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Abstract

Background. The Improving Palliative Care in the Intensive Care Unit (IPAL-

ICU) project is an initiative designed to improve the quality of palliative care in the
intensive care unit. One of the problems to be addressed is the underutilization of
palliative care.

Measures. The percentage change in number of palliative care consults in the
Medical ICU (MICU) and Surgical ICU (SICU) compared with the same time
period the previous year was used as an objective measure to indicate increased
utilization of palliative care.

Intervention. Two hundred seventy-three patients were screened for potential
palliative care consultation. After each patient screening, the attending physician
was offered the opportunity to consult the palliative care consultation team.

Outcomes. In comparison with the same time period the previous year, an
increase in palliative care consults of 113% in the MICU and of 51% in the SICU
was noted during the screening period.

Conclusions/Lessons Learned. The IPAL-ICU project framework and
recommendations can be effectively used to increase the number of palliative care
consults in the ICU. J Pain Symptom Manage 2011;42:672e675. � 2011 U.S.
Cancer Pain Relief Committee. Published by Elsevier Inc. All rights reserved.
Key Words

IPAL-ICU, palliative care consultation
Background
Specific efforts havebeenunderway for several

years to improve palliative care in the intensive
care unit (ICU). These efforts have culminated
in the Improving Palliative Care in the ICU
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(IPAL-ICU)project,whichprovides tools toassist
in the creation of an ICU palliative care initia-
tive.1 The framework provided by the IPAL-ICU
project monographs allows an institution the
flexibility to conduct its own needs assessment
and subsequent action plan.2,3 The goal is to im-
prove palliative and end-of-life care in a manner
that is feasible, enduring, and acceptable in the
local institutional culture.
The first step toward action plan develop-

ment is the identification of the problem. Al-
though multiple organizations have published
0885-3924/$ - see front matter
doi:10.1016/j.jpainsymman.2011.08.002

mailto:lasihra@tmhs.org
http://dx.doi.org/10.1016/j.jpainsymman.2011.08.002
http://dx.doi.org/10.1016/j.jpainsymman.2011.08.002
http://dx.doi.org/10.1016/j.jpainsymman.2011.08.002


Vol. 42 No. 5 November 2011 673Using the IPAL-ICU Project to Promote Consultation
guidelines,4e7 the IPAL-ICU provides practical
steps to be used in the development of a pallia-
tive care initiative. The project defines the fol-
lowing targets:2 1) high rates of death or other
unfavorable outcomes in the ICU or the same
hospitalization; 2) high utilization of critical
care resources for patients who are unlikely to
benefit, constricting availability for other pa-
tients in need; 3) distress or dissatisfaction re-
ported by patients and/or families; 4) delayed
and/or inconsistent performance of evidence-
based palliative care processes; 5) distress or
burnout experienced by ICU staff; and 6) un-
derutilization of palliative care specialists in
the care of ICU patients.

There is growing evidence to suggest the
value of palliative care consultation in the
ICU.8 However, the need to establish the pres-
ence of the palliative care team and increase
palliative care consultations in the ICU is para-
mount to the success of any future initiatives.
We conducted this project with the expecta-
tion that focused screening of patients appro-
priate for palliative care would result in an
increased rate of consultations.
Measures
The primary outcome variable is the fraction

of consults obtained from the total number of
patients screened. As indicated by prior re-
search, this measure suggests an improved qual-
ity of life.8 The denominator consisted of
patients in our Medical ICU (MICU) and Surgi-
cal ICU (SICU) admitted between April 1 and
December 31, 2010 with one of following crite-
ria: 1) age 70 years or older with two ormore co-
morbidities; 2) Stage IV cancer; 3) mechanical
ventilation for seven or more days; and 4) ex-
ceeding expected length of stay by more than
50%. Screening criteria were chosen based on
previously used criteria9 and areas of concern
(high risk of death and long lengths of stay)
within the institution. Comorbidities used for
the age criteria included the following: 1) con-
gestive heart failure; 2) critical valve disease;
3) coronary artery disease; 4) prior myocardial
infarction; 5) hypertension; 6) chronic pulmo-
nary disease; 7) diabetes; 8) cancer (except for
Stage IV); 9) prior stroke; 10) renal failure;
11) liver disease; and 12) dementia (all types).
Patients with admissions of less than 48 hours
were excluded as these units also are used for
short-term,high-riskmonitoring.Thispopulation
represented a wide variety of typical MICU and
SICU patients. No specific populations were tar-
geted for screening.

The numerator consisted of the number of
palliative care consultations received by the
screened population over the same period of
time. The number of consultations received
during the project time frame was compared
with the number of consultations received
from the MICU and SICU during the same pe-
riod the previous year (there were no palliative
care projects during the previous year).
Intervention
This project was approved as a quality im-

provement initiative by The Methodist Hospi-
tal’s Critical Care Performance Improvement
Committee. Additionally, hospital leadership
affirmed the decision of the committee to
move forward with the initiative.

Patients admitted into the MICU and SICU
during the specified time frame (April 1e
December 31, 2010) were screened (using the
criteria stated above) by a MICU nurse. An insti-
tutional grant (Nightingale Fellowship) pro-
vided funding for two nurses to work on this
project 14e16 hours per week, each for a period
of four months. The nurses continued their
prior nursing duties part-timeduring the project
period. Because of scheduling issues, the nurses
only screened patients two to three times per
week. Two nurses were recipients of this grant
and performed screening and data collection
activities.

After screening, a phone call was placed to the
attending physician (a combination of intensiv-
ists and academic and private physicians) by
the palliative care physician offering palliative
care services to the patient. During the phone
call, the physician was informed of the screening
process in the context of the ‘‘national effort to
improve care in the ICU.’’ The domains specifi-
cally mentioned in the phone call were the
following: communication, decision making,
emotional support, and symptommanagement.
There was no standard script used during the
phone call. This direct communication between
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the palliative care physician and the attending
physician represented the intervention.

If a consultation was obtained, the palliative
care team (composed of a physician, a social
worker, and a nurse practitioner) conducted
a needs assessment and initiated a standard in-
tervention, including one or more of the fol-
lowing: 1) pain and symptom management;
2) discussion of advance directives and code
status; 3) establishment of goals of care; 4)
patient/family emotional support and educa-
tion; 5) discussion of withholding/withdraw-
ing non-beneficial treatments; and 6) hospice
discussion. There were no changes in palliative
care staffing during the time frames used
for comparison. There were no physician-
directed marketing efforts advertising pallia-
tive care conducted before, during, or after
the project period.
Outcomes
Of the 273 patients screened, 97 palliative

care consultations were obtained. The propor-
tion of consultations received from the MICU
vs. the SICU did not differ statistically. Almost
half of the consults (48%) were obtained from
intensivists. Other physicians included hospital-
ists (15%), private internalmedicine attendings
(19%), surgeons (13%), and the remainder
consisted of other internal medicine subspe-
cialties. Of 174 patients screened in the MICU,
60 patients received a palliative care consult
(34.5%). Of 99 patients screened in the SICU,
37 received a palliative care consult (37.4%).

The total number of palliative care consulta-
tions (project and nonproject patients) re-
ceived from the MICU and SICU during the
project period was 96 (60 patients from screen-
ing and 36 routinely obtained consults) and 77
(37 from screening and 40 routinely obtained
consults), respectively. This was compared
with the number of consultations received
from the MICU and SICU, 45 and 51, during
the same time period the previous year (April
1eDecember 31, 2009).

The total number of admissions to the
MICU during the project period was 1309
compared with 1383 during the previous year
(decrease of 5.5%). The total number of ad-
missions to the SICU during the project period
was 1376 compared with 1543 during the
previous year (decrease of 11.4%). Consulta-
tions increased by 113% in the MICU and
51% in the SICU from 2009 to 2010. The com-
bined increase was 80.2%.
Conclusions
The IPAL-ICU project was useful in organiz-

ing and restructuring a performance improve-
ment project that was underway within our
institution. Our initial difficulty in isolating
a primary problem from among themany prob-
lems in providing palliative care in the ICU was
greatly simplified as a result of using the IPAL-
ICU framework. Specifically, the problem of
‘‘specialty input’’ was chosen as a first step to es-
tablish a ‘‘foothold’’ in the ICU and foster
greater acceptance of palliative care into the
overall spectrum of critical care.
The direct communication strategy was not

only directed to physicians but to nurses also.
The nurse recipients of the Nightingale Fel-
lowship were both MICU nurses. Their role
was crucial in engaging ICU nurses in the
screening process and explaining the role of
palliative care in the ICU. The nurses were en-
couraged to advocate for patients in need of
palliative care.
Our goal of improving the utilization of palli-

ative care services focused on a simple commu-
nication with the attending physician. This
intervention was chosen based on a prior study
that demonstrated its use in proactive palliative
care9 and survey findings related to inadequate
communication between the ICU team and
other clinicians about goals of care.10

The increase in consultations as a result of
a palliative care intervention has been previ-
ously noted.9 Norton et al. found that only
8% of ‘‘usual care phase’’ patients received
a palliative care consultation. Both the per-
centage of consults received during the project
phase and the percent increase compared with
the year before strongly suggest a positive im-
pact of our intervention.
Our future work will focus on the use of es-

tablished quality indicators that are reasonable
given available resources and institutional rele-
vance. The IPAL-ICU process will be an essen-
tial component in the planning and execution
of those efforts.
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