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Introduction
�e World Health Organization believes that population ageing is 

growing quickly on a global scale. Most people may anticipate living into 
their 60s and beyond by 2050. As a result, chronic illnesses will cause 
more deaths than acute ones [1]. �e e�ects on healthcare systems, 
their �nancial resources, and their human resources are signi�cant [2]. 
�ese persons utilise acute care hospital-based services (emergency 
department, hospital ward, and intensive care unit) surprisingly 
o�en in the �nal year of life in many wealthy nations throughout the 
world [3-5]. For patients receiving palliative care (PC), the emergency 
department (ED) has developed beyond its core function to act as a 
point of entry to hospital services. According to several research, many 
unnecessary trips to the ED by PC patients may have been preventable. 
More than half of ED presentations by patients known to specialized 
PC services were found to be possibly preventable in a study [6]. �ese 
ED admissions were primarily brought on by uncontrolled symptoms 
as dyspnea, discomfort, constipation, nausea, and vomiting [6]. �is 
may result in the usage of expensive hospital services to address 
chronic care requirements and a failure to adequately promote these 
peoples preferences. In light of these serious problems, all healthcare 
systems should be compelled to develop speci�c activities for providing 
treatment for these patients.

Chronic disease-focused discussion

�e leading cause of hospitalization in patients over 65 is chronic 
heart failure (CHF). CHF patients exhibit signi�cant symptom load 
equivalent to that of cancer, poor quality of life (QOL), and low survival 
rates. Because acute decompensation episodes occur o�en, patients 
frequently report to the emergency department (ED) for symptom 
control. Chronic obstructive pulmonary disease (COPD) patients have 
been found to have poorer dyspnea, functional status, and anxiety 
compared to lung cancer patients, but equal scores for severe pain 
and sadness. However, some studies found that patients with COPD 
compared to those with lung cancer received care that was more 
focused on prolonging life than palliating symptoms during the �nal 
six months of life, as well as less use of opiates and benzodiazepines in 

outpatient settings, more frequent admissions to, and longer stays in, 
an intensive care unit (ICU) [7].

Among patients with chronic conditions, those with end-stage 
renal disease (ESRD) are most at risk for hospitalisation. According to 
a review of 769228 adult patients with ESRD, 70% of them visited an 
ED at least once between 2005 and 2011 [8]. According to the study, 
factors like female sex, younger age, black (as opposed to white) race, 
comorbidities, institutionalisation, Medicaid insurance (as opposed 
to Medicare alone), catheter or gra� hemodialysis access (as opposed 
to �stula), tobacco use, and more recent ESRD diagnosis were all 
associated with higher rates of ED use. Additionally, the authors 
discovered that during the �rst ESRD year, sepsis, congestive heart 
failure, and hemodialysis access complications were the three most 
frequent admission diagnoses.

Cirrhosis of the liver can cause complications that are potentially 
fatal. Ascites, gastrointestinal bleeding, hepatorenal syndrome, hepatic 
encephalopathy, and sepsis are among the symptoms that are o�en 
seen in individuals with decompensated cirrhosis. �e emergency 
department (ED) provides the �rst chance to quickly diagnose these 
problems and begin e�ective treatment. Numerous studies have shown 
that persons with Parkinson's disease have a high prevalence of falls 
injuries, which lead to numerous ED visits, longer ED stays, and a 
high rate of admission [9]. To �nd the baseline independent factors 
predicting likelihood of ED and hospital usage, data from a cross-
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Abstract
The proportion of people suffering from advanced cancer or end-stage illnesses is rising as a result of population 

ageing, medical advancements, and improvements in public healthcare. These patients frequently go to an 
emergency room for help because of the load of symptoms they experience in the latter months of their lives. Acute 
care hospital-based services are frequently more effectively suited to managing the requirements of patients with 
severe chronic illnesses than treating acute clinical situations in industrialised nations. Medical practitioners who 
care for the palliative care (PC) population in hospitals face very substantial clinical issues as a result. To find the 
appropriate care model for these PC patients, the authors have created four critical questions (who, why, when, 
and how) to answer. The issues concern: (1) identifying individuals with serious chronic diseases; (2) managing the 
difficulty of these individuals unanticipated hospital admissions; (3) identifying PC patients among individuals with 
serious chronic diseases; and (4) determining the proper work of caring for this inpatient PC population. Acute care 
hospitals should plan the process of caring for these inpatients. Clinicians require the expertise, resources, and 
services to care for these PC patients.
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Similar to this, there have been an enormous number of clinical trials 
comparing concurrent curative therapy and PC to normal care alone 
in outpatient and inpatient settings, o�ering solid justi�cation for 
the incorporation of PC throughout the course of signi�cant chronic 
diseases.

�e �rst research investigating how transitions to a PC strategy 
were thought to be handled in acute hospital settings in the UK was 
conducted. �e authors discovered that the reality of practise in 
these contexts was very di�erent from a systematic approach to PC 
transitions. Based on these �ndings, the UK policy guideline advised 
improving early identi�cation of patients in their �nal year of life, 
which would assist decrease hospitalizations and make it easier for 
patients to obtain supportive and PC services. In order to possibly 
decrease unnecessary hospitalizations and ED visits, new models of 
care that better manage ED presentations of patients with signi�cant 
chronic illnesses have been proposed. According to one model, ED 
sta� members should be familiar with fundamental palliative care 
techniques and be able to use them on a regular basis to successfully 
manage these patients, even in a busy ED. Similar to this, increasing 
the amount of primary PC provided by oncologists might improve the 
provision of early and simultaneous PC in cancer patients. �e focus of 
the UK initiatives is on enhancing EOL care provided by primary care 
teams, hospital professionals, and social care agencies because there are 
an increasing number of people who might bene�t. In this approach, 
treating professionals who are involved in the everyday care of patients 
with severe chronic diseases can incorporate PC ideas and practises 
into any healthcare environment. However, this models drawback is 
that the majority of hospital HCPs o�en do not receive enough training 
on PC, communication, and pain management, especially when it 
comes to EOL care for terminally ill patients. It is true that discussing 
PC and EOL treatment with the patient and the emergency physician 
might be di�cult (or caregivers). Additionally, a lot of doctors report 
having faced di�cult moral decisions while dealing with refractory 
symptoms and stopping life-prolonging medications for patients who 
were dying [15]. 

For the past 20 years, specialised hospital-based PC programmes 
have been created, with a focus on the formation of multidisciplinary 
PC teams, in order to better treat patients with advanced cancer or 
end-stage illnesses. With the assistance of additional HCPs (dietician, 
respiratory therapist, physical therapist, and pharmacist), social 
workers, case managers, spiritual counsellors, and volunteers, these 
PC teams are made up of doctors, nurses, and psychologists. Each 
team member possesses the professional credentials, education, and 
expertise necessary to provide the best patient- and family-centered 
care.

�e acute palliative care unit (APCU) has served as a novel 
paradigm of care for treating the PC population (mostly advanced 
cancer patients) in the hospital environment over the past ten years. 
�e APCU's main goals are to quickly and e�ectively manage physical 
symptoms with high scores and to o�er intense psychological care in 
cases of acute distress. When compared to hospice facilities, the APCU 
has a shorter duration of stay (10-15 days) and a lower death rate (40-
50%). �e APCU varies from hospice in that it provides fewer medical 
treatments, a longer length of time (between one and six months), and 
o�en near-death care, with a mortality rate close to 95%.

Limitations
To deliver EOL treatment to acute PC patients outside the ICU, 

doctors require doable tools and approaches. Our analysis suggests the 

SST as a useful tool for this goal, together with a speci�c hospital unit 
for acute PC patients, to help the ED sta� identify patients for referral 
to the PC team. It is outside the scope of this study to advocate for a 
disease-centered or practical, all-inclusive approach to EOL care.

Discussion
Research on the training of non-PC doctors is crucial, and the 

primary care and emergency department personnel should be the key 
HCP groups targeted for increased PC training. �e delivery of PC 
in daily practise may be improved, in particular, through continuing 
medical education and current information on pain and symptom 
management in EOL care. �e education of clinicians about the ideal 
times to disclose the patients prognosis and the change from active 
therapy to PC should also be addressed.

Conclusion
Due to population ageing, advancements in medicine, and 

improvements in public healthcare, there are an increasing number of 
people who su�er from major chronic diseases. As the need for acute 
hospital-based treatments rises, this transformation in industrialised 
nations creates signi�cant organisational issues (especially ED). In 
order to e�ectively manage the few healthcare resources and allocate 
HCPs, it is necessary to assess the current features and trends of these 
patients utilisation of acute care hospitals. Every acute care hospital 
should reconsider the real e�ort involved in managing the shi� from 
curative therapies to PC for inpatients with major chronic conditions. 
�e PC should be made accessible depending on the patients clinical 
requirements (primarily, psychological, social, and spiritual support) 
and di�culties (primarily, the existence and severity of symptoms), not 
on their diagnosis or prognosis. 
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