
  

  Health & Research Journal

   Vol 9, No 3 (2023)

   Volume 9 Issue 3 July - September 2023

  

 

  

  Curative to palliative care transition challenges in
the intensive care unit. A narrative review. 

  Sotiria Koutsouki, Dimitrios Kosmidis   

  doi: 10.12681/healthresj.32859 

 

  

  

   

To cite this article:
  
Koutsouki, S., & Kosmidis, D. (2023). Curative to palliative care transition challenges in the intensive care unit. A
narrative review. Health & Research Journal, 9(3), 166–174. https://doi.org/10.12681/healthresj.32859

Powered by TCPDF (www.tcpdf.org)

https://epublishing.ekt.gr  |  e-Publisher: EKT  |  Downloaded at: 14/11/2024 07:22:04



 (2023), Volume 9, Issue 3 

 

 

Koutsouki & Kosmidis 166 https://ejournals.epublishing.ekt.gr/index.php/HealthResJ 

 

REVIEW 

CURATIVE TO PALLIATIVE CARE TRANSITION CHALLENGES IN THE INTENSIVE CARE 

UNIT: A NARRATIVE REVIEW  
Sotiria Koutsouki1, Dimitrios Kosmidis2 

1. RN, MSc, PhD (c), ICU, General Hospital of Kavala, Greece 

2. Assistant Professor, International Hellenic University, Faculty of Nursing (Didimoteicho Branch), Greece 

 

Abstract 

Background: The need for high-quality palliative care services for critically ill patients and their families remains highly important. 

Purpose: This review presents the benefits and barriers to implementing palliative care in Intensive Care Units (ICUs) and suggests ways 

to facilitate the shift from therapeutic to palliative care. 

Methods: PubMed, Scopus, and Google Scholar databases were searched online. Studies included were eligible for the provision of 

palliative care in the ICU, published in English from 2012 through 2022. 

Results: Evidence shows that integrating palliative care impacts the quality of life in ICUs and increases rates of use of palliative care 

facilities. On the other hand, decreasing the length of stay affects the cost and the opportunity cost of the ICU. The data suggest that a 

large subset of ICU patients would benefit from palliative care, but palliative care remains underutilized in the ICU. Lack of training in 

palliative care, organizational factors, decisions about end of life, lack of defined criteria for inclusion, and life-saving culture of the ICU 

are barriers to providing palliative care. Efforts should focus on education, support for effective communication and decision-making, 

early integration of a palliative approach, redesign of clinical protocols, and reallocating resources to provide an environment conducive 

to quality at the end of life. 

Conclusion: Involving palliative care in critically ill patients has reduced ICU resource use. Nurses need to define their essential man-

agement roles within the multidisciplinary critical care team and help develop systems by which these roles can be implemented. 
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INTRODUCTION 

Palliative care is the active, holistic care of people of all ages 

suffering from serious illnesses, particularly those near the end 

of life. It aims to improve the quality of life for patients, their 

families, and carers.1 Palliative care as an inter-professional 

specialty is increasingly essential in the comprehensive ap-

proach to seriously ill patients.2 Palliative care cornerstone in-

volves patient-centered decision-making and addressing the 

patient's symptom set. In the case of acute clinical deteriora-

tion of ICU patients, which is usually unexpected and with un-

predictable outcomes, the role of palliative care becomes less 

clear, with particular challenges in its implementation.3  

The aging of the world population, the increasing prevalence 

of comorbidities, advances in medical treatment, and the pro-

longation of life in people with chronic diseases have increased 

the demand for intensive treatment. The proportion of people 

aged over 80 years is expected to double further by 2050, and 

the proportion of deaths due to frailty is likely to increase fur-

ther. However, hospitals remain the most common place of 

death in most OECD countries.4 According to Hall et al., in 

2010, there were a total of 2.5 million deaths in the United 

States; one-third (33%) of all deaths occurred in hospitals,5 

while 10% to 29% of hospital deaths involved adult ICU pa-

tients.6 Since 2000, the percentage of Medicare beneficiaries 

receiving ICU care in the last month of life has increased from 

24% to 29%, meaning the need for ICU palliative care will in-

crease.7 Recently, the lack of utilization of palliative care in pa-

tients with COVID-19 admitted to ICU has been highlighted. In 

the study by Sheehan et al. of 151 critically ill patients with 

COVID-19 pneumonia requiring ICU admission, only 59 

(39.07%) received palliative care.8 The COVID-19 pandemic 

made clear the need for integrating palliative care across hos-

pital units and in the community globally, considering the 

goals of care and patient preferences within the context of 

limited resources.9 Τhis review aims to present the benefits and 

barriers to implementing palliative care in the ICU and suggest 

ways to facilitate the shift from therapeutic to palliative care. 

 

METHOD 

The primary method of investigation was an online search of 

PubMed, Scopus and Google Scholar databases. The search 

strategy included the terms: "intensive care unit" AND "termi-

nal care" OR "end of life care" AND "palliative care" AND "nurs-

ing care."  

Selection criteria:  

1. Include at least three search terms in the title or abstract. 

2. Significant discussion of at least three search terms in the 

body of the paper. 

3. Primary studies focused on palliative care of adult ICU pa-

tients. 

4. Studies published in the English language. 

5. Studies with publication dates from 2012–2022.  

6. Studies with full text.  

Exclusion criteria: Studies that did not meet the selection crite-

ria described above. 

 

RESULTS  

Α. The contribution of palliative care in the ICU  

Impact on quality of life in the ICU  

In the study by Chapman et al., compared to those in the pa-

thology-surgical wards, ICU patients were more likely to re-

ceive palliative care advice on goals of care, pain and symptom 

management, and withdrawal of interventions that prolong the 

death process.10 Similarly, the study by Helgeson et al. provid-

ed evidence that early palliative care counseling, within 24 

hours of admission to the ICU, improved patient satisfaction 

with significant benefits.11 Although the evidence suggests that 

early palliative care involvement during severe illness is essen-

tial. Further studies are needed to determine its impact on ICU 

patients with particular emphasis on outcomes such as quality 

of life based on patients' perceptions rather than the percep-

tions of their families. 

Reducing the use of ICU at the end of life 

In several studies, the provision of palliative care in the ICU has 

been associated with increased rates of advance care planning, 

increased use of palliative care facilities, decreased length of 

stay, and decreased use of non-beneficial life-sustaining treat-

ments.11-17 In addition, the study by Ma et al. found that routine 

palliative care can positively influence the care of critically ill 

patients. In contrast, early palliative care counseling was posi-
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tively associated with more excellent transitions to do-not-

resuscitate/non-intubation, hospitalization in palliative care 

facilities, and reduced use of healthcare resources pre-ICU and 

post-ICU.18 There was also a significant reduction in ICU admis-

sions (38%).19 As well as in-hospital mortality rates.20 However, 

Melville et al. highlight that patients admitted to the ICU for 

end-of-life care management or potential organ donation rep-

resent a small proportion of total ICU admissions. Have a 

shorter length of stay in the ICU than other patients, suggest-

ing that resource use for these patients is not disproportion-

ate.21 

Reducing the cost of end-of-life ICU care 

If advance care planning and palliative care counseling were 

systematically provided in the ICU, ICU cost savings would be 

25%, which could result in cost savings of 1.9 billion, represent-

ing a 6% reduction in total hospital costs for these patients.22 

Providing family palliative care sessions within seven days of 

ICU admission led to decisions to withdraw non-beneficial life-

sustaining treatments and significantly reduced healthcare 

costs.23 The results of the study by Siddiqui et al. in a sample of 

848 critically ill patients transferred from secondary hospitals to 

tertiary care center ICUs for skilled care demonstrate that early 

palliative care counseling can lead to early discussions of care 

goals and optimization of ICU resources.24 The above studies 

offered significant evidence of the impact of early palliative 

care counseling in the ICU on cost reduction and the oppor-

tunity cost of ICU.  

Impact on the opportunity cost of ICU  

A positive element of the impact of palliative care in the ICU is 

the opportunity cost, defined simply as the additional income 

that could have been gained if the money had been used dif-

ferently. Binney et al., in their 2014 study of two Atlanta aca-

demic hospitals, reported that patients transferred to dedicat-

ed inpatient units saved 585 ICU bed days. The average length 

of stay in the particular hospital unit was 3.5 days, translating 

to avoiding a daily cost of $2362 and thus saving an annual 

cost of approximately $1,400,000.25 Heydari et al. report that if 

conditions could be ensured, at least 20% of patients with ter-

minal cancer would receive home-based palliative care. One 

thousand home deaths would be noted, and 1000 ICU beds 

would be freed up annually for use in other patients with a 

better prognosis for survival.26 Dedicated inpatient units are a 

feasible way of providing care for end-stage ICU patients and 

are potentially significant sources of savings in the healthcare 

system. The data suggest that palliative care would benefit a 

large subset of ICU patients. However, specialist palliative care 

remains underutilized in the ICU setting and for the subset of 

patients who die in the ICU.27,28,29,30,31 This leads to the assess-

ment that integrating palliative care into clinical practice needs 

to be universally accepted. Nevertheless, previous studies show 

a need for more meaningful, consistent, and comprehensive 

outcomes of palliative care interventions in the ICU.27 Regard-

less of the impact on healthcare costs, when therapeutic efforts 

fail, they should give way to a palliative approach because pal-

liation is the most significant benefit to the patient. Neverthe-

less, the emphasis on identifying cost-effective ways to provide 

quality end-of-life care must remain at the forefront of eco-

nomic and social consciousness, as it likely affects all of society. 

Β. Difficulties of Transition 

The care of dying patients is an integral part of intensive care. 

However, critical care staff reports barriers to providing quality 

palliative care that negatively impacts patients and families.32,33 

Lack of training in palliative care 

Many ICU nurses need to be trained in palliative care. In the 

study by Khater et al., ICU health professionals report the need 

for education on the practical implementation of palliative 

care.34 Duran-Crane et al. highlighted the increasing demand 

from professionals for the involvement of palliative care teams 

in the management of dying patients in the ICU and the need 

to facilitate early involvement to develop integrated pain man-

agement strategies further.35 

Organizational factors 

The ICU is a demanding and complex care environment. Or-

ganizational barriers make it challenging to implement even 

when the necessary knowledge and skills are acquired to intro-

duce palliative care in the ICU. Hospital factors such as high 

degree of specialization, availability of tests and routine inter-

ventions,36 the lack of adequately developed end-of-life care 

structures,37 were reported in recent studies as barriers to a 

patient's transition from curative to palliative care. Specialized 
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palliative care professionals need to be improved in most Eu-

ropean countries, unlike in the United States, where it is a rec-

ognized specialty capable of supporting patients in different 

care settings.38 Lack of qualified palliative care professionals 

limits growth and prevents many hospitals from responding to 

a palliative care program. As specialties such as critical care 

increasingly recognize the benefits of palliative care, advocacy 

for needed resources and staffing is essential.  

Making decisions about the end of life 

Inadequate training of health professionals in communication 

and other skills necessary to provide high-quality end-of-life 

care; unrealistic expectations of intensive care treatments on 

the part of patients, families, and health professionals; and 

provider or family refusal to leave the ICU are barriers to im-

plementing palliative care.32,38,39 Fragmentation of medicine 

has likely contributed to this situation, as it has shifted the fo-

cus from patient and holistic goals to disease. The inability to 

relieve patients through the illusion that they can be cured 

relegates death to an adverse event, a statistical fact, or an 

unnatural element that cannot be treated. The consequences 

of this underestimation can create significant errors in ethics, 

communication, and care.40 Routine palliative care consultation 

in ICUs and referral by intensivists to their palliative care col-

leagues are rare. In addition, the approach to end-of-life by 

critical and palliative care physicians may differ.3 Poor under-

standing of palliative care is a significant barrier to its wide-

spread implementation in ICUs. Physicians may only be willing 

to undertake palliative care services if their patients have been 

formally identified as imminently dying, following the tradi-

tional view that palliative and critical care are mutually exclu-

sive rather than mutually reinforcing forms of care. A further 

factor complicating the integration of palliative care into ICU 

practices is that end-of-life care varies considerably between 

countries and healthcare systems.38 

The lack of defined criteria for inclusion in palliative care 

ICU patients  

Alliprandini et al. report that one-third of patients who died in 

the ICU had criteria for end-of-life management through pallia-

tive care. However, palliative care was only adequately provid-

ed for 15% of patients, with high heterogeneity and delays in 

its initiation.41 

Scoring systems such as the APACHE or SAPS scales, which 

indicate prognosis, could help identify patients unlikely to ben-

efit from ICU treatment. However, these scores may perform 

well at a population level but are limited for the individual pa-

tient, significantly undermining their use for clinical decision-

making.42 Secunda et al. argue that designating critically ill ICU 

patients for specific palliative care based on predicted mortality 

does not adequately reflect the actual use of palliative care in 

the ICU. Reliance on such triggers may inadvertently overlook a 

significant population of patients with clinician-identified palli-

ative care needs.43  

Hua et al. report that a hospital  greater than ten days, multi-

system organ failure, stage IV malignancy, status after cardiac 

arrest, and intracerebral hemorrhage under mechanical ventila-

tion were criteria for activation of palliative care to ICU. These 

criteria may be sufficient inclusion measures against estimates 

of mortality and morbidity.44 

The life-saving culture of the ICU 

ICU care is characterized by the aggressive use of often inva-

sive technology designed to save critically ill patients from 

death. In contrast, high-quality end-of-life care provides pa-

tients with a death free of pain or unwanted interventions un-

der the loving care of the family environment.45 ICU, generally 

based on a life-saving mentality, can create a hierarchy of pa-

tient priority. A decision to shift the focus of care places the 

patient in a lower priority compared with other patients in the 

ICU. This inherent intensive care culture can facilitate and im-

pede end-of-life care in the ICU.39 However; saving lives is a 

goal that in many ways overrides the usual concerns about 

patient autonomy, and the loss of dignity seems an acceptable 

price to pay.46  

C. Suggestions for the integration of palliative care into 

intensive care 

Early integration of a palliative approach in intensive care pro-

motes quality of care.39 Efforts should focus on education, sup-

port for effective communication and decision-making, early 

integration of a palliative approach, redesign of clinical proto-

cols, and reallocating resources to provide an environment 

conducive to quality at the end of life.  
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Education 

The COVID pandemic resulted in a high volume of critically ill 

patients requiring advanced life-sustaining treatments in ICUs, 

further highlighting that healthcare professionals need 

knowledge and skills in the fundamentals of palliative care.9 

ICU nurses consider participation in discussions about progno-

sis, goals of care, and palliative care as a critical component of 

the overall quality of patient care. Significant interventions are 

needed to ensure nurses have the education, opportunities, 

and support to participate actively in these discussions.47 

Equipping healthcare providers with the knowledge and exper-

tise to provide palliative care is essential to dispelling myths 

and facilitating the delivery of palliative care in any setting.34 

Culture is vital; therefore, scientific societies, especially universi-

ty faculties, should take more responsibility and promote pro-

grams focusing on the patient's needs rather than the disease, 

including learning how to communicate with patients and 

family members.40 The Center to Advance Palliative Care 

(CAPC, www.capc.org) provides healthcare professionals with 

tools, training, and technical assistance to develop palliative 

care programs in hospitals and other settings. Recently, a new 

initiative focused on improving ICU palliative care has been 

launched with the IPAL-ICU program 

(http://www.capc.org/ipal-icu/).48 Nurses can prepare them-

selves to participate effectively in end-of-life care planning by 

participating in relevant training.  

Support for effective communication and decision-making 

The study by Visser et al. found strong evidence that physicians 

need more education and communication skills.49 Early and 

effective communication with patients and family members 

about goals of care, advance care planning, and the transition 

from curative to palliative care is required to integrate care 

delivered following the patient's values and preferences.3 Atti-

tudes, empathy, and communication are essential to end-of-

life care.50 The challenge is to identify the resources and incen-

tives for the widespread dissemination of specific educational 

programs that improve the communication skills of ICU health 

professionals so that they can ensure effective end-of-life 

communication.45 Nurses working in the ICU are estimated to 

spend 86% of their time in direct contact with the patient, ap-

proximately 73% to 78% more than physicians or other ICU 

staff respectively.51 Their role is critical in the provision of palli-

ative care, as they assess the need for palliative care, serve as 

communication coordinators between staff, patient and family, 

and support patients and family.52  

Enhancing the integration of palliative care models in the 

ICU 

Three distinct models have been proposed to help better inte-

grate palliative care in the ICU: The holistic model, which seeks 

to integrate palliative care principles and interventions into 

daily ICU practice and is provided by ICU physicians as part of 

routine practice, the consultative model, which focuses on in-

creasing the involvement and effectiveness of external pallia-

tive care consultants in the care of ICU patients and their fami-

lies and the mixed model which incorporates both of these 

strategies.53,54 Improving the palliative care skills of ICU health 

professionals may increase palliative care consultations by in-

creasing the ability of the ICU team to identify unmet palliative 

care needs,55,56 as an expansion of specialized palliative care 

training seems unlikely. Palliative care in the ICU remains inten-

sive care. Ensuring that the needs of patients and their families 

are met holistically will require leadership, advocacy, persis-

tence, and rapid culture change. Nurses are in an ideal position 

to ensure this is provided, disseminated, and empathetically 

translated into practice towards improving quality outcomes 

and human-centered care. 

Reallocation of resources   

Redesigning resource reallocation may also be required to 

promote more effective care. Clinical priorities change near the 

end of life, and care measures must be adjusted accordingly. 

Overtreatment avoidance needs better penetration, and im-

plementation of palliative care, with hospitals investing in such 

services. These efforts require clinically meaningful and action-

able measures, such as documentation of advance care plan-

ning, availability of palliative care consultants prior to ICU ad-

mission, and access to ethics committees to mediate disa-

greements. Support at the institutional level is essential to 

overcome the various barriers.10 Many scientific institutions 

encourage the development of clinical palliative care programs 

at the local level in hospitals and healthcare organizations. 34,57 
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Healthcare professionals in the ICU have to support in every 

way possible the dignity of the patient and the interventions 

that need to be made to improve palliative care and the quality 

of life that remains. Healthcare professionals in the ICU have to 

support in every way possible the dignity of the patient and 

the interventions that need to be made to improve palliative 

care and the quality of life that remains. 

 

CONCLUSIONS 

Although multiple interventions have evaluated palliative care 

in the ICU, they are limited by a lack of common outcomes. 

Involving palliative care in critically ill patients has reduced ICU 

resource use. Further research is needed on criteria for identify-

ing and referring patients who will benefit from early palliative 

care involvement in the future and on the effectiveness and 

efficiency of efforts to integrate palliative care inside and out-

side the ICU using valid outcome measures. Education, support 

for effective communication and decision-making, redesign of 

clinical protocols, reallocating resources, and establishing na-

tional policies are essential to improve the quality of care. 

Nurses need to define their essential management roles within 

the multidisciplinary critical care team and help develop sys-

tems by which these roles can be implemented. 
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