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CLINICIAN’S CAPSULE

What is known about the topic?

Goals of care discussions (GOC) are critical to reflecting

patients’ preferences in the provision of acute care, yet

these discussions can be challenging to have in the

emergency department (ED) setting.

What did this study ask?

What are emergency physicians’ perspectives on barriers

and facilitators to GOC discussions?

What did this study find?

In this survey of emergencymedicine attending and resident

physicians, the majority reported feeling comfortable and

adequately trained to conduct GOC discussions. However,

they identified time constraints, environmental factors, and

patient expectations as barriers. Fifty-four percent of respon-

dents believed that it was primarily the responsibility of

admitting services to conduct GOC discussions.

Why does this study matter to clinicians?

This study suggests that dedicated ED resources for

palliative care, such as a palliative care ED pathway, and

addressing structural factors, such as a way to dedicate

time and private space to GOC discussions, would be

promising avenues for improvement. Training did not

appear to be a barrier.

ABSTRACT

Objective: Few studies have examined the challenges

faced by emergency medicine (EM) physicians in conducting

goals of care discussions. This study is the first to describe

the perceived barriers and facilitators to these discussions as

reported by Canadian EM physicians and residents.

Methods: A team of EM, palliative care, and internal medicine

physicians developed a survey comprising multiple choice,

Likert-scale and open-ended questions to explore four

domains of goals-of-care discussions: training; communica-

tion; environment; and patient beliefs.

Results: Surveys were sent to 273 EM staff and residents

in six sites, and 130 (48%) responded. Staff physicians

conducted goals-of-care discussions several times per month

or more, 74.1% (80/108) of the time versus 35% (8/23) of

residents. Most agreed that goals-of-care discussions are

within their scope of practice (92%), they felt comfortable

having these discussions (96%), and they are adequately

trained (73%). However, 66% reported difficulty initiating

goals-of-care discussions, and 54% believed that admitting

services should conduct them. Main barriers were time (46%),

lack of a relationship with the patient (25%), patient expecta-

tions (23%), no prior discussions (21%), and the inability to

reach substitute decision-makers (17%). Fifty-four percent

of respondents indicated that the availability of 24-hour

palliative care consults would facilitate discussions in the

emergency department (ED).

Conclusions: Important barriers to discussing goals of care in

the ED were identified by respondents, including acuity and

lack of prior relationship, highlighting the need for system

and environmental interventions, including improved avail-

ability of palliative care services in the ED.

RÉSUMÉ

Objectif: Peu d’études portent sur les difficultés que rencontrent

les urgentologues dans les discussions sur les objectifs de

soins. Il sera donc question dans le présent article, et ce pour la

première fois, de facteurs favorables et défavorables à la tenue
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de ces discussions, tels qu’ils sont perçus par les médecins et

les résidents en médecine d’urgence (MU) au Canada.

Méthode: Une équipe composée d’urgentologues, de méde-

cins en soins palliatifs et d’internistes a élaboré un ques-

tionnaire d’enquête comprenant différents types de questions :

à choix multiple, à échelle de Likert ou encore à réponse libre, et

portant sur quatre champs relatifs aux discussions sur les

objectifs de soins : la formation, les communications, l’envir-

onnement et les croyances des patients.

Résultats: Le questionnaire a été envoyé à 273 membres du

personnel et résidents en MU dans 6 services et, sur ce

nombre, 130 (48 %) ont participé à l’enquête. Les membres du

personnel médical ont indiqué tenir des discussions sur les

objectifs de soins plusieurs fois par mois ou plus de 74,1 %

(80/108) du temps contre 35 % (8/23) des résidents. La plupart

des répondants étaient d’accord sur le fait que les discussions

sur les objectifs de soins relevaient de leur champ de pratique

(92 %), qu’ils se sentaient à l’aise avec ces discussions (96 %)

et qu’ils étaient bien formés à cet effet (73 %). Toutefois, 66 %

d’entre eux ont indiqué avoir de la difficulté à amorcer les

discussions sur les objectifs de soins et 54 % étaient d’avis

que celles-ci devraient se tenir dans les services d’admission.

Les principaux facteurs défavorables à la tenue de ces

discussions étaient le manque de temps (46 %), le manque

de relations avec les patients (25 %), les désirs des patients

(23 %), l’absence de discussions antérieures (21 %) et la

difficulté de joindre les mandataires (17 %). Enfin, 54 % des

répondants ont indiqué que la tenue possible de consulta-

tions en soins palliatifs, 24 h sur 24, faciliterait les discussions

au service des urgences (SU).

Conclusions: D’après les répondants, il existe des facteurs

défavorables importants à la tenue de discussions sur les

objectifs de soins au SU, notamment le degré de gravité des

maladies et l’absence de relations antérieures, d’où la

nécessité d’élaborer des interventions touchant au système

et à l’environnement, dont une disponibilité accrue des

services de soins palliatifs au SU.

INTRODUCTION

Emergency medicine (EM) is a specialty that was
born out of the need to provide timely access to acute
resuscitative care. End-of-life care and symptom
palliation were not part of this initial vision, but they
are now widely understood as essential elements of
providing acute care.1,2 One study showed that half of
all older Americans receive care in an emergency
department (ED) in the last month of life, highlighting
the importance of the EM’s role in providing end-
of-life care.3 However, a survey of over 100 American
EM residency directors found that only 59% of programs
include palliative care training in their program, although
no data are available on the quantity and quality of that
training.4 This deficiency may extend to the Canadian

setting. In response to these patient population needs,
several initiatives have been implemented in the United
States and Canada to integrate palliative care into the ED
setting with variable success in scaling.5-8

ED care happens at the nexus between community
and hospital care, and goals-of-care discussions are
critical in orienting proposed therapies within the
priorities and wishes of the patient.9,10 Goals-of-care
discussions transpire between a patient (or their sub-
stitute decision-maker) and the treating physician, and
are defined as a process of communication about
decision-making that outline an individual’s plan of care
in an institutional setting.11,12 Patients and their care-
givers identified five critical elements to goals-of-care
discussions: 1) preferences for care in the event of a life-
threatening illness; 2) values; 3) prognosis; 4) fears or
concerns; and 5) questions about goals of care.13,14 Clear
documentation of these discussions is also paramount so
that patients’ wishes can be respected throughout their
care journey.12 Presently, few physicians discuss these
elements with their patients, and there is limited
concordance between an individual’s stated preferences
and their prescribed treatments.13 However, both patient
satisfaction and alignment of preferences with goals of
care increase with the number of elements discussed.13

Establishing goals of care begin with advance care
planning (ACP), a process by which individuals clarify
their preferences for future medical care. These dis-
cussions are context-specific. ACP optimally occurs in
the outpatient setting, largely with primarily the treat-
ing physician15 but may also take place upon hospital
discharge for future care.12 In some instances, an
advance directive is created – a written document that
guides the patient or his or her substitute decision-
maker by outlining the level of “in-the-moment” care
that an individual would want,16 including preferences
for life-sustaining treatments (sometimes referred to as
the patient’s code-status, e.g., full code, do not resuscitate
(DNR), or comfort care).11,17 ED visits are often
triggered by an acute change in the patient’s health
condition and require review of an individual’s specific
goals of care for that crisis (using an advance directive as
a guide if available), resulting in particular challenges
and urgency.18-20 As front-line providers, EM physi-
cians and residents are called upon to conduct initial
goals-of-care discussions with patients who present to
the hospital. However, there is a limited understanding
of the barriers and facilitators to conducting goals-of-
care discussions in the ED setting.
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Prior work suggests that barriers to providing palliative
care, of which the clarification of goals of care is a critical
component, include the ED environment, a lack of time,
family dynamics in the acute setting, and difficulty
accessing an individual’s complete medical history.21-23

In a U.S. study, EM physicians reported that patient
complexity, acuity, and communication gaps pose chal-
lenges in patients and families making goals-of-care
decisions in the ED.24 The creation of targeted inter-
ventions to facilitate goals of care in the ED is hindered
by a lack of understanding of the nature and importance
of these barriers, particularly in the Canadian setting.
This study sought to describe the perceived barriers and
facilitators to conducting goals-of-care discussions in the
ED from the perspective of EM physicians and residents.

METHODS

Setting and population

Certified EM physicians employed in six Toronto,
Ontario-area hospitals as well as residents at the University
of Toronto’s Royal College of Physicians of Canada
(FRCPC) EM residency program were invited to parti-
cipate by email. Four academic and two community high-
volume urban EDs were included in the study. None of
these EDs had access to a direct 24-hour palliative consult
service. (Institutional ethics approval was obtained.)

Survey

An interdisciplinary team of physicians with training in
EM, Palliative Care, Internal Medicine, and dual
EM and Palliative Care Certification developed a
21-question survey to assess perceived barriers and
facilitators to conducting goals-of-care discussions with
patients arriving in the ED (Appendix 1). The survey
consists of 3 multiple choice, 17 Likert-scale, and 1 open-
ended question, created through a review of the EM and
palliative care literature, including a previously published
survey of U.S. EM physicians and hospital adminis-
trators.21 Questions covered four domains of goals-of-
care discussions identified from the literature, as follows:

1) Training
2) Communication
3) ED environment
4) Personal beliefs of the patients and caregivers

To qualitatively assess for common themes reported
by EM physicians that were not captured by our survey,
a single general open-ended question was included in
the survey (What do you find challenging about having
these [goals of care] discussions?). The survey was initially
pilot tested with 16 EM physicians at a single site.
Electronic and paper-based surveys were distributed at
the pilot site’s monthly departmental meetings and
through email. Participant feedback was solicited on
survey length, and to ensure question clarity and rele-
vance. The survey was then further revised based on
these preliminary findings.

Survey dissemination

An email invitation was sent to 224 academic EM
physicians and 49 FRCPC-EM residents with a link to
the survey (SurveyMonkey, Palo Alto, CA). Consent
was implied by way of survey completion. Reminder
emails were sent to all eligible participants at 10, 21,
and 50 days.25

Analysis

Descriptive statistics are presented for all multiple choice
and Likert-scale questions and were performed using
Microsoft Excel (Redmond, WA). Responses to the open
question were analysed using the content analysis
method as described by O’Cathain and Thomas.26 Based
on a preliminary content analysis of comments, a coding
scheme with eight common themes was devised.19 The
comments were coded by two independent reviewers
using the initial coding scheme, and conflicts were
resolved through a case-by-case discussion of every code
and by consensus. Two themes were added in the course
of this process, and one was removed. The frequency of
each theme was calculated as a percentage of respondents
who mentioned it. A single-respondent comment could be
coded into multiple themes.

RESULTS

Of the 273 eligible EM physicians, 108 EM staff (108/
224, 48%) with similar representation from all six sites
and 23 EM residents (23/49, 47%) participated. Five
respondents did not identify as staff or resident, and
their responses were included in the overall analysis and
in the calculation of the response rate, except where
results were reported by practice status.

Perceived barriers and facilitators to goals of care discussions in the emergency department
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Study participant characteristics are presented in
Table 1. EM staff had practiced medicine for an average
of 9.8 years (median 5, range 1-46), whereas EM
residents were typically in their second to third year of
postgraduate training (median, 2; range year, 1-5).
Responses to questions other than frequency of
discussion were very similar between EM staff and
residents, and thus results were collapsed and combined
as “EM providers” in Tables 2 and 3.

Education and training

Most staff physicians (64/108) conducted goals-of-care
discussions several times per month or more, 74.1%
(80/108) of the time versus 35% (8/23) of residents.
Over 90% of all respondents (92.4%, 121/131) felt that
goals-of-care discussions were within their scope of
practice, and most noted that they are adequately
trained to conduct them (73.1%, 95/130). However,
only 24% (33/136) of all respondents felt that EM
providers are the best service to carry out goals-of-care
discussions. Over half of the respondents (54%, 74/136)
felt that the admitting physician is the most appropriate
healthcare provider to conduct goals-of-care discus-
sions, and 55% (72/130) of respondents felt that the
availability of a 24-hour palliative care service would
facilitate the ability to conduct goals-of-care discussions
in the ED; however, only 6% (8/136) of respondents
felt that palliative care should be specifically consulted
to have goals-of-care discussions (these data are not
displayed in a table).

Communication

Of all respondents, 34% (46/135) indicated that
they never or almost never find it difficult to initiate
these conversations in the ED. Only 42% (55/131) of
all providers believed that patients are ready and willing
to have goals-of-care discussions in the ED. The
majority of participants (76.1%, 102/134) reported
being unable to communicate with a patient’s primary
care provider prior to initiating a goals-of-care
discussion.

ED environment

Most EM staff and residents (76%, 98/129) felt that the
ED environment is not conducive to having goals-
of-care discussions. Only 5% (6/130) reported having
sufficient time in a busy ED to communicate with
patients regarding their goals of care.
Forty-five percent (60/134) of respondents disagreed

that advance directives were readily available for
patients arriving from a long-term care facility, and 8%
of respondents (115/131) disagreed that goals-of-care
discussions are unnecessary for long-term care patients
because of the availability of advance directives.

Personal beliefs of patients and caregivers

Fifty-five percent (74/134) of all respondents were
comfortable having goals-of-care discussions with their
patients. However, 70% (90/130) of all respondents felt

Table 1. Respondent demographics

All
(n = 136 *,†)

Staff
(n = 108)

Residents
(n = 23)

Gender, n (%) (n=131) Male 81 (61.8%) 68 (63.0%) 13 (56.5%)
Female 47 (35.9%) 37 (34.3%) 10 (43.5%)

Prefer not to disclose 3 (2.3%) 3 (2.7%) 0 (0.0%)
Years in practice, n (%) (n=76) 0-5 years N/A 26 (34.3%) N/A

5-10 years 20 (26.3%)
10-20 years 15 (19.7%)
>20 years 15 (19.7%)

Frequency of goals-of-care discussions, n (%) (n=135) Every shift 16 (11.8%) 16 (14.8%) 0 (0.0%)
Several times per month 74 (54.4%) 64 (59.3%) 8 (34.8%)

Once per month 32 (23.5%) 19 (17.6%) 11 (47.8%)
A few times per year 11 (8.1%) 8 (7.4%) 4 (17.4%)

Almost never 2 (1.5%) 1 (0.9%) 0 (0.0%)

*Proportion of staff response rate from each site were similar. Data not displayed.
†Five respondents did not specify resident or staff affiliation. Their data were included in “all respondents.”
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that they never or almost never have effective prog-
nostic tools for patients with non-cancerous disease to
facilitate discussions.

Qualitative analysis

One hundred two participants of 130 responded to the
open question – What do you find challenging about
having goals-of-care discussions? – which contributed
to 192 thematic statements outlined in Table 4. The
most commonly reported challenges to having goals-of-
care discussions in the ED were lack of time (46.1% of
respondents) and patient personal and cultural beliefs
about their medical care and condition (22.5% of
respondents). Several participants noted that patient
expectations in the ED, including the perception of bad
outcomes when goals-of-care conversations are under-
taken, pose a challenge in the acute care environment.
One physician commented, “Once I start talking about
goals of care, families and patients just assume they’re
going to die today in the ED – that their prognosis is set
in stone.”

Another physician commented, “We do not have an
ongoing relationship with our patients and so it’s a hard
conversation to initiate.” Multiple respondents noted
other perceived challenges to engaging in goals-of-care
discussions in the ED, including lack of goals-of-care
consideration and discussions prior to the ED visit (20.6%
of respondents), level of patient acuity (17.6% of respon-
dents), working environment not being conducive to
goals-of-care discussions (16.7% of respondents), difficulty
contacting substitute decision-makers (16.7% of respon-
dents), and challenges communicating with the patient
due to an emotional state and level of consciousness or
language barrier (10.8% of respondents). Examples of
reported challenges with the working environment inclu-
ded a high noise level, a lack of quiet spaces, and frequent
interruptions. One responder commented that “the ED
does not lend itself to quiet, thoughtful discussions.”

DISCUSSION

In this survey-based study of 136 EM staff and resident
physicians, we identified several important themes

Table 2. Communication and time constraints in the ED

Never, almost, never, n (%)
Sometimes,

n (%) Almost always, always, n (%)

I find it difficult to initiate goals-of-care discussions in the ED. 46 (34.1%) 71 (52.6%) 18 (13.1%)
I have sufficient time in the ED to communicate with patients
regarding goals of care.

90 (69.2%) 34 (26.2%) 6 (4.6%)

I can communicate with primary care providers before
goals-of-care discussions.

102 (76.1%) 27(20.2%) 5 (3.7%)

I am comfortable having goals-of-care discussions in the ED. 5 (3.8%) 55 (41.0%) 74 (55.2%)
Patients are ready and willing to have goals-of-care discussions
in the ED.

34 (26.0%) 42 (32.0%) 55 (42.0%)

Table 3. Training, ED environment, and logistics

Strongly disagree,
disagree, n (%)

Neutral,
n (%)

Agree, strongly
agree, n (%)

Goals-of-care discussions are not part of my scope of practice as an ED MD. 121 (92.4%) 7 (5.3%) 3 (2.3%)
I lack the adequate skills and training to conduct goals-of-care discussions. 95 (73.1%) 29 (22.3%) 6 (4.6%)
The ED environment is conducive to having goals-of-care discussions. 98 (76.0%) 23 (17.8%) 8 (6.2%)
Goals-of-care discussions in the ED are unnecessary for patients from a long-term
care facility because they have an advance directive.

115 (87.8%) 11 (8.4%) 5 (3.8%)

Patients from a long-term care facility have advance directives readily available. 60 (44.8%) 67 (50.0%) 7 (5.2%)
The availability of a 24-hr ED Palliative Care service would facilitate the ability to
conduct goals-of-care discussions.

25 (19.2%) 33 (25.4%) 72 (55.4%)

I have effective prognostic tools for patients with non-cancer-related terminal disease
available to me before conducting goals-of-care discussions in the ED.

90 (69.2%) 34 (26.2%) 6 (4.6%)

Perceived barriers and facilitators to goals of care discussions in the emergency department
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relating to the perceived challenges and barriers to
having goals-of-care discussions in the ED. Respon-
dents reported frequently conducting goals-of-care
discussions and also identified several challenges and
limiting factors related to the ED practice setting.
Consistent with prior research, our findings point to
ED patient characteristics, including their acuity,
expectations, lack of relationship with ED physicians,
and unavailable family or a substitute decision-maker as
major barriers to goals-of-care discussions in the
ED.23,24,27 Many of these obstacles could be helped by
outpatient healthcare providers ensuring ACP, but this
is not sufficient and is outside of the ED providers’
scope of intervention.28 Some respondents highlighted
the difficult role that they play in conducting goals-of-
care conversations with patients without prior advance
directives with whom they have little or no relation-
ship.29,30 Efforts to improve communication between
EM physicians and primary care providers, as well as
ensuring that advance directives accompany patients to
the ED as a means to enhance continuity, appear as
promising areas for future intervention.

EM staff and resident physicians often felt that the
admitting services, such as Internal Medicine, should be
conducting these discussions with their patients. This
may reflect that without good prognostic tools, it is
difficult to engage in goals-of-care discussions and
that specialized knowledge of a disease process and in-

hospital follow-up may be a good alternative to support
the discussion. What respondents consider “prognostic
tools” is also subjective, because laboratory diagnostic
tools, such as serum lactates, are known to have acute
implications on mortality. However, tools, or structured
classifications or assessments meant to estimate chronic
prognosis secondary to disease, are lacking. None-
theless, the initiation of a consult to an admitting ser-
vice may initiate a patient on a trajectory that is
contrary to his or her goals of care and cannot be seen
as an alternative to goals-of-care discussions in the ED.
Respondents also identified limited time availability

for ED patients as a challenge, particularly noting in
comments that this discussion cannot be rushed while
ED physicians are “under enormous time constraints.”
It was also mentioned by several respondent comments
that admitting services often care for patients over many
days during an admission and therefore are afforded
more time to build rapport with patients. Although this
was not formally assessed in our study, lack of time may
have contributed to the belief that other services should
be carrying out these discussions. Taken together, these
findings support the need to discuss a focused frame-
work for goals-of-care discussions in the ED that
complement the ongoing discussions of the admitting
service, without replacing them. Environmental factors
should also be considered, such as ensuring a quiet
space and blocking off even a few minutes separately

Table 4. Open-question analysis: Common challenges and barriers to goals-of-care discussions as reported by EM providers

Theme
Number of coded
statements n* (%) Representative sample responses

Education, training, prognosis info 13 (12.7%) “Not knowing the prognosis of their underlying illness.”
Time 47 (46.1%) “This is not a discussion that should feel rushed, and we are under enormous

time constraints as ER physicians.”
Patient beliefs, culture, and
expectations

23 (22.5%) “Once I start talking about goals of care, families and patients just assume
they’re going to die today in the ED – that their prognosis is set in stone.”

ED environment 17 (16.7%) “The ED does not lend itself to quiet, thoughtful discussions.”
Patient acuity 18 (17.6%) “It’s usually in the heat of the moment or the patient is not up to it because he or

she is so sick.”
Lack of prior goals-of-care
discussions

21 (20.6%) “That it is often the first-time patients and families are having this discussion and
in a time when they are sick and scared and in crisis.”

Lack of prior relationship with
patient

25 (24.5%) “They don’t know us – the discussion is usually one that should have occurred
with their own physicians sooner, but avoided and left to us to initiate.”

Difficulty reaching substitute
decision-maker

17 (16.7%) “Some families become angry, or are just not ready yet.”

Patient level of consciousness,
emotional state, language barrier

11 (10.8%) “Patients and family are not prepared and not in right frame of mind when
parents present to ER in extremis or unable to communicate when obtunded.”

*n = 102 responses into 192-themed statements (total % exceeds 100%)
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with the family to address questions and concerns.
These may not require additional background training,
which physicians said was currently adequate.

Our results highlight the potential need to add
targeted resources directed at facilitating goals-of-care
discussions in the ED. These resources may include
additional tools to improve access to medical records,23

quiet spaces to conduct goals-of-care conversations, and
potentially standardized goals-of-care pathways that
communicate to patients and families that goals-of-care
discussions are about providing appropriate, aligned
care. The creation of an alternate “emergency palliative
care pathway” for patients who are identified to be near
end-of-life, could signal to set aside some time to
engage in goals-of-care discussions with a primary focus
on prioritizing relief of burdensome symptoms and
eliciting preferences.7,31

Patient education in the outpatient setting continues to
play a key part in ACP and should include expectations of
what could occur during an ED visit for an acute
exacerbation, highlighting that an ED goals-of-care dis-
cussion is part of a process, not a single point in time. A
discussion by the ED physician may only be one step of a
longer conversation with the patient and his or her
caregivers once admitting services become involved and
after prior conversations with the primary care physician.

Limitations

This was a self-reported survey of EM staff and resident
physicians, which is subject to recall biases. Participa-
tion was voluntary and is therefore subject to response
bias. Although our study was performed at multiple
sites, it still was conducted in a single urban centre,
which may limit generalizable to other practice settings
where resources and the availability of subspecialty
teams may be limited. We decided to analyse responses
of residents and staff EM physicians together given the
similarities in their responses, but it is possible that
significant differences in perceptions between these
groups may have been missed due to our small sample
size. However, because these physicians practice toge-
ther in the same environment, and many residents are
trained by these supervising staff, we felt that their
responses are likely representative of each other. Resi-
dents training through the Canadian College of Family
Physicians (CCFP) EM program were not included in
this study due to logistical reasons, which may have
highlighted differences in their training model.

However, staff physicians from both the CCFP and
FRCPC streams were included in the survey. Finally,
this survey represents the perceptions of emergency
physicians. Clinical services that admit patients from the
ED, including Palliative Care, as well as patients and
their caregivers, may have differing perspectives as to who
should conduct these discussions and the unique barriers
they face in clarifying goals of care in the ED.11,17

CONCLUSIONS

Multiple barriers and possible enablers to conducting
goals-of-care discussions in the ED were identified as
reported by EM physicians. System-level interventions
to encourage ACP improve communication with
outpatient health providers, and the creation of an
“emergency palliative care pathway” may facilitate
goals-of-care discussions in the ED.31 This study also
highlights the nature of goals-of-care discussions as
a process rather than a single point in time.
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