UCSF

UC San Francisco Previously Published Works

Title
Mapping the future for research in emergency medicine palliative care: A research
roadmap.

Permalink
https://escholarship.org/uc/item/2qt4146{

Journal
Academic Emergency Medicine: A Global Journal of Emergency Care, 29(8)

Authors

Aaronson, Emily
Wright, Rebecca
Ritchie, Christine

Publication Date
2022-08-01

DOI
10.1111/acem.14496

Peer reviewed

eScholarship.org Powered by the California Diqital Library

University of California


https://escholarship.org/uc/item/2qt4146f
https://escholarship.org/uc/item/2qt4146f#author
https://escholarship.org
http://www.cdlib.org/

1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

WEALTY 4
of %,

A
u
Yeyvaaa

/ HHS Public Access

Author manuscript
Acad Emerg Med. Author manuscript; available in PMC 2024 August 05.

Published in final edited form as:
Acad Emerg Med. 2022 August ; 29(8): 963-973. doi:10.1111/acem.14496.

Mapping the future for research in emergency medicine
palliative care: A research roadmap

Emily L. Aaronson, MD, MPH1.2, Rebecca J. Wright, PhD, RN23, Christine S. Ritchie, MD,
MSPH24, Corita R. Grudzen, MD, MSHS?®, Claire K. Ankuda, MD, MPH®, Jason K. Bowman,
MD’8, Joanne G. Kuntz, MD?, Kei Ouchi, MD, MPH’-8, Naomi George, MD, MPH10, Karen
Jubanyik, MD11, Leah E. Bright, DO2, Kathleen Bickel, MD, MPhil, MS13, Eric Isaacs,
MD14, Laura A. Petrillo, MD2, Christopher Carpenter, MD, MSc1°16 Rebecca Goett, MD15,
Lauren LaPointe, MSW, LCSW?/, Darrell Owens, DNP, ACHPN, FAAN!8, Rita Manfredi,
MD1®, Tammie Quest, MD9:20

1Department of Emergency Medicine, Massachusetts General Hospital, Harvard Medical School,
Boston, Massachusetts, USA

“Division of Palliative Care and Geriatric Medicine, Massachusetts General Hospital, Harvard
Medical School, Boston, Massachusetts, USA

3Johns Hopkins School of Nursing, Baltimore, Maryland, USA
“Mongan Institute Center for Aging and Serious lliness, Boston, Massachusetts, USA

SRonald O. Perelman Department of Emergency Medicine, NYU Grossman School of Medicine,
NYU Langone Health/Bellevue Hospital Center, New York, New York, USA

5Brookdale Department of Geriatrics and Palliative Medicine, Icahn School of Medicine at Mount
Sinai, New York, New York, USA

Department of Emergency Medicine, Brigham and Women’s Hospital, Harvard Medical School,
Boston, Massachusetts, USA

8Department of Psychosocial Oncology and Palliative Care, Dana-Farber Cancer Institute,
Boston, Massachusetts, USA

Correspondence Emily L. Aaronson, Lawrence Center for Quality and Safety, Massachusetts General Hospital, 55 Fruit St, Bulfinch
Building, Suite 280, Boston, MA 02115, USA. emily.aaronson@mgh.harvard.edu.

AUTHOR CONTRIBUTIONS

Study concept and design—Emily L. Aaronson, Rebecca J. Wright, Tammie Quest; acquisition of the data—Emily L. Aaronson,
Rebecca J. Wright, Christine S. Ritchie, Corita R. Grudzen, Claire K. Ankuda, Joanne G. Kuntz, Kei Ouchi, Naomi George, Karen
Jubanyik, Leah E. Bright, Kathleen Bickel, Eric Isaacs, Laura A. Petrillo, Christopher Carpenter, Rebecca Goett, Lauren LaPointe,
Darrell Owens, Rita Manfredi, Tammie Quest; analysis and interpretation of the data—Emily L. Aaronson, Rebecca J. Wright,
Christine S. Ritchie, Corita R. Grudzen, Claire K. Ankuda, Joanne G. Kuntz, Kei Ouchi, Naomi George, Karen Jubanyik, Leah E.
Bright, Kathleen Bickel, Eric Isaacs, Laura A. Petrillo, Christopher Carpenter, Rebecca Goett, Lauren LaPointe, Darrell Owens, Rita
Manfredi, Tammie Quest; drafting of the manuscript—Emily L. Aaronson, Rebecca J. Wright, Kei Ouchi, Jason K. Bowman, Naomi
George, Tammie Quest; critical revision of the manuscript for important intellectual content—Emily L. Aaronson, Rebecca J. Wright,
Christine S. Ritchie, Corita R. Grudzen, Claire K. Ankuda, Kei Ouchi, Naomi George, Karen Jubanyik, Leah E. Bright, Kathleen
Bickel, Laura A. Petrillo, Christopher Carpenter, Rebecca Goett, Lauren LaPointe, Darrell Owens, Rita Manfredi, Tammie Quest;
statistical expertise—Christopher Carpenter; and acquisition of funding— none.

SUPPORTING INFORMATION

Additional supporting information may be found in the online version of the article at the publisher’s website.

CONFLICT OF INTEREST
The authors declare no potential conflict of interest.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Aaronson et al. Page 2

°Department of Palliative and Supportive Care, Emory University Hospital Midtown, Emory
University School of Medicine, Atlanta, Georgia, USA

10Department of Emergency Medicine and Division of Adult Critical Care, University of New
Mexico School of Medicine, Albuquerque, New Mexico, USA

LEmergency Department, Yale University School of Medicine, New Haven, Connecticut, USA
12Department of Emergency Medicine, Johns Hopkins Hospital, Baltimore, Maryland, USA

13Hospice and Palliative Medicine in the Division of General Internal Medicine, University of
Colorado Anschutz Medical Campus, Aurora, Colorado, USA

14Emergency Department, Zuckerberg San Francisco General Hospital, University of California at
San Francisco, San Francisco, California, USA

15Washington University School of Medicine in St. Louis, St. Louis, Missouri, USA

18Department of Emergency Medicine, Rutgers New Jersey Medical School, Newark, New Jersey,
USA

1"Department of Social Work, Massachusetts General Hospital, Boston, Massachusetts, USA
18University of Washington Medical Center, UW School of Medicine, Seattle, Washington, USA

9Department of Emergency Medicine, The George Washington University School of Medicine,
Washington, DC, USA

20Department of Family and Preventive Medicine, Department of Emergency Medicine, Emory
University School of Medicine, Atlanta, Georgia, USA

Abstract

Background: The intersection of emergency medicine (EM) and palliative care (PC) has been
recognized as an essential area of focus, with evidence suggesting that increased integration
improves outcomes. This has resulted in increased research in EM PC. No current framework
exists to help guide investigation and innovation.

Objective: The objective was to convene a working group to develop a roadmap that would help
provide focus and prioritization for future research.

Methods: Participants were identified based on clinical, operation, policy, and research expertise
in both EM and PC and spanned physician, nursing, social work, and patient perspectives. The
research roadmap setting process consisted of three distinct phases that were time staggered over
12 months and facilitated through three live video convenings, asynchronous input via an online
document, and a series of smaller video convenings of work groups focused on specific topics.

Results: Gaps in the literature were identified and informed the four key areas for future
research. Consensus was reached on these domains and the associated research questions in

each domain to help guide future study. The key domains included work focused on the value
imperative for PC in the emergency setting, models of care delivery, disparities, and measurement
of impact and efficacy. Additionally, the group identified key methodological considerations for
doing work at the intersection of EM and PC.
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Conclusions: There are several key domains and associated questions that can help guide future
research in ED PC. Focus on these areas, and answering these questions, offers the potential to
improve the emergency care of patients with PC needs.

INTRODUCTION

Palliative care (PC) provides physical, spiritual, psychological, and social support to patients
with a serious illness; is appropriate at any point in the disease course; and is appropriate at
any age. Those most in need are often at end of life and patients approaching the end of life
face increased illness burden, complexity of care, utilization of the health care system, and
associated costs.12 This has a direct impact on emergency care. In this last year of life it is
estimated that 75% of older adults will present to the to the emergency department (ED).34

As such, the intersection of PC and emergency medicine (EM) has been recognized

as an essential area of focus, with early evidence suggesting that increased integration
improves both patient-centered care and hospital operational outcomes.>~7 This has resulted
in calls for increased access to PC for ED patients in national guidelines and awareness
campaigns.89 To leverage and sustain gains, patients, hospital administrators, and health
care leaders must see evolving and sustained rigorous evidence that demonstrates the

value of this increased integration and creates a clear roadmap for efficient and effective
implementation.

Early work etched the exploratory roadmap for a PC research agenda in 2009, which offered
several areas for prioritization.19 These included the foundational work that was needed to
describe the population in need, the attitudes of clinicians, and the external support services
needed to deliver care in the ED as well as work to develop optimal screening tools, and
assess the impact of interventions on outcomes and of the education of clinicians.

Following this, has been a rapid increase in ED PC evidence in the past several years (Figure
1). With this has come increased federal funding for work focused on the intersection of EM
and PC.11 COVID further accelerated the speed of innovation in this domain, with several
new models of care delivery, such as telemedicine for EM PC delivery, emerging in the
peer-reviewed literature in the past 12 months,12-15

To build on prior robust efforts to identify areas of research in this domain, additional
subspecialized foci within EM PC have emerged, such as shared decision making for PC in
the ED, geriatric care, and oncology care.16-18 With this rapid pace of growth, it is critical
that the EM PC community create a framework to help provide focus and prioritization for
future research.

With that objective in mind, a group was assembled through the Society for Academic
Emergency Medicine’s (SAEM) Palliative Medicine Interest Group and in collaboration
with members of the American Academy of Hospice and Palliative Medicine (AAHPM).
The group’s purpose was to identify the gaps in the research to date, determine the

key themes in EM PC research moving forward, and help provide focus and priority for
investigation in the future.

Acad Emerg Med. Author manuscript; available in PMC 2024 August 05.
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The methods for developing the research roadmap (Table 1) were informed by stakeholder
interviews and through the input of leaders outside of the EM PC community who had

led similar work in other fields of study and served as key advisors in the design phase.
Participants were assembled with the aim of convening a group of experts with clinical,
operational, policy, and research expertise in both EM and PC. This was done through
solicitation of interest through society interest group meetings as well as through posts on
the society listservs. The “core group” was designed to be interdisciplinary and composed
of physicians, nurses, and advanced practice providers. As such, once the initial group

had been assembled we identified missing representation and purposefully solicited interest
from recommendations made by group members to ensure diversity of experience and
background. The result was a 20-person core group of thought leaders in both PC and EM,
which represented primary clinicians, clinical researchers, hospital administrators, and a
primary PhD investigator.

The research roadmap setting process consisted of three distinct phases that were time-
staggered over 12 months (August 2020—-August 2021) and facilitated through three live
video convenings of the core group, asynchronous input via an online document, and a
series of smaller video convenings of work groups focused on specific topics. Work group
members were also members of the larger core group.

In the first phase, a work group was assembled to review the current available

literature. Given several recent systematic reviews,19-23 it was determined that a de novo
comprehensive scoping review was not necessary and instead this group focused on
synthesizing the themes in the literature based on the current systematic reviews and
their knowledge of the literature as experts and through an additional database of 5248
citations collected by one of the work group members (RW) for a thematic ontology of
EM PC that was under way. This work group met three times to discuss their findings in
the literature and through facilitated discussion identified themes. This work group then
presented their environmental scan and analysis of the current themes to the core group at
a video convening. The environmental scan served to frame the gaps in the research and
identify future themes to guide the next phase of the work.

In the second phase, four work groups were established to review each of the four focus
areas identified in Phase 1. These work groups met over the course of 2 months and drafted
key questions and considerations in their thematic domains. A second convening of the
core group was then held to deliberate these considerations and questions, which were

then amended and presented to external stakeholders, including patient representatives and
clinicians in PC and EM who had not been a part of the work to date, for further input and
refinement.

In the third and final phase, a work group was convened to match the questions and
considerations to methods and identify key considerations in study design for the roadmap.
The resulting document, which is presented here in the results, summarizes the key research
roadmap and methodological considerations. This was circulated both within the group

Acad Emerg Med. Author manuscript; available in PMC 2024 August 05.
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and outside of it for additional input and refinement, after which the research roadmap as
presented here was endorsed by the core group and presented at the SAEM Annual Meeting
and a subsequent SAEM Palliative Medicine Interest Group meeting. After final review, it
was endorsed by the board of SAEM. The research committee of the AAHPM has reviewed
this document and affirms its value. This statement indicates the committee’s highest level
of support.

Gaps in the literature to date

In the first phase of this work we undertook a review of the current literature, as synthesized
in several systematic reviews, as well as a review of additional citations collected as a part
of an ongoing effort to create an ontology of the EM PC literature which was already under
way and is being published separately. The goal of this was to identify gaps in the current
evidence base. This effort uncovered several thematic domains of published work.

The first domain related to establishing the need for PC in EDs, with a significant focus on
characterizing the patients that present to EDs with unmet PC needs324-39 and qualitative
studies examining the barriers and facilitators of doing this work in an ED setting.#0-46 The
perspectives of ED clinicians and administrators has been systematically explored with a
focus on barriers to care delivery,142:47-52 glong with a body of work focused on editorials
and calls to action.53-59

The second theme related to models of care delivery. This work primarily focused

on conceptual models®%-64 and small pilot studies that often explored disease-specific
models.®65-70 Among the frequently studied models of care delivery was primary PC or
the training and education of ED clinicians in targeted PC skills.”~7 The literature on
model development also focused heavily on specific tools for communication, screening,
and consults.”:19.76-81

In facilitated discussion related to gaps, several clear gaps were identified and consensus
reached related to the most pressing areas for future research focus. The first related to
understanding the value imperative for PC in EM, with a focus on expanding on the limited
literature currently available on the perspectives of patients,3/46:82-84 communities, and
clinicians not previously identified through research (including PC providers, subspecialists,
social workers, and case managers). The second gap that emerged related to models of care
delivery with a need to build and test new interventions and to further investigate the limited
literature on issues surrounding care delivery in the context of workforce development.85.86
The third gap related to disparities, specifically understanding the prevalence, contributing
factors and best strategies to mitigate them. The fourth and final gap was related to
measurement and efficacy, recognizing that little work has been done to establish the best
measures and outcomes suited to PM in the ED.

The key considerations and questions to help provide focus and priority for researchers
follow:

Acad Emerg Med. Author manuscript; available in PMC 2024 August 05.
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Key research area: The value imperative for PC in the emergency setting

Considerations—With the growing interest in integrating PC into EM it is essential that
there is a demonstrated understanding of what the value proposition is of this increased
integration. This value will be different for different stakeholders and it is critical to
understand the nuances of each. Related to the system, it will be important to understand
what the value proposition is for health care system administrators and be able to articulate
the value delivered in the context of quality, cost, and appropriateness. Related to patients
and communities, it is particularly important that future studies begin to capture and address
the perspectives of patients and community members in this focus of research, creating a
clear understanding of what their needs are and what value they derive from the programs
and services that are being designed and tested. It will be essential that these patient voices
are diverse and reflect the diversity of the patient population seen and treated in EDs.
Along with this, comes a more nuanced body of work that should begin to take shape, not
only focused on “why PC in EM” more generally but also starting to address the question
of “what” and “how much” PC is required in the EM setting to meet these needs (also

see “Models of care delivery” section below). This will, in many ways, stem from the
exploration of what the health care systems, patients, families and the communities being
served value most.

As researchers focus on understanding the most pressing needs and values in this domain, it
is particularly important that there is engagement of communities that have not been robustly
represented to date. This includes patients, caregivers, and family members. Specific
attention should also be paid to cross-cultural differences and barriers to uptake. It will

also be important to understand and augment the limited literature related specifically to
death in the ED. As researchers consider the value drivers for different stakeholders, it will
be important to parse out how these drivers differ in different contexts. In particular, there

is an opportunity to create a more clear understanding of what the unique value imperatives
were that drove the rapid increase in ED-PC integration during COVID12:13:48,85,87.88 g
how many of these programs remain relevant after the pandemic recedes.

Research questions

Question 1: What is the patient, caregiver, and bereaved family member perspective on
PC delivered in the ED setting?: What is the value identified by patients and families of
having this care delivered in the ED? What is the acceptability and value of different forms
of PC as perceived by these communities? What is the impact of missed opportunities for
PC in the ED? What is the impact on families and caregivers of ED death? How do these
perspectives and impacts differ in different communities? How does engaging families and
caregivers in the ED around death change their experience?

Question 2: What is the perceived system value of PC delivered in the ED

setting?: What is the value imperative identified by system and departmental leaders? What
is the value of different forms of PC as perceived by these stakeholders? What is the impact
of missed opportunities for PC in the ED? What is the societal impact of delivering this care
in the ED?

Acad Emerg Med. Author manuscript; available in PMC 2024 August 05.
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Question 3: What are the perceptions and experience of nhon—emergency physicians
related to PC provided in the emergency setting?: What is the impact perceived by
non-ED clinicians related to this care? What are the perspectives of other clinical staff
within the ED environment as well as in the prehospital and postacute setting? What are the
perceptions of PC clinicians and specialty physicians related to delivering this care in the ED
or the opportunity cost of it not being delivered?

Question 4: How does PC in the ED modify and improve the illness experience

of patients and families with serious illness?: Specifically what are the impacts for
patients and families of addressing symptom control, advance care planning, serious illness
conversations, psychological and social distress, spiritual care, and bereavement in the ED?
What is the value imperative of addressing the PC needs of specific populations such as
those in cardiology, renal disease, pediatrics, and oncology in the ED?

Question 5: How has the COVID pandemic changed these perspectives?: Specifically,
how has COVID changed clinicians’ perception of the importance and acceptability of EM—
PC integration? What was the value delivered through these models of care, and which ones
continue to exist? How has the role of technology and training changed?

Key research area: What we are doing (models of care delivery)

Considerations—After more than a decade of research that provided examples of
educational interventions and clinical pilot programs, there is no predominant, generalizable,
or reproducible model of care that has emerged and undergone fidelity testing, evaluation

of effectiveness, or a measure of sustainability. Research that shifts from descriptive studies
to implementation and dissemination science can develop that model. This body of research
will build on the limited work that has tried to quantify impact2%-23 and can focus not

only on what the models are but also on increasing knowledge around the process for the
prioritization of different models, which will help create a way for leaders to match the right
models to the right environments and populations. Important domain-specific models should
also receive more attention, for example, in observation medicine, prehospital (EMS), and
telemedicine.

Research questions

Question 1: What are the most effective models of PC in the ED and how does this
vary across EDs?: What elements do tested and refined models include, and how reliably
are they being delivered? What are effective domain-specific and disease-specific models?
What are the considerations that should be used to evaluate which models to implement at
a given site? How is high-value care delivered in urban, rural, academic, community, and
freestanding EDs? How can informatics be used to support model design and care delivery?

Question 2: How should the different models of care delivery be prioritized?: What
specific forms of PC are perceived as most beneficial by patients, families, communities, and
care organizations? What are the frameworks to help support prioritization and to evaluate
the different impact of the different models? How can current models of care in EM (such

as trauma-informed care) inform the development of care delivery models of ED PC? Who

Acad Emerg Med. Author manuscript; available in PMC 2024 August 05.
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should be providing PC in the ED setting? How should the interdisciplinary team be used to
leverage impact? How should this be considered in the context of other ED care delivery?

Question 3: What has the sustained impact been of efforts related to primary PC for
EM teams and how do we scope and spread?: What are the effects of these programs
on important outcomes (see “Outcomes” section below)? Within these multipronged
approaches, which aspects of them are the most effective to ensure sustained adoption?

Question 4: How should the workforce be designed and what roles should different
team members play?: Specifically, what are the optimal roles for subspecialty trained
EM PC clinicians, emergency physicians, PC physicians, EM advanced practice providers,
nurses, social workers, case managers, spiritual caregivers, prehospital teams, and other
interdisciplinary team members?

Key research area: Disparities

Considerations—Disparities in PC access, delivery, and outcomes has not been widely
explored and presents the greatest opportunity for foundational investigation through both
qualitative and quantitative methods. This is the area that has had by far the least substantive
work accomplished to date. Disparities to be explored include those that might exist based
on race, ethnicity, religion, payer type, age, socio-economic status, gender identity, culture,
language, physical and cognitive abilities, housing type, or ED location or resources. This
body of work should focus not only on understanding the presence of disparities but also on
how they differ between groups and what the regulatory landscape is that either protects or
jeopardizes access, quality, and outcomes.

Research questions

Question 1: Do disparities in ED PC delivery exist and, if so, what is the magnitude
of the disparities with respect to access, care delivery, and patient experience?: How
are different groups affected differently? Do patients that seek care in Eds with different
characteristics and resources have different outcomes? What is the role of the local
environment, demographics, and community need in determining the disparities that are
present once patients are in the ED?

Question 2: Who is at highest risk of unrecognized PC needs in the emergency
setting?: Are there populations or clinical conditions that are overlooked, both currently

in the ED and in the context of the new models of care delivery being proposed? What

is the impact of having different types of access to subspecialty and/or primary PC

available to underserved and at-risk populations? What is the impact of differential access to
subspecialty trained ED providers and how does this differ across different communities?

Question 3: What policies and protocols might be developed to improve ED PC for
underserved communities?: What local, regional, or national policies already exist, and
how do they function to protect or jeopardize access, quality, and outcomes? What new
policies and protocols could be used to increase access, increase quality, and improve

Acad Emerg Med. Author manuscript; available in PMC 2024 August 05.
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outcomes? What are effective programs for combating bias and increasing empathy related
to unique patient needs?

Key research area: Measurement of impact and efficacy

Throughout all of these focus areas, it is essential researchers carefully consider the
outcomes and measures that they are using to appropriately evaluate impact and efficacy. In
addition to the considerations outlined below, existing quality indicators need to be validated
in the ED setting, and new indicators with specific relevance to EM PC can be developed
and tested. When researchers are selecting outcomes, it will also be important that they are
not only measured in the context of the ED encounter but aim to detect impact anywhere

in the course of serious illness care. It will be important when developing these measures
that that they are evaluated with an explicit goal of understanding how they may differ in
different communities and based on different populations’ preferences.

Consideration 1: Selection of outcomes—Understanding that an important focus for
the next phase of research will be on evaluating the efficacy of intervention models on
outcomes of interest to both EM and PC, it will be important for researchers to develop
conceptual frameworks to support the clear association between intervention components
and outcomes. This will help support future researchers in their ability to explicitly define
outcomes that are clearly impacted by their interventions. Preliminary work will assist in
understanding the performance of different measures from the EM or PC evidence base,
and new outcomes may need to be developed. In addition to efficacy, process measures like
balancing measures (impact on ED processes and costs) will also need to be studied. It will
be necessary to develop outcomes that reflect both the longitudinal nature of serious illness
and the reality of often brief ED encounters.

Consideration 2: Measurement—With defined outcomes, identifying how to measure
these outcomes will be critical. It is likely that investigators will need to rely on a hybrid

of adapted existing measures and new measures that they develop to assess the outcomes of
relevance to this environment.

Consideration 3: Accessibility of measures/outcomes in the ED—Work focused
on measurement of impact and efficacy will have to be cognizant of the challenge of
collecting certain measures in the ED, especially patient-centered ones, and the need to
assess use and usability.

Potential outcomes and measures for use in EM PC research—In Figure 2 we
offer potential outcomes and measures that that may be used in future EM PC research.
These are organized according to an ecological model (patient oriented, provider oriented,
health system oriented, and community health oriented) and are meant to generate ideas
and not be an exhaustive list. These should be applied in the content of the preceding
considerations.

Acad Emerg Med. Author manuscript; available in PMC 2024 August 05.
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Methodological considerations

As with all fields of research, methodological considerations represent unique challenges
and call for special considerations related to the design and execution of the work. While
little has been done to understand the issues specific to doing research at the intersection
of EM and PC, there have been efforts made to elucidate the barriers related to conducting
research in PC.

Further work is needed to understand the unique challenges in EM PC research and to
ultimately create EQUATOR Network reporting guidelines that address these considerations.
Until this is done, researchers working at this intersection should leverage the preexisting
guidelines adapted for PC research. Among these, are guidelines that help guide the design
and reporting of Delphi studies in PC,8 direct the reporting of patient populations and
service characteristics,%-%1 provide a taxonomy to help guide clinical trial recruitment,9?
and direct researchers to a list of best practices for evaluating services and treatments in end-
of-life care.93 Given the unique considerations raised by doing research related to EM PC,
additional extensions to existing guidelines are also likely warranted. It will be important
that researchers engage in thoughtful, transparent planning and systematic delivery of their
interventions and ensure consistent reporting of results and that the longitudinal nature of
serious illness is accounted for in their design.94

Additionally, there is also a need for leveraging innovative approaches to research that
acknowledge the unique interdisciplinary and patient-centered nature of this work, such as
experience based co-design.9®> These methods, which have been used infrequently in EM
PC research,3 will allow researchers access to methods that meaningfully engage patients,
families, and frontline staff throughout the design and evaluation process.

DISCUSSION

We present a research roadmap intended to help provide focus and priority for the EM

PC research community. The result of this research will hopefully produce evidence that
will demonstrate the value proposition of PM integration into EM practice. This value,

if appropriately evaluated, will be articulated in the context of patient outcomes and
experience, quality, and cost with an appropriateness amplifier accounting for the care being
delivered at the right place, at the right time, and for the right patient population and context.

This work builds on the prior work of Quest et al.10 over a decade ago. What our study
demonstrates is that while some of the foundational work outlined in that original paper has
been done, such as describing the population of patients with serious illness in the ED, much
of it remains. This is especially true for work previously identified related to outcomes and
effectiveness.

The output of this working group also demonstrates that new areas of focus, both in this
content domain and in research more broadly, have emerged. Our research agenda highlights
critical areas of focus related to intervention sustainability and disparities in care that were
not previously identified.
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This work on demonstrating impact will need to be paired with a clear understanding of
exactly what PC in EM entails, which will allow health care systems to focus on the highest
yield components and forgo those that are less effective. To do this, research will have to
demonstrate the reproducibility and sustainably of models to deliver this care.

In addition to the areas of focus presented here, this work made clear the gaps in our
evidence base connected to equity, and this in particular warrants close focus and inclusive
research strategies. Some of these strategies?®:97 can be borrowed from other specialties who
have partnered closely with communities to make inroads in understanding and addressing
equity and structural racism.

Related to methods, this work highlights the need for future work focused on the unique
aspects of PC research and the importance of how specific guidelines such as the EQUATOR
reporting standards capture these elements. Currently there are 31 CONSORT extensions
ranging from randomized controlled trials of artificial intelligence to cupping, herbal
therapies, and acupuncture. The growing focus on the integration of PM and EM warrants

a focus on the unique challenges of doing this work and the creation of guidelines that
address these considerations. This exercise should be performed not only for randomized
controlled trials but also for observational studies, diagnostic studies, prognostic studies,

and systematic reviews. This will require funding and cooperation. Finally, these discussions
demonstrated the collaborative care environment both of the ED and of PC practice and the
need to leverage this multidisciplinary and community-focused work environment to build
models that engage all clinicians and patients.

LIMITATIONS

This work is limited in several ways. Most members of the core group are from academic
and urban settings, and almost all have exclusively practiced in the United States. As the
integration of PM and EM expands, research will need to focus on the needs of community
hospitals and will need to take place in different geographic regions. Although many role
groups were engaged in this process, including physicians, nurses, social workers, and
community members, they were not all a part of the core working group and some groups
that are critical to the delivery of PC (chaplains, case managers) were not included. Future
work will need to ensure that these role groups are central to the design and execution of
research efforts.

CONCLUSIONS

With the rapid growth of interest and academic work focused on improving access for ED
patients to palliative care concepts during their emergency encounter, it will be important
that researchers are able to focus and prioritize their efforts. This research agenda outlines
several areas of focus, and research questions, that when answered will aid in understanding
the value imperative for increased integration of palliative medicine into the ED, ways

to design these systems of care delivery, our understanding of where inequity exists and
strategies for reducing disparities, and considerations related to measurement and study
design.
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FIGURE 1.
Results of a search run by a medical librarian in Ovid Medline, Embase.com, and CINAHL

in July 2021 to find the quantity of publications per year on the topic of palliative or hospice
care in the ED. Conference abstracts were excluded. Search terms were restricted to the title
and subject heading fields. The full search is provided in the supplement.
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FIGURE 2.
Outcomes and measures are organized using the social ecological model and idea-

generating, not an exhaustive list. PC, palliative care.
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