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U
nderlying palliative care is a philosophy that aligns

patients’ health care with what they deem most

important. For patients in the final stages of life, this

often includes the desire to avoid burdensome and high-

intensity care. In the intensive care unit (ICU), where we see

the highest acuity of illness, often there are many competing

priorities. The principles of palliative care are vital in

refocusing our attention on what matters most to the patient

and his or her family. Because of the value of these

principles, there is increasing interest in finding ways to

improve education in palliative care and to integrate

palliative care education into the ICU. To achieve this goal, 3

models for incorporating palliative care in the ICU have been

proposed: the integrative model (education in primary

palliative care skills for ICU clinicians); the consultative

model (access to palliative care specialists); and the mixed

model that uses both of these approaches simultaneously.1,2

It is increasingly clear that a mixed model, in which the

education and deployment of palliative care specialists is

combined with the education of all clinicians in basic

principles of palliative care, is the optimal approach to

address the diverse range of palliative care needs in the ICU.2

Effective integration of palliative care into the ICU

setting has important implications for graduate medical

education. The ICU is 1 of the settings in our health care

system where residents and fellows have the most contact

with critically ill or dying patients. Despite this intimate

exposure, there is little formal training about how best to

care for these patients and their families. Effective

communication, a key role of the ICU clinician, is 1 of the 6

core competencies from the Accreditation Council for

Graduate Medical Education. More specialties are incor-

porating Milestones into the Next Accreditation System

that include palliative care principles, such as delivering

difficult news, conducting family conferences, and using

shared decision making tailored to a patient’s values.3

In this issue of the Journal of Graduate Medical

Education, Saft and colleagues4 set out to determine if 3

factors related to palliative care—(1) the perceived quality

of critical care fellowship training in palliative care, (2) the

number of point-of-care support tools for palliative care,

and (3) the availability of an inpatient palliative care

consultation service—were associated with ICU utilization

in the final 6 months of life. The authors ground this study

in ‘‘provider behavioral theory,’’ which suggests that the

best way to effect positive change in patient care is to

rely less on the variable nature of individual clinicians

and instead improve support for the entire patient-

provider-system unit.5 They hypothesized that these 3

initiatives, each supporting a different aspect of care

delivery, would decrease ICU utilization. Their observa-

tional study encompassed 71 training programs in 89

hospitals, using surveys from program directors (with an

approximately 50% response rate) and data from the

Dartmouth Atlas.6 It found that for every additional

bedside tool an institution had implemented in the ICU,

there was an associated 0.31-day decrease in ICU length of

stay at the end of life. Additionally, for every 1-point

increase in self-rated quality of palliative care education,

there was a 0.57-day decrease in length of stay. The study

did not find any association between the presence of a

palliative care consultation service and ICU utilization at

the end of life.

One of the most notable findings by Saft and

colleagues4 was the high proportion (more than 80%) of

hospitals that had a palliative care consultation service.

Because there were so few hospitals without a palliative

care consultation service, this study was not powered to

examine the effect of having access to specialty palliative

care. Furthermore, the authors had no information about

the degree to which the palliative care specialists were

integrated into the ICU. In our experience, there is

enormous variability in how palliative care specialists are

incorporated into the ICU. This ranges from hospitals

where the palliative care service first began in a critical care

setting to hospitals where the intensivists and the palliative

care specialists collaborate very little or not at all. It would

be interesting to examine whether the degree of incorpo-

ration of palliative care specialists into the ICU is a

predictor of quality of palliative care in the ICU.
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Another curious finding of this study was the very low

rate of implementation of bedside tools to improve

palliative care. The tools listed included a family informa-

tion pamphlet, point-of-care communication card, with-

drawal-of-life-support protocol, bereavement brochure,

and comfort measures order set. Surprisingly, 45% of

hospitals had none or only 1 of these tools. These 2

findings—high proportion of palliative care consultation

services and low proportion of bedside tools for imple-

menting palliative care—highlight how far we have come in

palliative care and yet how far we have to go with

instituting basic resources such as comfort care protocols

and bereavement information.

The association between the lower duration of ICU stay

for patients who died in the ICU with a higher self-rating of

the palliative care education by critical care fellowship

program directors is also intriguing. We previously found

that self-evaluation of overall communication about end-of-

life care by internal medicine residents and fellows had no

association with evaluations by patients and their families.7

However, when we asked residents and fellows to focus on a

specific aspect of this communication—religion and spiri-

tuality—we found this was associated with patient and

family ratings (D.W. Ford, MD, unpublished data, 2013).

It is possible that program directors are accurate raters of the

quality of palliative care education. Furthermore, it is

possible that those with high-quality palliative care educa-

tion deliver better palliative care in the ICU, which results in

improved communication with patients and families, more

rapid identification of patients’ goals of care, and thus a

reduction in the prolongation of dying that is too often seen

in the ICU. This would suggest that better training in

palliative care skills, as well as increased use of bedside tools,

could improve the quality of palliative care in the ICU and

decrease use of unnecessary ICU care at the end of life. We

would be happy to believe this were true. In a single-center

study of a quality improvement project to improve palliative

care in the ICU in our own institution, we found some

evidence to support this hypothesis.8 However, in a

subsequent multicenter, cluster-randomized trial of the same

intervention, we were not able to show improvements in

quality of palliative care delivered to patients and their

families, which suggests that extending these results to other

institutions would be difficult.9

There is another possible explanation for the findings

by Saft and colleagues4 that should be considered. It is

possible that the association between the 2 predictors

(quality assessments by program directors and bedside

tools) and the outcome (ICU length of stay for patients

who die) is not causal, but is the result of what some call

an ‘‘ecological fallacy.’’10 In fact, it is quite plausible that

both program director assessment of the quality of

palliative care education and the number of bedside tools

for palliative care are actually predictors of another

determining factor, such as the culture of palliative and

end-of-life care in the institution. There is compelling

evidence that the intensity of care at the end of life in a

hospital is largely driven by the culture within a particular

hospital toward palliative and end-of-life care.11 A hospital

culture that embraces palliative care is likely to improve

the ability of critical care training programs to provide

palliative care education and facilitate development and

implementation of bedside palliative care tools. In fact, 1

of the key roles of palliative care specialists in a well-

functioning mixed model is to provide role modeling and

education for the provision of primary palliative care by

critical care clinicians.

Regardless of the mechanism of the associations

identified in this study, the implications are similar.

Whether program director ratings of quality of palliative

care education and number of bedside tools are directly

causal in their relationship with intensity of care at the

end-of-life or whether they are influenced by the culture of

palliative care in the institution, this study highlights

important opportunities that will likely improve the

quality of palliative care delivered in ICUs. Our health

care system is facing an aging population with a higher

burden of comorbid illness. Simultaneously, we are seeing

a potential ‘‘perfect storm’’ of marked advances in life-

sustaining interventions, increased utilization of critical

care, and rising prevalence of chronic critical illness.12,13

The ICU will undoubtedly remain a place where palliative

care needs are high. The best solution will be some

combination of primary and specialty palliative care

delivered in (as well as before) the ICU. The minimal use

of bedside tools for palliative care seen in this study

represents low-hanging fruit that hospitals can address

quickly. The likely benefit of quality palliative care

education for critical care fellows adds to a growing body

of literature supporting these activities. For the next

generation of ICU clinicians, palliative care skills will be

entrustable professional activities. This study should

encourage training programs to direct additional resources

toward palliative care education. Improvements in ICU

palliative care are likely to be an important strategy to

improve the overall culture and quality of palliative and

end-of-life care in our institutions.

References

1 Quill TE, Abernethy AP. Generalist plus specialist palliative care—creating a
more sustainable model. N Engl J Med. 2013;368(13):1173–1175.

2 Nelson JE, Bassett R, Boss RD, Brasel KJ, Campbell ML, Cortez TB, et al.
Models for structuring a clinical initiative to enhance palliative care in the
intensive care unit: a report from the IPAL-ICU Project (Improving Palliative
Care in the ICU). Crit Care Med. 2010;38(9):1765–1772.

COMMENTARY

168 Journal of Graduate Medical Education, March 2014

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-27 via free access



3 Accreditation Council for Graduate Medical Education. Milestones for the
Next Accreditation System. 2013. http://www.acgme-nas.org/milestones.
html. Accessed October 31, 2013.

4 Saft HL, Richman PS, Berman AR, Mularski RA, Kvale PA, Ray DE, et al. Impact
of critical care medicine training programs’ palliative care education and
bedside tools on ICU use at the end of life. J Grad Med Educ. 2014;6(1):44–49.

5 Rubenstein LV, Mittman BS, Yano EM, Mulrow CD. From understanding
health care provider behavior to improving health care: the QUERI
framework for quality improvement—Quality Enhancement Research
Initiative. Med Care. 2000;38(6 suppl 1):I129–I141.

6 The Dartmouth Atlas of Healthcare. 2011. http://www.dartmouthatlas.org.
Accessed October 23, 2013.

7 Dickson RP, Engelberg RA, Back AL, Ford DW, Curtis JR. Internal medicine trainee
self-assessments of end-of-life communication skills do not predict assessments
of patients, families or clinician-evaluators. J Palliat Med. 2012;15(4):418–426.

8 Curtis JR, Treece PD, Nielsen EL, Downey L, Shannon SE, Braungardt T, et al.
Integrating palliative and critical care: evaluation of a quality-
improvement intervention. Am J Respir Crit Care Med. 2008;178(3):269–275.

9 Curtis JR, Nielsen EL, Treece PD, Downey L, Dotolo D, Shannon SE, et al.
Effect of a quality-improvement intervention on end-of-life care in the
intensive care unit: a randomized trial. Am J Respir Crit Care Med.
2011;183(3):348–355.

10 Finney JW, Humphreys K, Kivlahan DR, Harris AH. Why health care
process performance measures can have different relationships to
outcomes for patients and hospitals: understanding the ecological
fallacy. Am J Public Health. 2011;101(9):1635–1642.

11 Barnato AE, Tate JA, Rodriguez KL, Zickmund SL, Arnold RM. Norms of
decision making in the ICU: a case study of two academic medical centers
at the extremes of end-of-life treatment intensity. Intensive Care Med.
2012;38(11):1886–1896.

12 Teno JM, Gozalo PL, Bynum JP, Leland NE, Miller SC, Morden NE, et al.
Change in end-of-life care for Medicare beneficiaries: site of death, place
of care, and health care transitions in 2000, 2005, and 2009. JAMA.
2013;309(5):470–477.

13 Nelson JE, Cox CE, Hope AA, Carson SS. Chronic critical illness. Am J Respir
Crit Care Med. 2010;182(4):446–454.

COMMENTARY

Journal of Graduate Medical Education, March 2014 169

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-27 via free access



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 30%)
  /CalRGBProfile (None)
  /CalCMYKProfile (U.S. Sheetfed Coated v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed false
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Settings for the Rampage workflow.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


