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In AMSJ Vol. 3, Issue 2, Michael Li provided
an insightful and personal dissertation
on the futility of medical treatments and
the potential of students to relate to and
support patients and their families. [1] Li’s
article captures one of the most confronting
situations faced by all health professionals,
in acknowledging the futility of aiming for
a cure, and instead allowing the patient to
succumb to their illness. In these situations,
clinicians may experience thoughts of
frustration, feelings of being powerless, guilt,
a sense of professional or personal failure,
and an awakened sense of human fragility and
mortality. [2] However, the challenges posed
by end-of-life decision making across the
divergent fields of medicine are not identical.
Emergency medicine has long been held as a
field of medicine centred upon recognising,
treating and stabilising patients with acute
illness before they receive definitive care. This
is now changing and emergency physicians
are experiencing an increasing responsibility
for patients with acute, sometimes terminal,
exacerbations of chronic, incurable disease.
[3,4] Awareness of the values pertinent
to end-of-life care, specifically within the
emergency department setting, is critical to
maintaining patient dignity and preventing
unnecessay distress to the patient and their
families.

The 24/7 availability of emergency
departments and their functioning as the
point of access to a range of hospital services,
both therapeutic and diagnostic, often result
in emergency doctors being the first medical
personnel confronted by new or worsening
symptoms in patients with advanced or
terminal medical conditions. [3,5] Rosenwax
et al. (2011) illustrated that emergency
providers feature prominently in the care of
patients with terminal illness, with 70% of a
Western Australian cohort of 1071 patients
with terminal illness visiting the emergency
department at least once in their last year of
life and 4% on their final day of life. [4] Such
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exposure provides emergency physicians the
opportunity to apply the tenants of palliative
care in relation to patients with incurable,
terminal disease, who are clearly suffering.
[3] Despite its need, the decision regarding
the extent of treatment appropriate is often
a challenging one to make in the emergency
setting. Emergency medicine is a field
characterised by limited continuity of care
and a highly mobile patient population,
as highlighted by the national four-hour
benchmark. [6] Consequently, emergency
physicians rarely have the advantage of
knowing a patient or their family and lack the
background knowledge and unique rapport
of a long-term therapeutic relationship.
Physicians must also struggle against some
ingrained cultural aspects and expectations
tied to emergency medicine, where when in
doubt aggressive resuscitation is the default.
[7,8]

Strategies to increase the ability and
confidence of emergency departments to
manage patients nearing the end of life include
increasing training and protocols around
end-of-life care, improving the utilisation of
palliative care services and improving access
to palliative management information for
novel situations. [3,9] Tasmania has recently
instituted the Healthy Dying Initiative, a
state-wide policy that includes ‘Goals of Care’
documentation. [10] A patient’s Goals of Care
are documented on admission and range
from ‘for all active treatment measures’ to
‘terminal’, with a range of medical and surgical
management options in between. They aid
after-hours patient management, clearly
outlining treatment expectations and goals,
and provide a link between hospitals and the
community. As always, clear communication
between medical practitioners, patients,
families and allied health professionals is
an essential component of providing good
medical care.

In some situations, treating with curative
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intent may be futile, even harmful, but
emergency doctors still have a major role to
play in optimising patients’ overall quality of
life and relieving suffering. Worthwhile goals
that may outweigh the simple prolongation
of life include reducing pain or preserving
a patient’s independence, dignity or good

neurological functioning. As Australian
medical students, we are always progressing
towards the moment when we take the lead
responsibility for our patients. Considering
how we can best benefit patients and their
families when a cure is no longer an option
and death appears imminent is a vital, if
challenging, aspect of medical training. The
emergency department is a setting we will all
encounter during some stage of our training.
While there may be unique challenges to
achieving optimal end-of-life care in the
emergency environment, awareness of these
challenges and of the continuing importance
of symptom relief across all domains of
medicine will aid our practice as we endeavour
to provide the best possible care and achieve
the best possible outcome for each and every
patient.

Conflict of interest
None declared.

Correspondence
C Ellis: cellis2@utas.edu.au

in the emergency department. Ann Emerg Med. 2009;
54(1):86-93

[8] Marco, CA. Ethical issues of resuscitation: an American
perspective. Postgrad Med Journ. 2005; 81(959):608-12.
[9] Grudzen, C, Stone, S & Morrison, R. The palliative care
model for emergency department patients with advanced
illness. J Palliat Care Med. 2011; 14(8): 945-50.

[10] Department of Health and Human Services. Goals
of care plan. http://www.dhhs.tas.gov.au/palliativecare/
health_professionals/goals_of_care (accessed 8 March
2013).

Australian Medical Student Journal |9 ]



