
End-of-Life (EOL) Care in the Hospital 
Rapid Clinical Updates 

Identify patients & clinical scenarios where an EOL discussion is appropriate 
 
Context: There is a disconnect between the care patients would like to receive at the end of life and the care they receive. 

Seventy percent of Americans would prefer to die at home, but only 30% do.  
Current:  Hospitalists are on the frontlines of 

providing care to seriously ill patients and 
frequently care for patients nearing the end 
of life. Often, goals of care are not 
discussed during acute care hospitalization. 

Cutting Palliative care is appropriate earlier  
edge:   earlier in patients’ illness trajectories and 

poor prognosis should be identified based 
on such factors as readmission and 
declining functional status. Hospitalists 
should be skilled in delivering primary 
palliative care, including prognostication 
and serious illness conversations to ensure 
goal-concordant care. 

 
Formulate strategies for approaching an EOL discussion 
 
Context:  Serious illness conversations are a procedure which can and 

should be learned. 
Current:     Several frameworks for serious illness conversations exist. 
Cutting   Sharing prognosis does not take away hope. Words matter 
edge:  poorly done conversations lead to misunderstanding and 

breakdowns in trust. One example of a tool to help improve 
conversations: https://www.ariadnelabs.org/wp-
content/uploads/2023/05/Serious-Illness-Conversation-
Guide.2023-05-18.pdf 

 
Recognize and manage symptoms at the end of life 
Context:  EOL care includes providing symptomatic relief by identifying, 

assessing, and treating pain and other distressing physical signs 
and symptoms, along with the emotional, social, and spiritual 
support tailored to the needs and wishes of the individual and 
their loved ones. 

Current:  For patients with prognosis in the months range, make 
medication changes based on gestalt. 

Cutting   Deprescribe non-essential medications based on prognosis.  
edge:  Do not hesitate to use start short acting opioids in opioid naïve 

patients and titrate up as tolerated. Start treatment of pain and 
dyspnea with patients at the very end of life (hours to days) with 
as needed bolus treatment rather than an opioid infusion. 
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