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Abstract

Regarding medical emergencies, physicians exclusively deal with seriously ill patients suffering from advanced, progressive, 
and chronic diseases, where the diagnostic and therapeutic approach becomes simultaneous. Sometimes with a very wide 
range of possibilities that lead to a greater complexity when identifying if the patient is in the last phase of life. Thus, there 
is a risk of falling into therapeutic obstinacy or disinterest leaving aside the main objective of ensuring the comfort of these 
patients. In response to this need, our work team carried out an algorithm that aims to integrate palliative care to the emer-
gency service, by identifying end-of-life patients, in addition to implementing management proposals for each stage thereof. 
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Introduction 

The incidence of chronic diseases has increased in 
recent years worldwide and due to advances in medical 
and surgical treatments; a longer survival time has 
been achieved for these patients with anatomical and 
functional repercussions. Often with significant deteri-
oration in quality of life; in the attempt to maintain life, 
there is a risk of falling into therapeutic obstinacy by 
prioritizing time of life over quality of life1,2.

Faced with the great challenge of managing a patient 
with an advanced, progressive and incurable disease, 
the need for the creation of palliative care arose; 
Dr. Cicely Saunders was a pioneer in this area. Cicely 
Saunders developed the definition of total pain in 1964, 
in which she emphasized the importance of managing 
the physical, psychological, and spiritual pain of death 

as the preamble and the foundations of palliative care. 
Later in 1967, she managed to materialize this doctrine 
by establishing the first Hospice in St Christopher’s, 
London, where only patients in the terminal phase were 
cared for, concentrating on achieving total pain relief 
until the patient’s death3.

At present, there are several definitions of palliative 
care, the one with the greatest impact in the medical 
field is the one proposed by the World Health Organi-
zation, which defines it as: “an approach that improves 
the quality of life of patients (adults and children) and 
their relatives when they are facing problems inherent 
to a life-threatening illness. They prevent and alleviate 
suffering through early identification, assessment, and 
correct treatment of pain and other problems, whether 
physical, psychosocial, or spiritual”4.
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In the case of our country, Mexico, according to the 
current official standard NOM-011-SSA3-2014, criteria 
for the care of terminally ill patients through palliative 
care, defines it as “active and total care of those dis-
eases that do not respond to curative treatment. The 
control of pain and other symptoms, as well as attention 
to psychological, social, and spiritual aspects”5. 

It is of utmost importance to highlight that the popu-
lation receiving end-of-life care is not a homogeneous 
population with unique characteristics; on the contrary, 
it is a progressive classification based on the evolution 
of the disease, which is why we can divide the final 
phase of the patient’s life into the following stages: 
non-terminal, terminal, and agonal.

Non-terminal patients are those with advanced, pro-
gressive, and incurable disease. This also means a 
lack of reasonable possibilities of response to specific 
treatment, together with numerous problems and/or 
multiple, intense, multifactorial, and progressive symp-
toms with great emotional burden on the patient, family, 
and therapeutic team. It is closely related to the pres-
ence, explicit or not, of a limited life prognosis and a 
near death, but with a life expectancy of more than 
6 months. When survival is ≤ 6 months, then the patient 
is in the terminal phase3. When terminal patients pres-
ent a sudden decrease in vital functions with an esti-
mated survival time between 24 and 48 h, they become 
by definition an agonal patient, mainly this group of 
patients should have a medical approach of providing 
comfort until death3.

Patients in the final phase of life may present exac-
erbations of symptoms according to their pathology, or 
the presence of concomitant potentially curable acute 
pathologies, and are therefore not exempt from requir-
ing care in the emergency department. 

The patient in the final phase of life has been inte-
grated into a model of care, which allows us to under-
stand the complexity thereof and establish the main 
guidelines in its management, ranging from the diag-
nosis of advanced, progressive, and incurable disease 
through the death of the patient and ending with the 
management of bereavement in the family6-8.

In medical training, preserving life is deep-rooted as 
a basic principle, because death is conceptualized as 
a defeat for physicians in the management of their pa-
tients and not as the last phase of life. For its part, 
emergency medicine is the specialty that, driven by 
acute symptoms, provides simultaneous diagnostic and 
therapeutic interventions in a timely manner to limit 
complications, as well as loss of function and life9,10. 
Emergency physicians are in a constant struggle to 

preserve life in the face of catastrophic scenarios, so it 
is not difficult to fall into therapeutic obstinacy. In addi-
tion to not having adequate training to recognize and 
manage the patient in the final phase of life in any of 
its stages, which can lead to stigmatizing the patient 
with advanced, progressive, and incurable disease as 
a patient who does not require interventions on their 
part, even when presenting a potentially curable acute 
disease11-13.

When a patient in the end-of-life phase requires care 
in the emergency department, emergency physicians 
should be able to decide which integration category 
should be used, according to the needs and character-
istics of each particular patient. Considering that, pa-
tients could make use of the traditional consultation 
where they would request support from the palliative 
physician to carry out the immediate assessment and 
management. Alternatively, emergency physicians 
could team up with palliative care staff and work on the 
basis of previously established common goals; or ad-
vanced integration where they share the same physical 
space, goals, and protocols. Another option to consider 
is advanced integration where the EP would have the 
necessary skills, certified by a palliative care board to 
ensure appropriate training of the EP in the area of 
palliative medicine14-16. At present, none of these mod-
els have been established in Mexico or Latin America 
at any level of medical care. Neither were similar pro-
tocols found by means of a directed search in academic 
search engines such as PubMed using the MeSH terms 
“palliative care” and “emergency room;” nor with the 
Google scholar search engine using the same terms. 
This is perhaps due to the lack of knowledge of pallia-
tive care by emergency medical services, despite the 
fact that in some hospitals this service is already avail-
able. The relationship between both specialties is null 
or very difficult, because the objectives are different in 
both specialties and the emergency department can do 
little for the palliative patient even with a potentially 
curable acute pathology. Thus, its main objective is 
limited to preserving life, even falling into therapeutic 
obstinacy without visualizing other objectives in the 
short-, medium-, and long-term or reaching the oppo-
site extreme by not considering it as a therapeutic 
challenge and falling into disinterest, poor quality of 
care, and therapeutic abandonment17,18.

Hence, our team, which has training in emergency 
medicine and palliative medicine, developed an algo-
rithm to facilitate the care and management of patients 
in the final phase of life who come to the emergency 
department of our hospital unit. The complexity of 
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these patients is taken into account, ranging from a 
patient with characteristics of advanced, progressive, 
and incurable disease without an established diagno-
sis, to the agonal patient. This includes cancer and 
non-cancer patients, without forgetting their particular 
characteristics (Fig. 1)19-21.

For the purposes of our management algorithm, the 
end-of-life patient seeking emergency medical care will 
be classified as follows: 
1. Patient with diagnostic suspicion compatible with a 

pathology that cannot be reversed medically or 
surgically. 

2. End-of-life patient: patient with the diagnostic cer-
tainty of suffering from an advanced, progressive, 
and incurable disease. 

3. Patient with an advanced, progressive, and incurable 
disease without terminal criteria: patient with an ad-
vanced, progressive, and incurable disease with a life 
expectancy of more than 6 months. 

4. Terminally ill patient: patient with an advanced, pro-
gressive, and incurable disease with an estimated sur-
vival due to underlying pathology of 6 months or less. 

5. Patient in the agonal phase: terminal patient with a 
sudden decrease in vital functions with a prognosis 
of survival of no more than 48 h3.
Within the approach to palliative care patients in the 

ED, we decided to divide them into three groups: pa-
tients with criteria of advanced, progressive, and incur-
able disease but without an established diagnosis, 
those with a diagnosis of advanced, progressive, and 

incurable disease and/or terminal and agonal patients 
to simplify the approach. 

It is evident that the main reason for rushing to an 
emergency department is the presence of a predomi-
nant and in some cases refractory symptom (pain, fa-
tigue, dyspnea, and among the most relevant 
symptoms), so in our three groups this will be a com-
mon goal to achieve comfort regardless of the stage of 
the disease. 

In the case of patients with an advanced, progressive 
and incurable disease in a non-terminal phase without 
an established diagnosis, their first right is to be sure 
of their diagnosis. Thus, we consider it appropriate to 
refer them to the corresponding area to carry out proper 
medical and/or surgical diagnostic and therapeutic pro-
tocol, because in our hospital, these services do not 
assess patients on an outpatient basis at the emergen-
cy department. The patient must go to these services, 
as well as to the thanatology and palliative care service 
for the psychosocial management of the pathology, 
thus addressing the patient in a comprehensive and 
appropriate manner to the pathology22-25.

Regarding patients with advanced, progressive, and 
incurable illness with or without terminal criteria, a dis-
tinction should be made between those who benefit 
from hospitalization and those who do not, as well as 
whether this should be in an emergency department or 
whether they are in a position to move to a different 
department where the environment is nicer. It is worth 
mentioning that the family member should make this 

 Figure 1. Algorithm for proposing the integration of palliative care into the emergency department.
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decision in agreement with the patient. If the patient 
does not accept hospitalization, family members will be 
the ones who should be trained to keep the patient in 
the best conditions, advised by the palliative medicine 
unit of our hospital through outpatient care, since this 
service does not have 24-h care or a hospitalization 
area. If the patient does not require hospital manage-
ment, is already known by the palliative care staff and 
is within the opening hours of this service, a consulta-
tion with this service could be considered to treat the 
main symptom24.

Considering that patients in the agonal phase have 
an estimated life span of 24-48 h, the decision to hos-
pitalize them becomes complicated, since it rarely offers 
greater comfort than could be had at home, knowing 
the prognosis, and outcome of the disease. In addition, 
many of these patients no longer have the capacity to 
make decisions, and because of the difficulty in dealing 
with end-of-life issues, many family members prefer that 
the patient die at the hospital. This was observed in a 
study of 5837 patients in palliative care programs with 
end-stage cancer that the patient was less likely to 
choose to die at home when the patient presented mod-
erate or severe pain and when the patient presented an 
adequate functional state as measured by the Palliative 
Performance Scale. Moreover, it was identified that not 
all patients choose home, such as those who are not 
married, non-white patients, and the elderly26. When it 
comes to cardiopulmonary resuscitation, patients and 
their relatives often think that they have enough time to 
discuss this and other end-of-life issues. Hence, it is 
common that patients do not make decisions about this 
phase or do not communicate them with their relatives. 
Thus, it is common for them to reach the dying phase 
and be subjected to resuscitative measures that they 
may not have wanted. It has been identified that reach-
ing the agonal phase without decision-making regarding 
resuscitation is associated with increased patient agony 
and poorer bereavement management by the family27.

Conclusion

The main task of ED physicians when faced with pa-
tients with an advanced, progressive, and chronic dis-
ease is to integrate the two medical disciplines in their 
management, understanding integration as the incorpo-
ration of palliative care into the ED consultation by cor-
rectly identifying this population, exploring the literature 
and advances in the area during their training, to put it 
into daily practice and identify the nearest centers that 
have a palliative care area if there is none in their unit, 

to finally have a plan at the end of the consultation as 
would be done with any other patient. 
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