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The presentation covered the topics of death, frailty, and end of life care in the emergency 
department (ED). The summary points are listed below. 
 
Death  

1. As a result of technological advancements in medicine, the dying process has changed 
significantly over the last 100 years. This has led to an ageing population and increasing 
demands on the healthcare system. 
 

2. As the population ages the percentage of people dying from frailty has increased and 
this trend will likely continue. Below are four of the commonly accepted death 
trajectories. The percentage of the population dying as a result of each of these 
trajectories are as follows - Sudden death = 10% Terminal illness = 25% Organ failure = 
15% Frailty = 50%.  
 

 
Frailty  

1. Frailty is a clinical syndrome of increased vulnerability and functional impairment as a 
result of dysregulation of the neuroendocrine and immune systems. Frailty is an 
independent risk factor for mortality and may be reversible if identified early. 
 



2. The clinical frailty scale (CFS) is a validated screening tool that can be used in the ED to 
identify patients with frailty. Listed below are tips on how to incorporate the CFS into your 
ED practice. 

a. When assigning a CFS score it must be based on the patients premorbid 
functional status. Therefore, the score is based on the patient's level of function 
two weeks prior to their ED visit.  

b. The CFS score is not something you can estimate or guess. It requires collateral 
from the patient, the patient’s carers, and/or the healthcare notes from the 
community or care facility. 

 
3. The clinical frailty scale stratifies patients from 1 to 9, from very fit to terminally ill. 

Examples of treatment recommendations based on the CFS score are outlined below.  
a. 1-3 = “Managing well”- no need for geriatrics referral at this stage 
b. 4-6 = “Vulnerable/Moderately frail” - geriatrics referral to assess modifiable 

causes of frailty (nutritional status, medication review, social and cognitive 
stimulation, exercise programs, falls risk assessment). If timely and appropriate 
interventions are implemented these patients may experience a reversal of their 
level of frailty. These are the patients we can identify in the ED and refer 
appropriately. 

c. 7-9 = “Severely frail/Terminally ill” - geriatrics referral to optimize support. These 
patients are unlikely to see a reversal of their level of frailty despite optimization. 
This may trigger goals of care discussions or help clinicians estimate prognosis. 

 
4. The CFS score is a clinically important tool that is now being utilized to determine 

appropriateness for critical care interventions in the COVID pandemic. As critical care 
resources and policies are region specific, please refer to your local guidelines for 
details. 

 
End of life (EOL) care 

1.  End of life care in the ED takes time. 
 

2. It is a combination of both pharmacologic and non-pharmacologic therapies in 
conjunction with psychosocial support of the patient, the patients support network, and 
the healthcare team. 
 

3. Non-pharmacologic therapies  
a. Oral care 
b. Patient positioning 
c. Spiritual care  

 
4. Pharmacologic therapies of EOL care 

a. Dyspnea  
i. 1st line - Opioids  

● Morphine 1-2.5 mg subcut/IV q 30 mins prn  



● Hydromorphone 0.25-0.5 mg subcut/IV q 30 mins prn 
● Fentanyl 12.5-50 micrograms subcut/IV q 15 mins prn 

ii. 2nd line - Benzodiazepines 
● Midazolam 0.5-1mg subcut/IV q 30 mins prn  

iii. Refractory dyspnea / COVID related dyspnea 
● Ketamine 1-2 mg/kg IV as a temporizing measure until the above 

medications can be titrated to effect 
b. Pain 

i. Opioid Naive 
● Morphine 2.5-5 mg subcut/IV q 30 mins to 2 hrs prn 
● Hydromorphone 0.5-1 mg subcut/IV q 30 mins to 2 hrs prn 

ii. Opioid Tolerant - refer to opioid equianalgesic and conversion tables for 
equivalent subcut/IV dosing 

c. Agitation 
i. 1st line - haloperidol 0.5-1mg subcut/IV q 2 hrs prn 
ii. 2nd line  midazolam 0.5-1mg subcut/IV q 30 mins prn  
iii. Refractory delirium - consider adding methotrimeprazine 12.5-25mg 

subcut q 4 hrs prn 
     d. Nausea /  Vomiting 
              i.       Haloperidol 0.5-1mg subcut/IV q 4h prn 

  ii.      Ondansetron 4 mg subcut/IV q 6h prn 
                         iii.      Maxeran 5-10 mg subcut/IV q 6h prn 
               e. Airway secretions 
                         i.       Glycopyrrolate 0.4mg subcut/IV q 4 hrs prn 
                         ii.      Scopolamine 0.4 mg subcut/iIV q 4 hrs prn  
 

Click on the QR code for interactive resources, podcasts, and clinical applications. 
 
 


