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Hippocrates said ‘‘If we could give every individual the
right amount of nourishment and exercise, not too little
and not too much, we would have found the safest way to
health’’. Indeed, patients all deserve an individualized
approach by caregivers. Palliative care is based on the
same principle, as it embraces customized, goal-adaptive
care for patients with serious advanced illness, regardless
of prognosis or diagnosis. Palliative care emphasizes (1)
symptom management with alleviation of physical, psy-
chological, and spiritual distress; (2) improving or
maintaining quality of life for patients and their family;
(3) compassionate and clear communication, particularly
regarding prognosis and patients’ goals and values [1, 2].
Conducted in diverse patient populations, including those
with advanced cancer, lung disease, and neurologic

disease, as well as frail adults, multiple studies evidence
benefits associated with proactive palliative care, includ-
ing improved quality of life, better symptom
management, and higher family satisfaction [2]. For these
reasons, palliative care is being integrated throughout the
continuum of medical care, including in intensive care
units (ICUs) [3, 4]. There are multiple conceptual models
for whether palliative care is ‘‘integrative’’ and delivered
by the ICU team, ‘‘consultative’’ and delivered by a
specialist palliative care team, or ‘‘mixed’’ and delivered
by some combination of the two [5–7] (Table 1). Previous
studies suggest that both consultative and integrative
models of ICU-based care can be effective [4], and the
‘‘ideal’’ model for any ICU will likely vary by hospital
and ICU resources, patient populations, and local culture.
A variety of ICU-based palliative care delivery models
have been evaluated [4, 8, 9], and yet more data on the
effectiveness of different models are needed for individ-
ual ICUs to feasibly choose the delivery modality that is
‘‘right’’ for their unique circumstances.

In a recent article in Intensive Care Medicine, Braus
et al. [10] describe a single-center, before-and-after study
at an academic, tertiary care hospital in Wisconsin, USA.
The intervention consisted of a palliative care clinician,
primarily a clinical nurse specialist, rounding with the
ICU team for patients who met trigger criteria for ‘‘high
risk of mortality, morbidity, or unmet palliative care
needs’’. The palliative care clinician reviewed the medical
records of patients triggered by the above criteria and then
notified the ICU team that a patient met trigger criteria.
On subsequent days during rounds, the palliative care
clinician could make suggestions attempting to ‘‘nudge’’
the ICU team to better integrative palliative care,
including discussions of prognosis and proactive family
meetings. The primary outcome was the proportion of
patients who had an interdisciplinary family meeting in
the ICU, with secondary outcomes including time
between ICU admission and a family meeting, ICU and
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hospital length of stay, ICU and in-hospital mortality,
family satisfaction, family member symptoms of depres-
sion and PTSD, and family assessed quality-of-death for
ICU decedents. No sample size calculations were per-
formed a priori, and the study was underpowered to detect
differences for many of these outcomes.

There were 100 patients enrolled in the ‘‘pre’’ inter-
vention phase and 103 patients enrolled during the ‘‘post’’
intervention phase. The intervention was associated with
increased documentation of an ICU family meeting dur-
ing the ICU stay [relative risk (RR) 1.63, 95 % confidence
interval (CI) 1.14–2.07] and a 41 % shortening of time
between ICU admission and a family meeting (95 % CI
52–28 % shorter). Although after adjustment for con-
founders, the ICU length-of-stay (LOS) was not different,
the hospital LOS significantly decreased (median LOS
from 13 to 11 days with adjusted model; p\ 0.001).
Among decedents and after adjusting for confounders,
both ICU and hospital length of stay decreased (19 %
reduction, p = 0.043; 30 % reduction, p\ 0.001,
respectively). There were no statistically significant dif-
ferences for ICU mortality, hospital mortality,
psychological outcomes, or satisfaction with care.

In the context of past ICU-based palliative care trials,
there are several unique aspects of the approach chosen by
Braus et al. [10]. Unlike traditional consultative ICU-based
palliative care interventions where either patients meeting
triggers receive a full palliative care consultation [11, 12] or
a palliative care-related ‘‘navigator’’ interacts with both the
ICU clinician team and ICU patients and their family
members [13], Braus and colleagues instead tested a model
where the palliative care clinician interacts only with the
ICU clinicians, with a goal of supporting primary palliative
care provided by that ICU team. Also unlike traditional
integrative ICU-based palliative care interventions [4], the
model tested by these authors does not require further
training or extra duties to the ICU team; rather, the pallia-
tive care clinician accompanies the team on rounds, but it is
ultimately the decision of the ICU team on whether—and if
so, when—to convene a family meeting or to address a
palliative care-related issue.

Many previous ICU-based palliative care interventions
decreased ICU or hospital LOS [4] and thus it is perhaps

not surprising that this intervention also, at least partially,
was associated with changes in resource utilization.
Indeed, perhaps it does not take a strong ‘‘nudge’’ for ICU
clinicians to prioritize family meetings for their sickest
patients; the Braus model seems relatively simple to
implement and elegantly incorporates palliative care in
the ‘‘normal’’ daily ICU routine, rather than setting pal-
liative care aside as something requiring a separate
consultation.

Yet, also consistent with many past studies [4], this
approach was not associated with improvement in family-
reported outcomes. While one large trial of an integrative
ICU-based palliative care approach studied in 22 French
ICUs was associated with significant decreases in family
member anxiety, depression, and post-traumatic stress
disorder levels [14], only a handful of ICU-based pallia-
tive care studies [15–17] have measured family-reported
outcomes other than ‘‘family satisfaction’’. Moreover,
ICU-based palliative care trials have thus far not mea-
sured truly patient-centered outcomes, such as symptom
scores or quality of life [18]. Furthermore, other than the
previously mentioned French trial [14], all ICU-based
palliative care trials have been completed in North
America. There is a dearth of adequately powered studies
concerning both the impact of ICU-based palliative care
on patient- and family-centered outcomes and the deliv-
ery of palliative care in non-North American critical care
settings.

Much as a tailor carefully fashions a garment to be both
responsive to community fashion as well as attuned to the
wearer’s unique frame and countenance, so ICU clini-
cians and hospitals must choose ICU-based palliative care
approaches that are conducive to their culture as well as
attentive to the unique needs of their patients and clini-
cians. As one size definitely will not ‘‘fit all’’, different
approaches to ICU-based palliative care—including
approaches tailored to European ICUs—need to be both
developed and tested. We all want our ICU patients,
particularly those who are the sickest and most vulnera-
ble—as well as their families—to receive timely and
compassionate palliative care and communication that is
both sensitive to their unique needs as well as responsive
to the often-volatile clinical circumstances. Moreover, to

Table 1 Conceptual models for palliative care delivery [5–7]

Model type Description

‘‘Primary’’ ‘‘generalist’’, or
‘‘integrative’’

Palliative care delivered by the primary or ICU team, without involvement of palliative care specialists,
and typically involving basic management of symptoms and communication regarding prognosis

‘‘Specialty’’ or ‘‘consultative’’ Palliative care delivered by palliative care specialists and typically involving management of refractory
and/or more complex symptoms with proactive conflict resolution and nuanced discussions regarding
potentially non-beneficial treatments

‘‘Mixed’’ A combination approach where basic symptom management and communication is managed by the
primary or ICU team with consultation of a specialist team, as needed, to address more complex
symptomatology and/or communication scenarios

ICU Intensive care unit

120



evaluate effectiveness of ICU-based palliative care, we
also must develop or embrace multi-faceted, innovative,
valid, and patient- and family-centered metrics. Only then
will we be able to implement evidence-based approaches
and evaluate the impact of our efforts to deliver tailored
palliative care to the right patients, in the right way, and at
the right time.
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