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ABSTRACT
Background  Patients with end-of-life care (EoLC) 
needs present to the emergency departments (ED) 
frequently and at times, it can be difficult to provide a 
high standard of care. Within the Irish setting, there is 
limited literature on the provision of EoLC in EDs and 
this study, therefore, aimed to evaluate the perceptions 
of emergency medicine (EM) clinicians regarding the 
provision of EoLC in EDs in Ireland.
Methods  The End-of-Life Care in Emergency 
Department Study was a cross-sectional electronic survey 
study of EM doctors working across 23 of the 29 EDs in 
the Ireland. This study was conducted through the Irish 
Trainee Emergency Research Network over a 6-week 
period from 27 September 2021 to 8 November 2021. 
Analysis of the survey domains regarding knowledge 
and attitude has been published previously by the 
present authors, with this current analysis focusing 
on communication, education and resources for the 
provision of EoLC in EDs. Descriptive data on outcomes 
are reported with additional subgroup analysis according 
to years of experience in EM.
Results  Of the 694 potential respondents, 311 
(44.8%) had fully completed surveys. The majority (62% 
n=193) were between 25 and 35 years of age with 
60% (n=186) having <5 years’ experience in EM; 58% 
(n=180) were men. Experienced respondents (>10 years’ 
experience) were more likely to agree that they were 
comfortable discussing EoL with patients and families 
than those with <5 years’ experience (80% vs 32%) 
(p<0.001). Questions on ED infrastructure revealed that 
just 23.5% agreed that appropriate rooms are allocated 
for EoL patients, with just 11.6% agreeing that the 
physical environment is conducive to the provision of 
EoLC.
Conclusion  EM clinicians agree that they are 
comfortable breaking bad news and discussing EoLC 
with patients and families, but disagree that adequate 
resources and infrastructure are in place to provide a 
high standard of EoLC in Irish EDs. Challenges exist 
centred on training and infrastructure and addressing 
these may lead to enhanced EoLC in the future.

INTRODUCTION
Emergency medicine (EM) is a specialty devel-
oped around the stabilisation and management of 
acute illness and injury, with EM clinician training 
focused predominantly on providing treatment to 
preserve life.1 However, it is well recognised that 
patients present to emergency departments (EDs) 

in the last days or hours of their lives, switching 
the focus of the EM clinician from life preservation 
to the provision of comfort and dignity during the 
dying process.2–5

Internationally, studies from Hong Kong, 
Australia and Kuwait have demonstrated that EM 
clinicians are comfortable with some aspects of 
end-of-life care (EoLC), but the ED skillset may 
not translate into the specific needs required for all 
EoLC patients.2 6 7 There is also a sense that ‘less 
is more’ and that EM clinicians ‘cannot do every-
thing’ for all patients, which perhaps leads to the 
perception that EoLc may be beyond the scope 
of ED staff.8–13 Healthcare delivery varies from 
country to country and it is currently unknown if 
Irish clinicians have the same perception as inter-
national colleagues. Future interventions towards 
EoLC rely on this knowledge.

In Ireland, the aim of the Adult Palliative Care 
Services Model of Care is that: ‘every person with a 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ It can be a challenge to provide a high 
standard of care of end-of-life care (EoLC) in 
the emergency department (ED), for multiple 
reasons as reported internationally. In Ireland, 
it is unknown what the perceptions of Irish 
clinicians are regarding the provision of 
EoLC, with regards to communication, clinical 
management and resources.

WHAT THIS STUDY ADDS
	⇒ EM clinicians with many years of experience are 
comfortable discussing EoL with patients and 
families but less experienced clinicians are not. 
Regardless of experience, most clinicians feel 
that the clinical environment in their ED is not 
conducive to the provision of EoLC, and that 
there is a clear desire for further training in all 
aspects of EoLC.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Education and infrastructure are potentially 
modifiable barriers to the provision of EoLC 
in Irish EDs as shown in this study, but the 
findings are likely similar to international EDs. 
Targeted improvements are likely to improve 
not only the standard of care but also the 
confidence of clinicians providing this care.
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life-limiting condition can easily access a level of palliative care 
appropriate to their needs regardless of care setting or diag-
nosis to optimise quality of life’.14 The present authors have 
recently surveyed EM clinicians in Ireland (End-of-Life Care 
in Emergency Department Study (EDEL)) regarding their atti-
tude and knowledge of EoLc in EDs. This analysis found that 
there is a positive attitude towards treating EOL patients, and 
a recognition that adequate comfort at this time can minimise 
the suffering endured by patients and families.15 However, this 
analysis also demonstrated a lack of awareness and knowledge of 
EoLC, particularly among less experienced doctors.

Within the Irish setting, there is limited evidence regarding 
the adequacy of EoLC in EDs. This analysis aimed to further 
describe the findings of the EDEL survey regarding EM clinician 
perception of EoLC communication, education and infrastruc-
ture in Irish EDs.

METHODS
The methods, survey design and survey development for this 
study have been described previously.15 The Irish Trainee Emer-
gency Research Network (ITERN) conducted the survey from 
27 September 2021 to 8 November 2021. ITERN is a research 
network led by EM trainees, which aims to provide a plat-
form for multicentre studies to be undertaken in Ireland.16 The 
findings were reported in accordance with the Checklist for 
Reporting Results of Internet E-Surveys.17 Ethical approval was 
obtained from the Clinical Research Ethics Committee of the 

Cork Teaching Hospitals, with each participating site gaining 
institutional approval before commencement. CREC Review 
Reference Number: ECM 4 (b) 1 June 2021. There was no 
involvement of patients or public in this study.

Setting
There are 29 EDs in Ireland, which can be classified into three 
categories: 21 mixed adult and paediatric EDs, 3 paediatric-
only EDs and five adult-only EDs. Of these, 16 are accredited 
training centres for EM. The clinical team in an Irish ED consists 
of consultants and Non-Consultant Hospital Doctors (NCHDs). 
NCHDs hold a mix of training and non-training positions. 
Senior house officers are postinternship doctors who work from 
postgraduate year (PGY) 2–4, while registrars (not in training) 
are PGY 3–5. Specialist registrars (on training) are PGY 4–8, and 
fellows are PGY 8 and above. They undertake postcompletion 
of training subspecialisation that can last up to 2 years before 
becoming consultants.

Participants
Invitations were disseminated electronically by ITERN to site 
leads, who enrolled their ED in the study. 79% (n=23) of EDs 
agreed to participate in the EDEL. Mixed adult and paediatric 
EDs accounted for 69.6% (n=16) of sites registered, with the 
remainder being adult only (21.7%, n=5) and paediatric only 
(8.7%, n=2). ED attendances ranged from 25 000 to 82 000 
patients per year. Invitations were disseminated locally by site 
leads in each ED to their departmental colleagues via email or 
Whatsapp messaging groups.

Doctors who had been employed in their main role as ED 
doctors in the preceding month were included. This included 
EM consultants, EM specialist training doctors, General Practice 
trainees, clinical fellows and non-trainee EM doctors. A total of 
694 doctors worked across the included sites during the study 
period.

Survey development
The survey tool used in this study was adapted from a vali-
dated palliative care evaluation toolkit by Eagar et al and the 
CODE-EM questionnaire (Care of the Dying Evaluation Emer-
gency Medicine) and combined with questions from Shearer et al 
for the Irish context.6 18 19 The final EDEL survey tool consisted 
of a 107-item questionnaire (online supplemental appendix 1). 
This analysis focused on domains 1, 4, 5 and 6 (Demographics, 
Communication in EoLC, EoL Clinical Management and EoLC 
Services and Resources, respectively).

Patient and public involvement
Patients or the public were not involved in the design, or conduct, 
or reporting or dissemination plans of this study.

Survey distribution and recruitment
The survey was administered via the online secure Research 
Electronic Data Capture (REDCap) platform with no participant 
identifiers. The Royal College of Surgeons in Ireland provided 
access to REDCap but was otherwise not involved in the study.

At the start of the survey, participants were provided with 
information about the study, followed by a consent section. 
Participation in the survey was voluntary and anonymous, 
with no incentive to return. Participants were allowed to exit 
the survey at any time if they no longer wished to participate. 
Survey duration was approximately 20 min, and participants 
could return to re-enter their record and complete responses. 

Table 1  Demographics of respondents who completed the survey

N (%)

Age of respondents

 � 25–35 193 (62)

 � 36–45 87 (28)

 � 46–55 25 (8)

 � >55 6 (2)

Gender

 � Male 180 (57.9)

 � Female 129 (41.5)

 � Prefer not to say 2 (0.6)

Current position

 � Intern 6 (1.9)

 � SHO 111 (36)

 � Registrar 81 (26)

 � Specialist registrar 41 (13)

 � Senior registrar 13 (4.2)

 � Post CCT fellow 4 (1.3)

 � Consultant 55 (18)

Years in EM

 � <2 years 102 (32.8)

 � 3–5 years 84 (27)

 � 6–10 years 69 (22.2)

 � 11–20 years 41 (13.2)

 � 21–30 years 10 (3.2)

 � >30 years 5 (1.6)

Type of practice

 � Adults only 134 (43.1)

 � Children only 16 (5.1)

 � Adults and children 161 (51.8)

CCT, CCT, Certificate of Completion of Training; EM, emergency medicine; SHO, 
senior house officers.
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Figure 1  Communication in EOL care in ED according to years in EM. ED, emergency department; EM, emergency medicine; EOL, end-of-life.
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The time to complete the survey was not measured. The survey 
was open, and not password protected. This study did not use 
methods to prevent participants answering the survey two times.

Statistical analysis
The survey consisted of 107 questions. Only the participants 
with complete survey responses were included in the final 
analysis as completed domains were needed to undertake anal-
ysis as the incomplete responses were varied in their level of 
completion. Scores were assigned for each of the 5-point Likert 
scale options for each question (5=strongly agree, 1=strongly 
disagree), and the mean score of each question was calculated 
to reflect the level of agreement for each item. When agreement 
is reported, this refers to clinicians who reported ‘agreed’ or 
‘strongly agreed’. To evaluate variations, EDs were grouped into 
those greater than 50 000 (>50 K) versus less than 50 000 (<50 
K) annual attendances. This method has been used previously in 
an Irish multisite airway study and was found to be an accurate 
discriminator of differences between ED facilities, infrastructure 
and staffing.20 Descriptive statistics were used to characterise the 
clinicians’ perceptions of the relevant domains,1 4 5 7 with clini-
cians grouped into ≤5 years, 6–10 years or >10 years in EM to 
evaluate differences in experience; estimates are provided with 
95% CIs. Years of experience were chosen as it was felt to be a 
more accurate discriminator of time spent providing EoLC in 
EDs versus role. A trainee may have many years of ED experience 
prior to joining a training programme, or a new consultant will 
have a different perspective to a consultant of 35 years, so the 
authors felt this was a more accurate discriminator. Differences 
between groups were tested using the χ2 test, or Kruskal–Wallis 
test with means/SD reported. Statistically significant results 

were accepted at a p value of less than 0.05. Statistical anal-
ysis was performed using the statistical programming language 
R V.3.6.3.21

RESULTS
A total of 441 responses were received from 23 sites, repre-
senting a response rate of 63.5%. Of these, 311 fully completed 
the survey and were included in the analysis, giving a final 
response rate of 44.8%. Regarding size of ED, there were 114 
responses for <50K, vs 197 responses for >50K. The median 
response rate for all sites was 63.3% (IQR 35.7, 71.6%; range 
0%–95.7%). There was no difference between respondents who 
did and did not complete the survey regarding age, gender, clin-
ical grade and years of experience. The demographics of the 
respondents are shown in table 1.

Communication in EoLC in the ED
Most respondents (70%) agreed that they felt comfortable 
breaking bad news to patients or families. Most respondents 
(65%) agreed that they would routinely engage families in EoLC 
discussions and decisions for a patient. More experienced clini-
cians (>10 years in EM) had higher levels of agreement that they 
were comfortable addressing questions about EoLC from fami-
lies than those with <5 years of EM (76% vs 39%, p<0.001), 
and more experienced clinicians agreed that they were confi-
dent in supporting family members in decision-making around 
EoLC in the ED than junior clinicians (78% vs 43%, p<0.001) 
as shown in figure 1. Religious preferences can be important to 
patients and families, and 62% of clinicians with >10 years of 

Figure 2  Clinical management in ED according to years in EM. ED, emergency department; EM, emergency medicine; EOL, end-of-life.
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EM agreed that they discuss religious beliefs with families and 
patients, vs 20% of those with <5 years of EM (p<0.001).

Clinical management in the ED
EM clinicians agreed (67%) that pain medication should not be 
withheld until patients receiving EoLC experience discomfort 
with 87% agreeing that patients should be pain free as much as 
possible. Most respondents (58%) agreed that strong analgesia 
at high doses could cause apnoea in opioid-naive patients, with 
47.6% agreeing that they are confident in assessing and treating 
pain in EoLC patients. More experienced clinicians agreed that 
they were more confident in assessing pain in patients at EoLC 
when compared with clinicians with <5 years of EM (63% agree 
vs 40%, p<0.001) as shown in figure 2.

EoLC services and resources
Regarding educational support for the provision of ‘good’ EoLC 
in the ED, 31.5% agreed that resources were available, if needed. 

Only 11.6% of respondents agreed that the physical environment 
in the ED is conducive to the provision of EoLC, and 32.2% of 
respondents agreed that routine debriefing and feedback occurred 
after a death. More experienced clinicians had higher agreement 
that there is pastoral support available (87% vs 12%, p<0.001). 
Overall, the minority of respondents agreed with most questions 
regarding EoLC services and resources as shown in figure 3 and 
online supplemental figure 1 and tables 1 and 2.

Training, education and service improvement
As shown in figure 4, respondents predominantly agreed on the 
need for training regarding communication, advanced care plan-
ning and symptom control for EoLC patients in EDs. There was 
no difference between facility size or years in EM demonstrated 
as shown in online supplemental tables 3 and 4.

DISCUSSION
This prospective cross-sectional survey of Irish EDs has demon-
strated the willingness of EM clinicians to engage with patients 

Figure 3  EOL services and resources according to years in EM. ED, emergency department; EM, emergency medicine; EOL, end-of-life.
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and families regarding EoLC; however, participants reported 
perceptions that could acts as barriers to providing good care 
including a lack of knowledge, infrastructure and education.

Findings from this study suggest that EM clinicians are aware 
of the importance of providing good care for patients during 
significant events in their lives. Overwhelmingly the respondents 
expressed competence or confidence with breaking bad news 
and were positive about engaging with families about EoLC. 
This is representative of the specialty, where breaking bad news 
is unfortunately a common occurrence, often without warning 
or having prior knowledge of the family or medical history, and 
these events can often follow a very acute and short illness.22 
This likely explains why clinicians with >10 years of experience 
and presumed experience dealing with dying patients were more 
comfortable discussing and answering questions from family 
members about EoLC than junior clinicians. Clinicians with 
>10 years experience were also more likely to agree that they 
discussed religious beliefs, as it is a process they have likely gone 
through on multiple occasions in their careers. As the dominant 
religion in Ireland, older patients are likely to follow the Cath-
olic faith and therefore likely to see pastoral involvement as very 
important at the end of their lives. However, as Ireland becomes 
more diverse religiously and ethnically, EM clinicians will need 
to be comfortable addressing religious wishes of all patients at 
the end of their life.

Henson et al analysed ED visits for all patients with cancer in 
England who died over a 1-year period and reported that while 
EM clinicians are willing to care for EoLC patients, there are 
numerous challenges, among which is the lack of a specific palli-
ative care skill set.23 In this analysis, respondents were confident 
that EoLC patients should be cared for in a pain-free state and 
that pain medication should not be withheld. However, when 
questioned about specific palliative care management, most 
were not comfortable commencing continuous subcutaneous 

infusions, were unaware of which diluents to use for medica-
tions, did not routinely prescribe anti-secretory medications, 
or felt comfortable discontinuing oxygen for agitated EoLC 
patients. Pain is a major component of emergency care, and EM 
clinicians are confident in managing pain and the subsequent 
side effects of analgesia, including emesis. These symptoms are 
managed daily by an EM clinician, and these skills translate 
across many patient presentations including EoLC. However, in 
terms of pain control in patients with chronic and more complex 
and refractory pain, this study highlights that EM clinicians do 
not express the same comfort levels, and perhaps feel that their 
knowledge is lacking in this area. This also creates an opportu-
nity for development of collaborations between EM and pallia-
tive care teams, to enhance the care provided for these patients 
when they arrive in ED.

Current staffing and occupancy constraints mean that 
less than one-third of the respondents agreed that patients 
at EoL have a single room during their stay in the ED or 
have a staff member specifically allocated to their care. The 
majority of respondents felt that the ED environment was 
the wrong place to receive EoLC. These responses are likely 
representative of capacity issues in EDs, which impact all 
patients, not just those experiencing EoLC, which is consis-
tent with international studies.3 24 Lack of time, space and 
infrastructure are widely reported as barriers to providing 
high-quality EoLC.25 26

Less than half of the respondents agreed that they were 
offered psychological support following the death of a 
patient. It is well established in the prehospital setting that 
caring for a dying patient is a stressful event, and in an emer-
gency setting, similar to prehospital, it can be challenging 
to develop rapport with patients or families due to the 
acute nature of the presentation.27 28 This balance between 
providing patient-centred care and providing comfort to a 

Figure 4  Training, education and service improvement according to years in EM. EM, emergency medicine; EOL, end-of-life.
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family is challenging and has the potential to lead to moral 
distress for ED staff, something which staff psychological 
support such as the Employment Assistance Programme 
offered by the Health Service Executive may help to 
address.27 29 30 Services such as this are likely underutilised.

In the domains of this study previously reported, we 
found that inadequate education is a significant barrier to 
the provision of ‘good’ EoLC in Irish EDs with only 20% of 
Irish EM clinicians reporting they had formal EoLC training, 
and 75% reporting that they had little or no EOLC knowl-
edge.15 Educational resources, guideline adherence, audits 
and debrief were all aspects of EoLC that were considered 
inadequate in this study as per the respondents. As high-
lighted in figure  4, respondents agreed that all aspects of 
EoLC regarding communication, advanced directives and 
symptom management could be taught more often and effec-
tively. Developing these competencies for staff may allow 
for more confidence and comfort when managing EoLC 
and likely lead to better care for patients. A national EoLC 
guideline was published for Irish EDs in 2020 but guidelines 
such as this are being used by less than half of the survey 
respondents.31 Better awareness, promotion and dissemi-
nation of such resources may help staff be more confident 
providing EoLC. This resonates internationally, where both 
Shearer and Wong recommend educational programmes 
as means of developing the palliative care skill set for EM 
clinicians.6 7 The Royal College of Emergency Medicine 
produced the End of Life Care Toolkit in 2020 with the 
mantra; ‘When it comes to dying, we only have one chance 
to get it right’, emphasising that EoLC is core business for 
EM, and an important facet of care unique to ED.5 A similar 
educational approach may be useful for Irish EM trainees.

Limitations
Incomplete responses were excluded from the analysis to 
ensure accuracy of the reported data. The reasons for non-
completion are unknown but given the survey duration was 
approximately 20 min, this may have deterred completion of 
the survey given the busy work schedules of EM doctors with 
respondent fatigue a relevant consideration. Other poten-
tial limitations include social desirability and acquiescence, 
but the results of this survey are similar to other interna-
tional studies, likely reflecting the true opinions of the clini-
cians responding. The response rate (44.8%, n=311) may 
be considered a limitation, however is of a magnitude, age 
and geographical spread that we believe is representative of 
the EM workforce in Ireland. This study solely represented 
the views of Irish EM clinicians; its international generalis-
ability is unknown.

CONCLUSION
This study has shown that EM clinicians perceive EoLC as 
important, and due to the nature of the job, providing EoLC 
is a common occurrence due to the nature of unscheduled, 
undifferentiated emergencies. Clinicians in this survey with 
more experience felt more comfortable with EoLc than less 
experienced clinicians. However, regardless of experience, 
there are perceived barriers to the provision of this care 
regarding infrastructure, training and a lack of educational 
and debriefing supports for staff. Improved departmental 
infrastructure, staffing and educational supports are poten-
tial solutions to develop this skillset and inclusion of EoLC 

training into the EM curriculum may provide a vector for 
improving care.

Correction notice  Since this article first published, the right hand side of figure 2 
has been updated.

X James Foley @jamesfoley273, Etimbuk Umana @timburg and Saema Saeed @
saemasaeed

Collaborators  ITERN Collaborators: Ahmed Ahmed (Sligo University Hospital), Ripu 
Daman Singh (Letterkenny University Hospital), Khalid Siddig Abdalla Mohamed Ali 
(Mayo University Hospital), Abuagla Mohammed (Mayo University Hospital), Gideon 
Meyer (Sligo University Hospital), Rachel Burke (Sligo University Hospital), Marcus 
Jee (University College Hospital Galway), Mairead Reidy (University College Hospital 
Galway), Alsomoal Hussein Ali Alhaj (Portiuncula University Hospital), Bassey 
Ndoma Egba (Cork University Hospital), Brian McCarthy (Cork University Hospital), 
David, Herlihy (Cork University Hospital), Claudio Dalla Vecchia (University Hospital 
Limerick), Samuel Joseph Dairiam (Mercy University Hospital Cork), Mohammed 
Aeesa (University Hospital Kerry), Jessie Lynch (University Hospital Waterford), Daniel 
Poppleton (University Hospital Waterford), Waqar Arshad (Tipperary University 
Hospital), Stephen Sheridan (Midlands Regional Hospital Tullamore), Octav Cristiu 
(Midlands Regional Hospital Tullamore), Babar Ali (Midlands Regional Hospital 
Tullamore), Hugh O’Reilly (Midlands Regional Hospital Tullamore), Cathal De 
Buitléir (Tallaght University Hospital, Dublin), Enda Hession (St Vincent’s University 
Hospital, Dublin), Barry Keane (Tallaght University Hospital, Dublin), Sean Underwood 
(Beaumont Hospital, Dublin), Karl Kavanagh (Mater Misericordiae University 
Hospital), Alison Haye (Mater Misericordiae University Hospital), Margaret Grace 
(Connolly Hospital Blanchardstown, Dublin), Wan Hasbi Hanafi (Cavan General 
Hospital), Abdullah Rana (Our Lady’s Hospital Drogheda), Bronagh MacManus (Our 
Lady’s Hospital Drogheda), Jason Horan (Mayo University Hospital), Fergal Hickey 
(Sligo University Hospital), John O’Donnell (University Hospital Limerick), Damien 
Ryan (University Hospital Limerick), Darren McLoughlin (Mercy University Hospital 
Cork), Prodeep Mukherjee (University Hospital Kerry), Gerard Markey (University 
Hospital Waterford), Andriet Christine Engelbrecht (Tipperary University Hospital), 
Sean O’Rourke (Midlands Regional Hospital Tullamore), Geraldine McMahon (St 
James’s Hospital, Dublin), Rosa McNamara (St Vincent’s University Hospital, Dublin), 
Jean O’Sullivan (Tallaght University Hospital, Dublin), Emily O’ Conor (Connolly 
Hospital Blanchardstown, Dublin), Ashraf Butt (Cavan General Hospital), and Michael 
Barrett (Children’s Health Ireland at Crumlin, Dublin).

Contributors  JF: project management with ITERN, survey building and distribution, 
manuscript writing, responsible for overall content as guarantor. EU: project 
management with ITERN, survey building and distribution, manuscript writing. Both 
JF and EU contributed equally to this paper and are joint first authors. SS: survey 
conceptualisation and distribution. JM: project management with ITERN, manuscript 
editing. OK: survey conceptualisation and design. LB: statistical analysis. MJO’L: 
survey design, manuscript editing. CD: survey design, manuscript editing.

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests  None declared.

Patient and public involvement  Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication  Not applicable.

Ethics approval  This study involves human participants and was approved by 
Clinical Research Ethics Committee of the Cork Teaching Hospitals. CREC Review 
Reference Number: ECM 4 (b) 01/06/2021. Participants gave informed consent to 
participate in the study before taking part.

Provenance and peer review  Not commissioned; externally peer-reviewed.

Data availability statement  All data relevant to the study are included in 
the article or uploaded as supplementary information. There is no additional data 
available.

Supplemental material  This content has been supplied by the author(s). 
It has not been vetted by BMJ Publishing Group Limited (BMJ) and may not 
have been peer-reviewed. Any opinions or recommendations discussed are 
solely those of the author(s) and are not endorsed by BMJ. BMJ disclaims all 
liability and responsibility arising from any reliance placed on the content. 
Where the content includes any translated material, BMJ does not warrant the 
accuracy and reliability of the translations (including but not limited to local 
regulations, clinical guidelines, terminology, drug names and drug dosages), and 
is not responsible for any error and/or omissions arising from translation and 
adaptation or otherwise.

ORCID iDs
James Foley http://orcid.org/0000-0001-9635-4513
Etimbuk Umana http://orcid.org/0000-0002-0780-8614

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

E
rasm

u
sh

o
g

esch
o

o
l

at D
ep

artm
en

t G
E

Z
-L

T
A

 
o

n
 M

ay 21, 2025
 

h
ttp

://em
j.b

m
j.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

9 D
ecem

b
er 2024. 

10.1136/em
erm

ed
-2023-213534 o

n
 

E
m

erg
 M

ed
 J: first p

u
b

lish
ed

 as 

https://x.com/jamesfoley273
https://x.com/timburg
https://x.com/saemasaeed
https://x.com/saemasaeed
http://orcid.org/0000-0001-9635-4513
http://orcid.org/0000-0002-0780-8614
http://emj.bmj.com/


299Foley J, et al. Emerg Med J 2025;42:292–299. doi:10.1136/emermed-2023-213534

Original research

REFERENCES
	 1	 Grudzen CR, Richardson LD, Hopper SS, et al. Does palliative care have a future in 

the emergency department? Discussions with attending emergency physicians. J Pain 
Symptom Manage 2012;43:1–9. 

	 2	 Al-Ansari A, Suroor S, AboSerea S, et al. Harmonising palliative care: a national survey 
to evaluate the knowledge and attitude of emergency physicians towards palliative 
care in Kuwait. BMJ Supp Palliat Care 2020. 

	 3	 Dawood M. End of life care in the emergency department. Emerg Med J 
2020;37:273–8. 

	 4	 Nordt SP, Ryan JM, Kelly D, et al. Palliative care patient emergency department visits 
at tertiary university-based emergency department in Ireland. Am J Emerg Med 
2023;66:76–80. 

	 5	 Royal College of Emergency Medicine. The RCEM End of Life Care Toolkit. 2020.
	 6	 Shearer FM, Rogers IR, Monterosso L, et al. Understanding emergency department 

staff needs and perceptions in the provision of palliative care. Emerg Med Australas 
2014;26:249–55. 

	 7	 Wong KH, Yang LCM, Woo KWR, et al. Attitudes and educational needs of emergency 
doctors providing palliative and end-of-life care in Hong Kong: a cross-sectional 
analysis based on a self-report study. BMC Palliat Care 2021;20:48. 

	 8	 Delgado-Guay MO, Kim YJ, Shin SH, et al. Avoidable and unavoidable visits to the 
emergency department among patients with advanced cancer receiving outpatient 
palliative care. J Pain Symptom Manage 2015;49:497–504. 

	 9	 Jelinek GA, Marck CH, Weiland TJ, et al. Caught in the middle: tensions around the 
emergency department care of people with advanced cancer. Emerg Med Australas 
2013;25:154–60. 

	10	 Wright RJ, Lowton K, Robert G, et al. Emergency department staff priorities for 
improving palliative care provision for older people: A qualitative study. Palliat Med 
2018;32:417–25. 

	11	 Stone SC, Mohanty S, Grudzen CR, et al. Emergency medicine physicians’ 
perspectives of providing palliative care in an emergency department. J Palliat Med 
2011;14:1333–8. 

	12	 Meo N, Hwang U, Morrison RS. Resident perceptions of palliative care training in the 
emergency department. J Palliat Med 2011;14:548–55. 

	13	 Atkinson P, McGeorge K, Innes G. Saving emergency medicine: is less more? CJEM 
2022;24:9–11. 

	14	 The National Clinical Programme for Palliative Care. Adult palliative care services 
model for Ireland. 2019.

	15	 Saeed S, Mulcaire J, Umana E, et al. Attitudes and knowledge of emergency doctors 
towards end-of-life care in the emergency department: a national survey. Eur J Emerg 
Med 2023;30:267–70. 

	16	 Foley J, Mulcaire J, Jee M, et al. The Irish Trainee Emergency Research Network 
(ITERN): five years of collaboration. Ir J Med Sci 2024;193:1015–8. 

	17	 Eysenbach G. Improving the quality of Web surveys: the Checklist for Reporting 
Results of Internet E-Surveys (CHERRIES). J Med Internet Res 2004;6:e34. 

	18	 Chua MT, Sen Kuan W, Zheng CQ, et al. Validation of “Care of the Dying Evaluation” 
in Emergency Medicine (CODE-EM): pilot phase of end-of-life management 
protocol offered within emergency room (EMPOWER) study. Ann Palliat Med 
2021;10:6145–55. 

	19	 Eagar K, Senior K, Fildes D, et al. The palliative care evaluation tool kit: a compendium 
of tools to aid in the evaluation of palliative care projects. Centre for Health Services 
Development - CHSD 2003.

	20	 Umana E, Foley J, Grossi I, et al. National Emergency Resuscitation Airway Audit 
(NERAA): a pilot multicentre analysis of emergency intubations in Irish emergency 
departments. BMC Emerg Med 2022;22:91. 

	21	 The R Project. R: a language and enviroment for statistical computing. Vienna, Austria: 
R Foundation for Statistical Computing.

	22	 Park I, Gupta A, Mandani K, et al. Breaking bad news education for emergency 
medicine residents: A novel training module using simulation with the SPIKES 
protocol. J Emerg Trauma Shock 2010;3:385–8. 

	23	 Henson LA, Higginson IJ, Gao W, et al. What factors influence emergency department 
visits by patients with cancer at the end of life? Analysis of a 124,030 patient cohort. 
Palliat Med 2018;32:426–38. 

	24	 Alqahtani AJ, Mitchell G. End-of-Life Care Challenges from Staff Viewpoints in 
Emergency Departments: Systematic Review. Healthcare (Basel) 2019;7:83. 

	25	 Tse JWK, Hung MSY, Pang SMC. Emergency Nurses’ Perceptions of Providing End-of-
Life Care in a Hong Kong Emergency Department: A Qualitative Study. J Emerg Nurs 
2016;42:224–32. 

	26	 Wolf LA, Delao AM, Perhats C, et al. Exploring the Management of Death: Emergency 
Nurses’ Perceptions of Challenges and Facilitators in the Provision of End-of-Life Care 
in the Emergency Department. J Emerg Nurs 2015;41:e23–33. 

	27	 Waldrop DP, Clemency B, Lindstrom HA, et al. “We Are Strangers Walking Into Their 
Life-Changing Event”: How Prehospital Providers Manage Emergency Calls at the End 
of Life. J Pain Symptom Manage 2015;50:328–34. 

	28	 Myall M, Rowsell A, Lund S, et al. Death and dying in prehospital care: what are 
the experiences and issues for prehospital practitioners, families and bystanders? A 
scoping review. BMJ Open 2020;10:e036925. 

	29	 Health Service Executive. Employee assistance programme - staff counselling. n.d. 
Available: https://healthservice.hse.ie/staff/benefits-and-services/employee-assistance-​
programme-staff-counselling

	30	 Hobgood C, Mathew D, Woodyard DJ, et al. Death in the field: teaching paramedics to 
deliver effective death notifications using the educational intervention “GRIEV_ING.” 
Prehosp Emerg Care 2013;17:501–10. 

	31	 Saeed S, Deasy C. Irish Association of Emergency Medicine: End of Life Care in the 
Emergency Department. Irish Association of Emergency Medicine, 2020.

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

E
rasm

u
sh

o
g

esch
o

o
l

at D
ep

artm
en

t G
E

Z
-L

T
A

 
o

n
 M

ay 21, 2025
 

h
ttp

://em
j.b

m
j.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

9 D
ecem

b
er 2024. 

10.1136/em
erm

ed
-2023-213534 o

n
 

E
m

erg
 M

ed
 J: first p

u
b

lish
ed

 as 

http://dx.doi.org/10.1016/j.jpainsymman.2011.03.022
http://dx.doi.org/10.1016/j.jpainsymman.2011.03.022
http://dx.doi.org/10.1136/bmjspcare-2019-002141
http://dx.doi.org/10.1136/emermed-2019-208632
http://dx.doi.org/10.1016/j.ajem.2023.01.035
http://dx.doi.org/10.1111/1742-6723.12215
http://dx.doi.org/10.1186/s12904-021-00742-1
http://dx.doi.org/10.1016/j.jpainsymman.2014.07.007
http://dx.doi.org/10.1111/1742-6723.12047
http://dx.doi.org/10.1177/0269216317705789
http://dx.doi.org/10.1089/jpm.2011.0106
http://dx.doi.org/10.1089/jpm.2010.0343
http://dx.doi.org/10.1007/s43678-021-00237-1
http://dx.doi.org/10.1097/MEJ.0000000000001033
http://dx.doi.org/10.1097/MEJ.0000000000001033
http://dx.doi.org/10.1007/s11845-023-03499-z
http://dx.doi.org/10.2196/jmir.6.3.e34
http://dx.doi.org/10.21037/apm-21-380
http://dx.doi.org/10.1186/s12873-022-00644-2
http://dx.doi.org/10.4103/0974-2700.70760
http://dx.doi.org/10.1177/0269216317713428
http://dx.doi.org/10.3390/healthcare7030083
http://dx.doi.org/10.1016/j.jen.2015.10.025
http://dx.doi.org/10.1016/j.jen.2015.05.018
http://dx.doi.org/10.1016/j.jpainsymman.2015.03.001
http://dx.doi.org/10.1136/bmjopen-2020-036925
https://healthservice.hse.ie/staff/benefits-and-services/employee-assistance-programme-staff-counselling
https://healthservice.hse.ie/staff/benefits-and-services/employee-assistance-programme-staff-counselling
http://dx.doi.org/10.3109/10903127.2013.804135
http://emj.bmj.com/

	Emergency clinician perceptions of end-­of-­life care in Irish emergency departments: a cross-­sectional survey
	Abstract
	Introduction﻿﻿
	Methods
	Setting
	Participants
	Survey development
	Patient and public involvement
	Survey distribution and recruitment
	Statistical analysis

	Results
	Communication in EoLC in the ED
	Clinical management in the ED
	EoLC services and resources
	Training, education and service improvement

	Discussion
	Limitations

	Conclusion
	References


