
   
 

   
 

Einstein Medical Center Philadelphia Emergency Department End of Life Care Reference 

 

1. Purpose 

a. The goal of this guide is to provide a reference for both institutional workflow 

around the management of patients requiring end of life care along with serving 

as a reference for best practices in the medical management of these patients as 

recommended by palliative care and ED practitioners. 

b. This guide does not provide any binding departmental policies or hospital policies 

and does not supersede any such policies 

 

2. Rationale 

a. The emergency department is increasingly the location where end of life care is 

initiated for patients with poor prognoses or pre-defined goals of care. Emergency 

medicine physicians are therefore more and more frequently expected to provide 

appropriate medical care for these patients while navigating the systems in place 

to ensure their goals of care are adequately tended to.  

 

3. Einstein End of Life Care Resources: 

a. Palliative Medicine Team 
i. The Palliative care department at EMCP consists of Dr. Huma Ansari 

and Dr. Elham Siddiqui along with Alfreda Lewis-Johnson, LSW. In 

addition the service regularly has rotating residents from the internal 

medicine residency and occasionally the emergency medicine program.  

ii. One of the attendings is available 24/7 through Tiger Text for consultation 

as needed. Their schedule is currently not available on Amion.  
iii. During daytime hours, any patients with a need for end of life care can be 

discussed with them and they will see patients in the ED as formal consult 

if requested. 
iv. In off hours, they are available if needed but should be contacted primarily 

for emergent issues regarding a patient’s end of life care 

 

b. VNA Hospice 
i. EMCP has an affiliation with the Visiting Nurses Association (VNA) of 

Philadelphia to provide hospice care for our patients including both 

inpatient and home hospice care. 

ii. The number for the hospice agency is (215)-581-2046 

  



   
 

   
 

iii. During daytime hours the on-call social worker or case manager is usually 

able to contact the on-call hospice nurse who can see and evaluate the 

patient and their needs in the emergency department. If the palliative care 

team is involved with the patient, they may also contact the on-call 

hospice nurse.  
iv. During evening and off hours, you may need to contact the hospice agency 

yourself. In these cases it is typically not feasible to arrange for home 

hospice care directly from the ED, and the patient will likely require 

admission the inpatient hospice service from the ED.  

 

c. Einstein Chaplaincy Program 

i. Einstein has a chaplain available 24/7 for patients and their families facing 

end of life care decisions. 

ii. The on-call chaplain is reachable through a Tiger Text role or through 

their pager 07064. 

 

d. Inpatient Hospice 
i. For patients who are in need of comfort-directed end of life care but 

unlikely to pass away during their time in the emergency department, 

EMCP has an inpatient hospice service. It is staffed by the non-teaching 

service PAs and attendings.  
ii. For the majority of end-of-life patients, this will be the appropriate 

inpatient setting. However, note that the level of nursing care in this unit is 

comparable to that of GMF. On occasion, we will utilize non-invasive 

therapies in hospice patients such as BIPAP that may be inappropriate for 

this level of care. 
iii. To admit patients to the inpatient hospice service, page or Tiger Text the 

medicine admitting resident. If there are any concerns, discuss the case 

with the triage hospitalist during the day or the internal medicine chief 

overnight. 

 

4. Medicolegal Considerations around End-of-Life Care in the ED Setting 
a. POLST Forms, Living Wills, Advance Directives, and DNR Orders 

i. Out of Hospital DNR (OOH-DNR) 

1. OOH-DNR is a form signed by a patient or their authorized 

representative when the patient is diagnosed with an end-stage 

medical condition or is permanently unconscious.  

  



   
 

   
 

2. The form instructs EMS and other out-of-hospital medical 

providers to withhold CPR or any other resuscitative measures 

should the patient go into cardiac or pulmonary arrest. They may 

do so without contacting the medical command physician. 
3. If the OOH-DNR was initiated by the patient rather than a 

surrogate decision maker, only the patient may revoke their DNR 

status. If the OOH-DNR was initiated by a surrogate decision 

maker, the decision maker may voluntarily revoke the DNR status 

at any time.  
ii. Physician Orders for Life-Sustaining Treatment (POLST) 

1. Completed by patient/surrogate decision maker in consultation 

with their primary medical provider to direct the range of 

interventions the patient wishes to have performed in the event of 

illness or injury which impairs the patient’s ability to verbalize 

their own goals of care.  
2. Intended for patients in long-term care facilities or with an 

expected life-expectancy of 1 year or less 
3. Covers a wider-range of therapies than the OOH-DNR including 

IV hydration, parenteral nutrition, antibiotics, and hospitalization. 
4. If the patient has a POLST in place and EMS responds to the 

patient in distress or in cardiac arrest, they are instructed to initiate 

CPR and BLS care and promptly contact their medical command 

physician regarding termination of resuscitation. As the medical 

command physician you should be familiar with this 

distinction and be able to appropriately advise EMS crews as 

such. If the patient has a signed POLST and there is a 

surrogate decision maker present who requests EMS terminate 

resuscitative efforts, this is reasonable and medicolegally 

appropriate.  

5. Like the OOH-DNR form, if initiated by the patient may be 

revoked by the patient at any time. If initiated by a surrogate 

decision maker, may be revoked by the decision maker at any time.  
iii. Advanced Directive/Living Will 

1. The advanced directive, living will, or healthcare power of 

attorney (POA) is a legal document which is completed by the 

patient designating their surrogate decision maker or makers in the 

event of incapacitation along with providing guidance on their 

goals of care in the event of serious illness or injury. 
2. It can be completed by any adult regardless of age or health status 

but should not be completed by a surrogate decision maker. 

  



   
 

   
 

3. It is not a legally binding document for healthcare providers and is 

not an adequate substitute for a OOH-DNR or POLST form.  
4. In the pre-hospital setting, EMS is not required to follow the goals 

of care laid out in an advanced directive. However, if the surrogate 

decision maker for the patient is present and requests termination 

of resuscitation, EMS may contact the medical command physician 

and termination of care is a reasonable and medicolegally 

appropriate course of action.  
iv. Surrogate Decision Makers 

1. A surrogate decision maker is any legal adult who is designated by 

either the patient or by legal statute to be able to make decisions 

regarding the patient's care in lieu of the incapacitated patient. 
2. If not designated by the patient in an advanced directive, a legally 

defined hierarchy for surrogate decision makers exists. This varies 

from state to state. In Pennsylvania, the hierarchy is as follows: 
a. The individual's spouse (unless a divorce action is 

pending). 

b. The individual's adult child. 

c. The individual's parent. 

d. The individual's adult brother or sister. 

e. The individual's adult grandchild. 

f. An adult who has knowledge of the individual's preferences 

and values  

5. Medications/orders for end of life care 

a. Orders/monitoring 
i. Discontinue all medications not contributing to comfort 

ii. Discontinue all orders not related to comfort such as accuchecks, labs, 

radiology 
iii. Discontinue invasive monitoring 

iv. Q15-30m assessments for pain until controlled, then q1hr 

v. Silence alarms 
vi. Avoid turning patients if it causes discomfort 

b. Medications 

i. Pain 

1. Morphine 
a. Naïve: 2mg IV q10min x2, if not controlled then 4mg IV 

q10min x2, if not controlled then 6mg IV q10 min 
b. Tolerant: 6mg IV q10min x2, if not controlled then 8mg IV 

q10min x2, if not controlled then 10mg IV q10 min 

  



   
 

   
 

2. Hydromorphone 
a. Naïve: 0.4mg IV q10min x2, if not controlled then 0.8mg 

IV q10min x2, if not controlled then 1.2mg IV q10 min 

b. Tolerant: 1.2mg IV q10min x2, if not controlled then 1.6mg 

IV q10min x2, if not controlled then 2mg IV q10 min 

3. Fentanyl 
a. Naïve: 25mcg IV q10min x2, if not controlled then 37mcg 

IV q10min x2, if not controlled then 50mcg IV q10 min 

b. Tolerant: 50mcg IV q10min x2, if not controlled then 

62mcg IV q10min x2, if not controlled then 75mcg IV q10 

min 

4. For patients on chronic narcotics, use the following table to 

calculate morphine/hydromorphone starting dose: 

Narcotic Equivalence Table 

Oral Narcotic 

Medication 

Morphine 

Equivalent PO (mg) 

Morphine 

Equivalent IV (mg) 
Comment 

Morphine 1 0.33  

Codeine 0.15 N/A  

Hydrocodone 1 N/A  

Hydromorphone 4 0.15 

Hydromorphone 

conversion IV to PO 

∼1:5 

∗ 

Methadone, mg/day  N/A  

 1–20 4   

 21–40 8   

 41–60 10 

 

 

 

 

 

ii. Dyspnea 

1. Opioid bolus 
2. Benzodiazepines 

3. Nebulizer if helpful 

  

https://www.jem-journal.com/article/S0736-4679(17)30705-9/fulltext


   
 

   
 

iii. Anxiety 
1. Lorazepam 

a. Naïve: 0.5mg IV q30min x2, if not controlled then 1mg IV 

q30min x2, if not controlled then 2mg IV q30 min 

b. Tolerant: 2mg IV q30min x2, if not controlled then 2.5mg 

IV q30min x2, if not controlled then 3mg IV q30 min 

iv. Agitation 

1. Haloperidol 

a. 1-2mg IV, may repeat once after 30 minutes, then q1hr, 

max dose 30mg/day 
v. Secretions 

1. Suction 
2. Glycopyrollate 0.2mg IV q2hr 

vi. To Do: ED specific comfort care order set in AECIS to guide management 

vii. References 
1. https://www.med.upenn.edu/uphscovid19education/assets/user-

content/documents/palliative-care/comfort-care/comfort-care-

guideline.pdf 

2. https://www.jem-journal.com/article/S0736-4679(17)30705-

9/fulltext 

 

 

https://www.med.upenn.edu/uphscovid19education/assets/user-content/documents/palliative-care/comfort-care/comfort-care-guideline.pdf
https://www.med.upenn.edu/uphscovid19education/assets/user-content/documents/palliative-care/comfort-care/comfort-care-guideline.pdf
https://www.med.upenn.edu/uphscovid19education/assets/user-content/documents/palliative-care/comfort-care/comfort-care-guideline.pdf
https://www.jem-journal.com/article/S0736-4679(17)30705-9/fulltext
https://www.jem-journal.com/article/S0736-4679(17)30705-9/fulltext


   
 

   
 

 



   
 

   
 

 



   
 

   
 

 



   
 

   
 

 


