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Patients with severe acute brain injury (SABI), including 
traumatic brain injuries, typically present acutely 
neurologically devastated, with uncertain prognosis, and 
are unable to participate in crucial treatment decisions. 
To incorporate palliative care for patients with SABI, 
health care providers must consider the unique care 
needs for both the patient and their family members and 
potential barriers to meeting those needs. In this issue 
of Neurocritical Care, Dolmans et  al. [1] make a strong 
argument regarding the need for neuropalliative care 
in the intensive care unit (ICU) setting. For example, 
altered communication abilities and decreased levels 
of consciousness due to the brain injury, sedation, 
or both, impact the assessment of a patient’s distress 
or discomfort. The authors also describe barriers to 
incorporating neuropalliative care in the ICU, including 
prognostic uncertainty, lack of advance directives, and 
misconceptions regarding palliative care. To address 
these barriers, the authors endorse a structured palliative 
care program and education to effectively communicate 
with patients and family members, as supported by the 
literature [1].

Palliative care is medical care that aims to reduce 
physical, psychological, social, and spiritual suffering and 
improve quality of life for patients with serious illness and 
their families [2–6]. Two common misconceptions about 
palliative care need to be highlighted: First, palliative care 
is still typically associated with end-of-life care. However, 
palliative care principles can and should be incorporated 
at any stage of a life-threatening illness, even overlapping 

with curative and rehabilitative treatment [2–6]. Second, 
the use of the term “palliative care” is often equated with 
the subspecialists themselves, who are highly skilled 
and knowledgeable around comprehensive symptom 
assessment and management and serious illness 
communication and tend to work in an effective and 
collaborative multidisciplinary team. However, palliative 
care is also more than a medical subspecialty; palliative 
care should be considered as an approach to patient 
care by any clinician, as a set of skills for clinicians to 
learn, and as a public health goal to ensure high-quality 
care and communication for all people affected by 
serious illness. Therefore, improving palliative care in 
the neuro-ICU needs to be manifold and include timely 
skilled assessments and effective communication by the 
primary medical team (“primary palliative care”) as well 
as reflexive use of other services, such as spiritual care, 
psychology, social work, and palliative care specialists 
[7]. Because the use of palliative care can mean all 
those things, the presence or absence of it is hard to 
measure. When Dolmans et al. [1] suggest, for example, 
that “palliative care is used less frequently in neurology 
and neurosurgery patients,” they are overlooking the 
possibility that these patients may be receiving excellent 
primary palliative care.

Neuropalliative care is an emerging subspeciality 
that focuses on providing palliative care principles to 
patients with neurological disorders, including chronic 
and progressive neurological diseases as well as severe 
acute ones [8, 9]. Palliative care needs are highly preva-
lent in the neuro-ICU, where the abruptness of severe 
impairment, the high risk of early death, and substan-
tial prognostic uncertainty present patients and families 
with unique needs. In a recent study using a palliative 
care needs checklist (SuPPOrTT checklist, Table  1) in 
the neuro-ICU, clinicians identified at least one pallia-
tive care need for 53% of patients and their families, and 
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family members did so for 88% [10]. The most commonly 
identified needs by clinicians were to (re)address goals 
of care and to communicate prognosis; family members 
most commonly identified concerns around prognosis 
and pain or other distressing symptoms in their loved 
one [10].

Integrating palliative care in the neuro-ICU means 
taking a team-based approach to identify and address 
unmet needs of patients and their families, to allow 
for shared decision-making, and to better address 
conflict [11, 12]. The first step to neuropalliative care 
integration is to upskill clinicians in primary palliative 
care [7, 13, 14]. Second, timely assessment of individual 
physical, psychosocial, spiritual, and informational needs 
using a needs assessment tool such as the SuPPOrTT 
checklist (Table  1) may help to better assess, plan, and 
provide primary or specialist palliative care [12]. As 
Dolmans et  al. [1] emphasize, this needs to include 
family members, who also have substantial needs as 
they face prognostic uncertainty, surrogate decision-
making responsibilities, and existential distress. Third, 
neuropalliative care research remains a pressing need 
[9]. We need to increase the evidence base that supports 
palliative care general principles as well as those specific 
to neurological disease (e.g., prognosis communication, 
symptom management, care coordination) and develop 
targeted care pathways that truly support the needs of 
patients and their families.

Author details
1 M. Louise Fitzpatrick College of Nursing, Villanova University, Villanova, PA, 
USA. 2 Department of Neurology, Harborview Medical Center and University 
of Washington, Seattle, WA, USA. 

Author Contributions
Ms. R and Dr. C take responsibility for the design and several drafts as well as 
the final version of the manuscript.

Source of support
None.

Conflicts of interest
Ramsburg reports no conflict of interest pertaining to this article. Dr. Creutzfeldt 
receives funding from the NIH.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published 
maps and institutional affiliations.

Received: 25 March 2023   Accepted: 28 March 2023
Published: 12 May 2023

References
 1. Dolmans RGF, Robertson FC, Eijkholt M, van Vilet P, Broekman MLD. Palliative 

care in severe neurotrauma patients in the intensive care unit. Neurocrit 
Care. 2023. https:// doi. org/ 10. 1007/ s12028- 023- 01717-1.

 2. World health organization. palliative care: key facts. 2020. https:// www. who. 
int/ news- room/ fact- sheets/ detail/ palli ative- care. Accessed 5 2013.

 3. US department of health and human services, National Institutes of Health, 
National Institute on Aging. What are palliative care and hospice care? 2021. 
https:// www. nia. nih. gov/ health/ what- are- palli ative- care- and- hospi ce- care. 
Accessed 7 Mar 2023.

 4. Carey AE, Osgood LD. Reinventing palliative care studies. AACN Adv Crit 
Care. 2021;32(1):113–8.

 5. American association of critical-care nurses. Palliative care in the acute & 
critical care setting. https:// www. aacn. org/ clini cal- resou rces/ palli ative- end- 
of- life. Accessed 7 2023.

 6. Casey D. Hospice and palliative care: What’s the difference? Medsurg Nurs. 
2019;28(3):196–7.

 7. Quill TE, Abernethy AP. Generalist plus specialist palliative care—creating a 
more sustainable model. N Engl J Med. 2013;368(13):1173–5.

 8. Brizzi K, Creutzfeldt C. Neuropalliative care: a practical guide for the neurolo-
gist. Semin Neurol. 2018;38(5):569–75.

 9. Creutzfeldt CJ, Kluger B, Kelly AG, et al. Neuropalliative care: priorities to 
move the field forward. Neurology. 2018;91(5):217–26.

 10. Plinke WV, Buchbinder SA, Brumback LC, et al. Identification of palliative care 
needs and mental health outcomes of family members of patients with 
severe acute brain Injury. JAMA Netw Open. 2023;6(4):e239949.

 11. Tran LN, Back AL, Creutzfeldt CJ. Palliative care consultations in the neuro-
ICU: a qualitative study. Neurocrit Care. 2016;25(2):266–72.

 12. Creutzfeldt CJ, Engelberg RA, Healey L, et al. Palliative care needs in the 
neuro-ICU. Crit Care Med. 2015;43(8):1677–84.

 13. Kluger BM, Kramer NM, Katz M, et al. Development and dissemination of a 
neurology palliative care curriculum: education in palliative and end-of-life 
care neurology. Neurol Clin Pract. 2022;12(2):176–82.

 14. Gleicher ST, Hurd CJ, Weisner PA, Mendelson AM, Creutzfeldt CJ, Taylor BL. 
Curriculum innovations: implementing a neuropalliative care curriculum 
for neurology residents. Neurol Educ. 2022;1(2):e200021.

Table 1 The SuPPOrTT checklist can be used on a routine basis to explore palliative care needs for patients and families 
[10]

HC-DPOA, healthcare durable power of attorney, POLST, physician orders for life sustaining treatment

Questions to ask clinicians and family members Needs to consider, skills to build

Support: Does the patient or family need social or spiritual support or help 
with coping?

Coping, grief, loss (of identity, of social role, of abilities); Finances, care 
transitions, leave from work; Prognostic uncertainty; Existential distress

Pain: Does the patient have pain or other distressing symptoms? Careful assessment of pain, anxiety, depression (ask family members)

Prognosis and treatment options: Does the family have concerns about 
prognosis or treatment options?

Dealing with uncertainty; Best case, worst case, most likely case; Delivering 
anticipatory guidance

Goals of care, treatment targets: Do we need to (re)address goals of care 
or target treatment toward them?

Eliciting patient values and preferences around medical care; Formulating 
recommendations; Discussion of withholding and withdrawal of life-
sustaining interventions, including artificial nutrition and hydration; 
Working with interdisciplinary team to document care wishes and 
discussions (POLST, HC-DPOA, advance directives, etc.)
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