a l a d a p t i ve and is assoc i ated with poo re r

o u tco m e s. In addition, she and others

po i nt out, d e ath is not as pre d i ctable as

we might think. If we are not sure who is

d y i n g, but we kn ow many cri t i cally ill

p at i e nts are, then palliat i ve ca re needs to

be a part of inte n s i ve ca re for all.

Th e re are pre d i ctable challenges in

i nte g rating palliat i ve ca re and EMS ca re.

Ef fe ct i vely addressing pat i e nt needs

re q u i res clear co m m u n i cation abo u t

p at i e nt pre fe re n ces for ca re. This is not ye t
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ideal in healthca re generally and the

p roblem is magnified under the inte n s e

t i m e - p re s s u re of EMS ca re. In addition,

EMS ca re in the Un i ted St ates is now

ex pe riencing surges of demand and

s h o rtages of key pe r s o n n e l .

A deve l o p m e nt which will be helpful to

the goal of inte g rating palliat i ve ca re with

ED ca re is the re ce nt cre at i o n , by membe r s

of the Ove rl ook Hospital Emerg e n cy

De p a rt m e nt, of a national move m e nt

which re s u l ted in the founding of a

Se ction on Ge ri at ric Emerg e n cy Se rv i ce s

within the Am e ri can College of

E m e rg e n cy Phys i c i a n s. Pa l l i at i ve Ca re is of

n at u ral inte rest to Ge ri at ric Se ct i o n

m e m be r s. The increase in visits to

e m e rg e n cy depart m e nts seen in re ce nt

years is the result of ove rall po p u l at i o n

g rowth and increases in the number of

seniors who are more subject to seve re

and chronic illness. Of that gro u p, pe o p l e

75 years and older had the highest rate of

e m e rg e n cy depart m e nt visits, with 65

visits per 100 persons per ye a r.

[ E m e rg e n cy De p a rt m e nt Use Co ntinues to

Grow, EM Tod ay Di g i t a l , Ap ril 25, 2 0 0 2 ,

AC E P. o rg] 

Pa l l i at i ve ca re training methods also offe r

EMS pro fessionals an oppo rt u n i ty fo r

a d d ressing their own needs for suppo rt . A

major problem for EMS staff is the stre s s

caused by ext reme time-pre s s u re and the

high level of ex po s u re to injury and deat h

which EMS wo rk commonly invo l ve s. An

a p p roach which emphasizes the humanity

of pat i e nts will also inevitably suppo rt the

h u m a n i ty of the pro fessionals who

p rovide their ca re.

James Espinosa, MD can be contacted at

(908) 522-3510 or at

j a m e s . e s p i n o s a @ a h s y s . o r g .

Palliative Care in the Emergency

Department or the Mobile Intensive Care

Unit? Paramedics providing palliative care?

The idea seems strange at first glance.

After all, the mission of Emerg e n cy

Me d i cal Se rv i ces personnel is to re s po n d

to medical emergencies and to inte rve n e

in sudden illness and/or injury and to

p re s e rve life. He roics depicted on

te l evision shows such as ER emphasize

C P R ,e m e rg e n cy airway int u b at i o n ,

a d m i n i s t ration of life - s aving medicat i o n s

and other means of re s u s c i t at i o n . Pa l l i at i ve

ca re, on the other hand, is not abo u t

a g g re s s i ve re s u s c i t ation and life - s av i n g

i nte rve nt i o n s, but about providing relief of

s u f fe ring for pat i e nt s, e s pecially those

whose disease cannot be cure d. Howeve r,

u pon closer ex a m i n ation of these two

a re a s, we find that their goals can be

i nte g rate d. In fact, in no other setting is

t h e re a gre ater need for palliat i ve ca re

than in a medical emerg e n cy.

Pa l l i at i ve ca re is appro p ri ate for all

p at i e nt s : those of all ages, those who

s u f fer from reversible illness or injury, f ro m

i rreversible chronic diseases, and those

near the end of life. Pa l l i ation is re q u i re d

for pain, for disco m fo rting symptoms such

as nausea and fat i g u e, and for the relief of

a n x i e ty, fear or spiritual loss. Calls for EMS

and ED ca re can occur be cause of tra u m a

such as accidents or falls, sudden heart

at t a c k ,m e d i cal emergencies such as

s eve re asthma attacks or episodes of

Goals of Ca re in  

E m e r g e n c i e s

u n co nt rolled pain, or be cause a sudden

decline in the condition of elderly fra i l

nursing home re s i d e nt s. Each of these

conditions may re q u i re immediate

i nte rve ntions to pre s e rve life and funct i o n .

But each of these pat i e nts also re q u i re s

at te ntion to their disco m fo rt and distre s s,

including any increased needs fo r

p s yc h o l og i ca l ,s ocial and spiritual suppo rt .

So what is diffe re nt about the 48-year old

male suffe ring from seve re chest pain,

with no other medical pro b l e m s, and the

9 3 - year old female nursing home re s i d e nt

with multiple serious conditions who

suddenly loses her ability to speak? Th e

a n s wer lies in the goals of ca re ident i f i e d

for each pat i e nt . These goals are ident i f i e d

t h rough diagnosis (the nat u re of the

i m m e d i ate and underlying pro b l e m s ) ,

assessing prognosis (the like l i h ood of

reversing the problem and re s to ri n g

f u n ct i o n ) , and dete rmining the wishes and

ex pe ct ations of the pat i e nt and his or 

her family.

A pri m a ry goal of ca re for the 48-year old

male would likely be the urg e nt tre at m e nt

of his heart attack (if that turned out to be

the diagnosis) with angioplasty and/or

t h ro m bolytic ("clot-busting") therapies to

re s o l ve the bloc kage to his heart muscle

and re s to re circ u l at i o n ,t h e re by

minimizing the damage to his heart . Th e

ex pe ct ations of the pat i e nt and the

m e d i cal team would be to pre s e rve

ca rdiac function and to re t u rn him to his

n o rmal life act i v i t i e s. Th roughout his

t re at m e nt, h oweve r, at te ntion must also

be paid to the relief of his pain, re d u ct i o n

of his anxiety and fe a r s, s u p po rt for him

and his family with ongoing info rm at i o n

and co m m u n i cat i o n , and psyc h o s ocial and

s p i ritual suppo rt .These are the co re

p rinciples of good palliat i ve ca re.

Upon ex a m i n ation of the goals of ca re fo r

the 93-year-old female re s i d e nt of the

nursing home, the diagnosis is that she

has suffe red a stro ke and that her medica l

h i s to ry reveals previous stro ke s,

co n g e s t i ve heart failure, some ki d n ey

f a i l u re, d e m e nt i a , and re c u rre nt

pneumonia and uri n a ry tra ct infe ct i o n s.

Her nutritional int a ke has been poor in the

last six months and she suffers fro m

m a l n u t ri t i o n . We also find that she

ex p ressed her wishes to her family some

years ago upon ente ring the nursing

h o m e, and also through an Adva n ce

Di re ct i ve doc u m e nt . She clearly indicate d

in these va rious ways that she does not

wa nt her life artificially maintained if she is

unable to inte ra ct with her wo rld and take

some ca re of herself in the nursing home

s e t t i n g. Her family suppo rts her wish not

to have aggre s s i ve tre at m e nt at tempts –

and its assoc i ated disco m fo rt – near the

end of life. For this pat i e nt, the pri m a ry

goal of ca re would be the relief of pain

and unco m fo rtable sympto m s, as well as

p roviding suppo rt for her and her family's

p s yc h o l og i cal and spiritual needs.

A large pe rce ntage of EMS calls fo r

a s s i s t a n ce come from pat i e nts with

i rreversible illnesses at the end of life. Th ey

o ften do not wa nt heroic inte rve ntions to

a rtificially prolong life, but relief fro m

s u f fe ri n g, and suppo rt in the process of

d y i n g. In keeping with co n ce rns abo u t

u n n e ce s s a ry suffe ring at the end-of-life,

and the strong vo i ce of Am e ri cans say i n g

t h ey wa nt improved ca re for dying

p at i e nt s, EMS org a n i z ations can prov i d e

an ofte n - ove rl oo ked but cri t i cal re s o u rce

for improving emerg e n cy palliat i ve ca re in

our co m m u n i t i e s.

No pat i e nt or family member should eve r

be told not to call 911 when help is

needed be cause of fear that EMS staff will

insist on providing unwa nted medica l

i nte rve ntions! On the other hand,

p a l l i at i ve ca re will sometimes include

e m e rg e n cy pain management or the

u rg e nt relief of reversible co n d i t i o n s

causing disco m fo rt and suffe ring – and

those are inte rve ntions EMS staff ca n ,a n d

s h o u l d, p rov i d e.

Jeanne Kerwin, MICP, MMH can be

contacted at (908) 522-5329 or at

j e a n n e . k e r w i n @ a h s y s . o r g .

Jeanne Ke rw i n ,M M H ,M I C P

Coo rd i n ator of Ethics and Pa l l i at i ve Ca re

Ove r l ook Ho s p i t a l
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EMS pra ctitioners are traditionally guided

by the principal of implied co n s e nt .Th i s

p rincipal states that EMS staff may

reasonably assume that a person in a life -

t h re atening situation wa nts action take n

which may save their life. Implied co n s e nt

a l l ows for urg e nt medical ca re and life -

p rolonging tre at m e nts to be provided in

s i t u ations in which the pat i e nt's wishes

m ay not be clear or kn ow n . While this

a p p roach is re a s o n a b l e, and meets the

needs of most pat i e nts who have life -

t h re atening medical emerg e n c i e s, t h i s

t i m e - d ri ven approach to all calls fo r

e m e rg e n cy medical assistance affo rd s

little co n s i d e ration for palliat i ve ca re fo r

those near the end of life.

Th e re are pro tocols (re co m m e n d e d

p roce d u res) which allow Emerg e n cy

Me d i cal Se rv i ces staff such as para m e d i c s

to be guided by out-of-hospital Do No t

Re s u s c i t ate (DNR) Ord e r s. These pro toco l s

p reve nt the unwa nted provision of CPR

( ca rd i o p u l m o n a ry re s u s c i t ation) in the

eve nt of deat h . Howeve r, these pro toco l s

deal only with the issue of re s u s c i t at i o n ,

and there fo re do not address the

p rovision of palliat i ve ca re duri n g

e m e rgencies by EMS staff. Another facto r

d i s co u raging EMS provision of palliat i ve

ca re is that until re ce nt l y, no spe c i a l i ze d

p a l l i at i ve ca re training has been prov i d e d

to EMS pro fe s s i o n a l s.

Howeve r, t h e re are a significa nt number of

p at i e nts seen by paramedics in the

co m m u n i ty who are near the end of life, o r

re ceiving hospice ca re, or who call EMS

be cause of emergencies re l ated to

p s yc h o s ocial or family distre s s. EMS staff

will ty p i cally be first re s po n d e r s, eve n

when pat i e nts are otherwise invo l ved with

h o s p i ce and home ca re prov i d e r s. E M S

s t a f f, p ro pe rly tra i n e d, can function as

mobile and immediate re s o u rce ce nte r s

and inte rim ca re g i vers for such pat i e nt s

and their families. It is there fo re impo rt a nt

t h at in addition to life - s aving ski l l s, E M S

p roviders also be able to help pat i e nt s

(and families) who need urg e nt at te nt i o n

to pain, d i s co m fo rt and distre s s. Pa l l i at i ve

ca re training provides such ski l l s.

To illustrate the impo rt a n ce of palliat i ve

ca re provided in the co m m u n i ty setting

by paramedics and other EMS

p ro fe s s i o n a l s, let's examine a case in which

a pat i e nt came into the hospital sys te m

t h rough EMS without palliat i ve ca re.

While no one individual in the ca s e

p re s e nted above did anything wro n g,

Ophelia did not re ce i ve palliat i ve ca re

( a d e q u ate at te ntion to her and her family's

s u f fe ring and pre fe re n ces) soon enough.

Wh at could have been done to make this

e n d - o f - l i fe sce n a rio more co m p atible with

Ophelia's wishes from the start ?

I d e a l l y, in addition to her co nve r s at i o n s

with her bro t h e r, Ophelia would have wri t te n

an Adva n ce Di re ct i ve (AD), s pecifying her

p re fe re n ces for end of life ca re, and naming

her brother as her Health Ca re Proxy (to

s peak for her when she be came unable to

m a ke decisions or co m m u n i cate for herself) .

Her aide would have been info rmed of her

p re fe re n ces and given a co py of the AD.

In discussions with her pri m a ry phys i c i a n

and her bro t h e r, a decision might have

been made to re fer Ophelia to Ho s p i ce. If

s o, s pecialist nurses and social wo rke r s,

with added co n s u l t ation from a Ho s p i ce

Phys i c i a n , would have supe rvised the ca re

at home, e n s u ring maximum at te ntion to

Ophelia and her family's disco m fo rts and

n e e d s. This might have preve nted an

u n n e ce s s a ry trip to the hospital and

a l l owed her to die at home, as she pre fe rre d.

But whether or not Ho s p i ce was invo l ve d,

at any po i nt, a physician could have be e n

a s ked to wri te an Out of Hospital DNR (OOH

DNR) ord e r. Gi ven a be t ter understanding

of Ophelia's wishes, it is possible the aide

would not have called 911. But even if she

d i d, when paramedics arri ve d, the pre s e n ce

of the OOH DNR in the home would still

a l l ow the paramedics to assess and

p rovide any emerg e n cy ca re needed fo r

the NJ Model
End-of-Life Care Training for EMS: Ophelia was an elderly 92-year-old lady

who had been widowed 15 years ago.

She had been a social worker in the N e w

York City Welfare System for 46 years a n d

was a very independent, intelligent and

stubborn person. After her husband died,

she continued to live on her own in the

city. She was active in her church and did

volunteer social work in the city. She had

12 siblings and they remained in close

contact through the years.

Several years ago, with only three

siblings surviving, Ophelia was diagnosed

with Alzheimer's Disease. She went to live

with a brother, 10 years younger, in his

town house in New Jersey. Her brother

cared for her in the early years of her

dementia. During those years, Ophelia

and her brother talked openly about care

at the end of life. She told her brother

clearly and often emphatically that when

she became debilitated and unable to

care for herself, she did not want

aggressive medical treatment or artificial

life supports. She wished to be comfortable

and to die at home "in peace." When her

disease made it impossible for her brother

to care for her by himself, he hired a 24-

hour live-in aide to manage her daily care.

Ophelia eventually did not get out of

bed. Her eating diminished and she was

not communicative. She received total care

from her aide but remained at home with

her brother. One afternoon when Ophelia's

brother was at a doctor's appointment, the

aide called 911 because Ophelia spiked a

very high temperature and would not

speak or eat breakfast. The EMS team

responded and found a bed-ridden elderly

woman with an elevated temperature,

dehydrated and unresponsive. The

paramedics started IV fluids and oxygen,

hooked Ophelia up to a cardiac monitor,

bundled her up, put her on a stretcher in

the ambulance and transported her to the

local hospital Emergency Room.

We can imagine that Ophelia opened her

eyes in the back of the ambulance and was

frightened. She would feel the ambulance

sway and jerk through traffic and hear the

blaring of the sirens. At the hospital,

among the hustle and bustle of emergency

room nurses and doctors treating acutely

sick and injured patients, she was treated

for dehydration and pneumonia. The staff

tried to reassure and comfort her but she

did not appear to understand. She was

admitted to the hospital for further

treatment and evaluation. She received IV

fluids and antibiotics, and blood was

drawn. A patient in her condition would

not understand what was happening.

Ophelia's brother, recovering from a total

hip replacement, had to wait several hours

for a neighbor to drive him up to the

hospital to see his sister. When he arrived

late in the day, she was in bed on a medical

floor and appeared to be resting comfortably.

He stayed for a few hours, stroking her

hand and talking soothingly to her until

she slept. He then left, planning to speak

with her treating doctor in the morning.

During the night, Ophelia developed

respiratory distress and was having difficulty

breathing. Her oxygen levels dropped and

the resident on call suggested intubation and

a ventilator. He noted her age and diagnosis

(end- stage Alzheimer's Disease) and asked

the nurse if there was a Do Not Resuscitate

(DNR) order or any indication on the chart

about her wishes. There was no DNR order

and no Advance Directive or indication of

her wishes on which such an order could

have been based. Since the patient could not

communicate, the resident called her brother

in the middle of the night and requested his

consent to place her on the ventilator. Her

brother was alarmed and unprepared for this

question, but when told that Ophelia would

die without the ventilator, he consented.

Ophelia was placed on a ventilator and

transferred to the Intensive Care Unit. When

her brother came in to see her the next

morning, he realized with great dismay that

Ophelia was in exactly the circumstance she

had clearly told him she did not want. He felt

he had let her down, and wondered what he

could do now. He contacted the doctor who

was in charge of her hospital treatment.

The physician was a "hospitalist," an expert

in managing inpatient care, but who did

not know Ophelia or anything about her.

He explained to Ophelia's brother that his

sister's likelihood of recovery was very poor.

Her brother told the physician of his

previous conversations with his sister and

of the strong wishes for a peaceful death at

home she had communicated to him. He

felt as if everything that had happened,

starting with the aide's call to 911, was a

mistake. Ophelia never wanted any of this!

She will be furious with me, he explained.

The doctor assured Ophelia's brother that

her wishes could still be followed. He

documented Ophelia's wishes, as expressed

to her brother, in the chart, wrote a DNR

order, and ordered the ventilator to be

withdrawn. Ophelia was made comfortable

with pain-relieving and other medications

and moved to the inpatient hospice room,

to be allowed to die with no heroics. She

died peacefully the next day, with her

brother and a sister at her bedside, as well

as the hospital chaplain and social worker.

Jeanne Ke rw i n ,M I C P, M M H
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