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Abstract

Rationale: Adults with chronic critical illness (tracheostomy
after>10dofmechanical ventilation) have ahighburdenof palliative
needs, but little is known about the actual use and potential need of
palliative care services for the larger population of older intensive care
unit (ICU) survivors discharged to post–acute care facilities.

Objectives: To determine whether older ICU survivors discharged
to post–acute care facilities have potentially unmet palliative care
needs.

Methods:We examined electronic records from a 1-year cohort of
228 consecutive adults> 65 years of age who had their first medical-
ICU admission in 2009 at a single tertiary-care medical center and
survived to discharge to a post–acute care facility (excludinghospice).
Use of palliative care services was defined as having received
a palliative care consultation. Potential palliative care needs were
defined as patient characteristics suggestive of physical or
psychological symptom distress or anticipated poor prognosis. We

examined the prevalence of potential palliative needs and 6-month
mortality.

Measurements andMainResults:Themedian age was 78 years
(interquartile range, 71–84 yr), and 54% received mechanical
ventilation for a median of 7 days (interquartile range, 3–16 d). Six
subjects (2.6%) received a palliative care consultation during the
hospitalization. However, 88% had at least one potential palliative
care need; 22% had chronic wounds, 37% were discharged on
supplemental oxygen, 17% received chaplaincy services, 23%
preferred to not be resuscitated, and 8% were designated “comfort
care.” The 6-month mortality was 40%.

Conclusions: Older ICU survivors from a single center who
required postacute facility care had a high burden of palliative care
needs and a high 6-month mortality. The in-hospital postcritical
acute care period should be targeted for palliative care assessment
and intervention.
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Older adults (age > 65 yr) comprise almost
half of all intensive care unit (ICU)
admissions in the United States (1), receive
more intensive treatment than in the past

(2), and survive what were previously fatal
critical illnesses (2, 3). Despite these
epidemiologic changes, outcomes can still
be poor. One third of older adult ICU

survivors (z 500,000 patients annually in
the United States) are discharged to post–
acute care facilities, nearly half are
rehospitalized, and 25 to 65% die within
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6 months (4, 5). The Institute of Medicine
has prioritized research aimed at improving
coordination of end-of-life care with skilled
care for the elderly population (6), and one
of the key research priorities of the 2012
Multisociety Taskforce for Critical Care
Research in America was to identify
improvement strategies for palliative and
end-of-life care through the acute and
chronic stages of critical illness and into
recovery (7).

Palliative care is focused on
providing patients with serious illness
relief from pain and stress, and it should
be available to patients at all stages of
illness (8). Palliative care is often
provided simultaneously with curative or
life-sustaining treatments and is not
hospice or end-of-life care (9). However,
palliative care seeks to align treatment
plans with patients’ goals and therefore
may facilitate transitions to hospice in
older ICU survivors who often have high
end-of-life healthcare resource
utilization (4, 5). Indeed, previous
studies have demonstrated that palliative
care can have a meaningful effect on
patients’ quality of life and end-of-life
care (10, 11), reduce end-of-life
utilization of acute care resources (12),
and prolong survival (13).

The need for palliative care services
among older ICU survivors who have been
transferred from the ICU to the general
hospital ward and are awaiting discharge
to a post–acute care facility is not well
described. Studies have shown that patients
with chronic critical illness (CCI), defined
as placement of a tracheostomy after > 10
days of mechanical ventilation (14), have
a high burden of physical and psychological
symptoms that persist after the ICU while
in ventilator weaning facilities (15–18). CCI
most often occurs in older adults and is
characterized by prolonged mechanical
ventilation via tracheostomy, which is its
hallmark, and functional dependence
due to some combination of profound
weakness, endocrinopathy, poor nutrition,
skin breakdown, and brain dysfunction
manifesting as coma or delirium (14). We
have observed that older ICU survivors at
our institution who are discharged to post–
acute care facilities have physical symptom
distress, delirium, weakness, and wasting
without necessarily meeting all of the
criteria (e.g., prolonged mechanical
ventilation) for CCI. Therefore, we
hypothesized that among all older ICU

survivors who are discharged to post–acute
care facilities, physical symptoms,
psychological distress, and anticipated poor
prognosis that warrant palliative care are
common and that few patients for whom
palliative care is appropriate receive those
services before hospital discharge.

The objectives of this study were (1) to
explore the potential palliative care needs
of older ICU survivors being discharged
to post–acute care facilities from our
institution and (2) to describe the potential
need for a palliative care intervention after
the ICU among debilitated survivors of
critical illness who are awaiting hospital
discharge.

Methods

Subjects, Setting, and Data Sources
This was a single-center retrospective cohort
study. The cohort included consecutive
adults aged > 65 years at hospital
admission who had their first medical-ICU
(MICU) admission between January 1,

2009 and December 31, 2009 at Columbia
University Medical Center, were not
admitted to any Columbia ICU in 2008,
and were discharged to a post–acute care
facility (excluding those discharged to
hospice). Post–acute care facilities included
skilled-nursing facilities, long-term care
facilities, long-term acute care facilities,
inpatient rehabilitation centers, or subacute
rehabilitation centers.

We excluded those with an ICU stay
of < 24 hours because these patients were
most likely admitted for observation only.
We focused on the patients admitted to the
MICU rather than the surgical or cardiac
ICU because MICU patients are less likely
to have an elective intensive care admission
and tend to have higher long-term
mortality.

Columbia University Medical Center
consists of the Presbyterian Hospital that
has 724 adult beds including two MICUs,
each with 12 beds, and the Allen Pavilion
that has 225 adult beds, including one
MICU with 12 beds. When subjects were
admitted to the MICUs, the primary

Figure 1. Flow chart of medical intensive care unit (ICU) admissions.
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responsibility for the patient was transferred
to the intensivist. Each ICU team consisted
of an attending physician who was board
certified in critical care medicine (none was
board certified in palliative care medicine),
a pulmonary and critical care fellow,
internal medicine residents, acute care nurse
practitioners or physician assistants, critical
care nurses, respiratory therapists, and
a social worker. After leaving the ICU,
subjects were transferred to an intermediate
care unit or to a general medical ward or
were discharged directly to a post–acute
care facility or home. There was no
dedicated ventilator weaning unit or long-
term acute care facility at the institution.
The palliative care team consisted of
physicians who were board certified in pain
and palliative care medicine, a nurse
practitioner, and a social worker, and they
did not make rounds regularly with the
ICU team. The palliative care team
performed 353, 360, and 364 inpatient
consultations during the 2008, 2009, and
2010 calendar years, respectively. Palliative
care consultations could be requested by
physicians, nurse practitioners, or physician
assistants.

We used institutional administrative
and claims data prepared for submission
to Medicare and the University Health
Consortium (19) supplemented with data
and notes abstracted from the electronic
medical record. We did not review the
paper component of the medical records,
although patients’ pain reports were
included there with the vital signs. The
dataset contained claims data in the form of
International Classification of Diseases,
Ninth Revision, clinical modification codes
demographic data, including admission
source and discharge location, hospital
length of stay, electronic notes and orders
from treating physicians and consultants,
and medications prescribed at hospital
discharge.

Measurements
We ascertained certain demographic
variables (age, sex, race, and admission from
or discharge to a post–acute care facility)
and clinical variables (principal diagnosis
for hospitalization, Charlson comorbidities,
use of mechanical ventilation, and hospital
and ICU length of stay) using claims
data. CCI was defined as placement of
a tracheostomy after > 10 days of
mechanical ventilation because this is the
suggested definition of CCI for research

purposes (14). Further details of the
methods of classification and grouping of
these variables have been published
previously (20).

The primary outcomes were subject
characteristics suggestive of potential
palliative care needs, actual use of
palliative care services defined as having
received a palliative care consultation
during the hospitalization, and 6-month
mortality from the date of hospital
discharge. Date of death came from the
National Death Index. The retrospective
nature of the study did not allow us to
assess palliative and/or hospice needs
directly from patients and their families.
Therefore, we identified characteristics
suggestive of physical or psychological
symptom distress and/or anticipated poor
prognosis that may be compatible with the
need for palliative care services on the basis
of multidisciplinary input, clinical practice
standards, and previous studies.
Characteristics suggestive of a high
physical symptom burden were chronic
wounds (21), supplemental oxygen use
(22), use of mechanical ventilation at the
time of hospital discharge (5, 14, 16, 22), or
prescription of opioids at hospital discharge
(23). Characteristics suggestive of
psychological symptom distress were
consultation with a hospital chaplain during
the hospitalization (24); brain dysfunction
(delirium or dementia) at discharge (17);
or prescription of anxiolytics, tricyclic
antidepressants, g-aminobutyric acid
analogs, or antipsychotics at discharge
(23). Characteristics suggestive of an
anticipated poor prognosis were
a diagnosis of active malignancy (22),
a “do-not-resuscitate” order at the time of
hospital discharge (25), or a designation of
“comfort care” as the goal of care at the
time of discharge to the post–acute care
facility. We assessed these proxies for
potential palliative care needs by reviewing
discharge summaries (discharge diagnoses,
assessment, and plan sections),
institutional claims data, and electronic
medical record orders and prescriptions.
Physician Orders for Life-Sustaining
Treatment forms, which state treatment
preferences of patients toward the end of
their lives, were not used in this study
because these forms are not permitted for
use at our institution.

The secondary outcomes were
hospital and ICU readmissions to
Columbia University Medical Center within

6 months after discharge after the index
hospitalization. We ascertained
readmissions from the electronic medical
record. We could not determine whether
patients were admitted to other hospitals
during this time.

Statistical Analyses
Summary analyses were performed on
demographic and clinical variables and
are expressed as mean 6 standard
deviation or median and interquartile
range (IQR). We determined the
prevalence of characteristics suggestive
of palliative care needs at hospital
discharge for the entire cohort and for
those who received or did not receive
mechanical ventilation. There were three
(1.3%) subjects with missing data who
were excluded from the analyses
(Figure 1). Analyses were performed with
Stata 12.0 (Stata Corp., College Station,
TX). The study was approved by the
Institutional Review Board of Columbia
University Medical Center.

Table 1. Demographics, hospitalization
characteristics, and 6-month mortality of
older medical intensive care unit survivors
discharged to post–acute care facilities
(n = 228)

Characteristic n (%)*

Demographics
Age, median (IQR) 79 (73–86)
Male 100 (44)

Race/ethnicity
White 72 (32)
Black 45 (20)
Hispanic 42 (18)
Other 58 (25)
Unknown 11 (4.8)

Prehospitalization residence
Home 166 (73)
Other hospital 14 (6.1)
Skilled-care facility 48 (21)

Use of MV 122 (54)
MV days, median (IQR) 7 (3–16)

Chronic critical illness† 38 (17)
Length of stay

MICU days, median (IQR) 5 (3–11)
Hospital days, median (IQR) 17 (11–26)

6-mo mortality‡ 92 (40)

Definition of abbreviations: IQR = interquartile
range; MICU = medical intensive care unit; MV =
mechanical ventilation.
*Values are n (%) unless otherwise noted.
†Chronic critical illness is defined by MV > 10 d
with tracheostomy.
‡Death within 6-mo after date of hospital
discharge.
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Results

Subject Characteristics
Among 442 consecutive older MICU
subjects who had an ICU length of stay .
24 hours and survived to hospital discharge,
16 (3.6%) were discharged to hospice or
home hospice, 195 (44%) were discharged
home, and 231 (52%) were discharged
to post–acute care facilities. Among the
231 participants who were discharged to
post–acute care facilities, 228 (99%) had
complete data available for analysis
(Figure 1). Demographic and
hospitalization characteristics of the 228
subjects with complete data are shown in
Table 1. The median (age of subjects was
78 years (IQR, 71–84 yr), and 44% were
male. Subjects were of diverse races/
ethnicities, and 48 (21%) were admitted
from post–acute care facilities. A total of
122 subjects (54%) received mechanical
ventilation for a median duration of 7 days
(IQR, 3–16 d). Thirty-eight mechanically
ventilated subjects (31%) required > 10
days of mechanical ventilation with
tracheostomy and therefore met criteria for
CCI. The prevalence of CCI in the entire
cohort was 17% (38/228). The median ICU
and hospital lengths of stay were 5 days
(IQR, 3–11 d) and 17 days (IQR, 11–26),
respectively. Three percent of subjects
(7/228) were discharged directly from the
ICU to post–acute care facilities, whereas
97% of subjects (221/228) were first
transferred from the ICU to the
intermediate care unit or general ward and
spent a median of 8 days (IQR, 5–14 d) on
these wards before being discharged to
a post–acute care facility.

The clinical characteristics of older
MICU survivors discharged to post–acute
care facilities are shown in Table 2. Nearly
half of the subjects (48%) were admitted for
treatment of infections or pulmonary
disease, 7 (3%) were admitted for
exacerbations of congestive heart failure,
and 10 (4.4%) were admitted for treatment
of or complications from malignancies.
Most suffered from multiple comorbid
conditions, with a majority having
a Charlson comorbidity index score
between 2 and 5.

Actual Use and Potential Need of
Palliative Care Services
Six subjects (2.6%) received a palliative care
consultation during the hospitalization

involving intensive care. The most
common characteristics at hospital
discharge that suggested the potential need
for palliative care services were chronic
wounds (22%), supplemental oxygen use at
discharge (37%), chaplain consultation
(17%), delirium or dementia (39%), and
a preference to not be resuscitated
(23%). Less common characteristics
suggestive of palliative care needs were use
of noninvasive mechanical ventilation at
discharge (6.6%); prescription of opioids
(14%), tricyclic antidepressants or GABA
analogs (6.6%), and antipsychotics (12%);
and other characteristics suggesting an

anticipated poor prognosis, including active
malignancy (9.6%) or a designation of
“comfort care” at discharge (8.3%)
(Table 3). Subjects who received or did not
receive mechanical ventilation
demonstrated similar proportions of
chronic wounds, delirium or dementia,
characteristics suggesting an anticipated
poor prognosis, and 6-month mortality
(Table 3).

For the entire cohort, the median
number of characteristics suggestive of
potential palliative care needs was 2 (IQR,
1–3), and 199 subjects (88%) had one or
more, 138 (61%) had two or more, and

Table 2. Clinical characteristics of older medical intensive care unit survivors
discharged to post–acute care facilities (n = 228)

Principal Diagnoses for Hospitalization n (%)

Infections 69 (30)
Sepsis 63 (28)
Meningitis 3 (1.3)
Infection related to HIV 3 (1.3)

Pulmonary 42 (18)
Respiratory failure 28 (12)
Pneumonia 5 (2.2)
Aspiration pneumonitis 5 (2.2)
COPD/asthma exacerbation 4 (1.8)

Cardiac 25 (11)
Acute myocardial infarction 10 (4.3)
Congestive heart failure exacerbation 7 (3.0)
Pulmonary heart disease 4 (1.8)
Arrhythmia 4 (1.3)

Gastrointestinal 20 (8.8)
GI hemorrhage 8 (3.5)
Diverticulosis and diverticulitis 5 (2.2)
Intestinal obstruction without hernia 3 (1.3)
Liver or biliary disease 4 (1.8)

Treatment of or complication from malignancy 10 (4.4)
Hematologic malignancy 0 (0)
Solid malignancy 10 (4.4)

Complications from organ transplant or other care 9 (3.9)
Complication of organ transplant 7 (3.1)
Complication of surgery or medical care 2 (0.9)

Renal 7 (3.1)
Acute renal failure 7 (3.1)

Neurological 3 (1.3)
Acute stroke 3 (1.3)

Endocrine 3 (1.3)
Diabetes with complications 3 (1.3)

Injuries 10 (4.4)
Hip fracture 4 (1.8)
Back and other injuries 6 (2.6)

Diagnoses occurring in , 1% of the subjects 30 (13)

Charlson index score
Overall, median (IQR) [range] 2 (1–4) [0–10]
0–1 85 (37)
2–5 127 (56)
6–7 13 (5.7)
> 8 3 (1.3)

Definition of abbreviations: COPD = chronic obstructive pulmonary disease; GI = gastrointestinal;
HIV = human immunodeficiency virus; IQR = interquartile range.
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73 (32%) had three or more of these
characteristics. The distribution of subjects
based on number of characteristics
suggestive of potential palliative care needs
is described in Figure 2.

Six-Month Mortality
and Readmissions
Six-month mortality of the cohort was 40%.
Counts and characteristics of readmissions
to Columbia University Medical Center
in the 6 months after the date of discharge
for hospitalization involving intensive care
are shown in Table 4. For the entire
cohort, 84 (37%) were readmitted at least
once, of whom 24 (11%) were readmitted to
the ICU. Eighteen (8%) died during the
hospital readmission. Readmissions to
other hospitals were not captured in the
study.

Discussion

We have shown that in a retrospective
cohort of older medical-ICU survivors
discharged to post–acute care facilities from
our institution in 2009, few received

specialist palliative care services during
their hospitalization. Furthermore,
characteristics indicative of physical and
psychological symptom distress, an
anticipated poor prognosis, and high
6-month mortality were common across
this larger group of older ICU survivors
awaiting discharge to post–acute care
facilities. Our findings suggest that
palliative care interventions for debilitated
survivors of critical illness may be needed
not only in the ICU but also during the
postcritical acute care period at our
institution and other institutions with
similar models of clinical care.

There are several reasons why palliative
care might have been underutilized among
older ICU survivors who were discharged
to post–acute care facilities from our
institution. We have had an “integrative
model” for ICU palliative care where
intensivists embed palliative care principles
into daily practice and rarely request
palliative care consultations (26). However,
the paucity of palliative care consultations
remains concerning because almost every
older ICU survivor was cared for on the
general ward for days to weeks before

discharge, and an integrative model of
palliative care for general ward
nononcologic care is only being developed
now. Many older ICU survivors suffer from
delirium and dementia and may be unable
to voice their discomfort (17, 27).
Healthcare providers may be reluctant to
prescribe opioids, anxiolytics, and adjuvant
analgesics to older patients with symptom
distress out of concern for the deleterious
effects on physical and cognitive function
that may lead to setbacks in the recovery
process (28–30). There is a lack of
continuity of care from ICU to hospital
ward and from hospital ward to post–acute
care facility (31, 32). Therefore, healthcare
providers may not observe trajectories of
physical or psychological changes that may
indicate a need for palliative services. We
do not have nurse-initiated palliative care
consultations at our institution, which
could have increased the use of palliative
care services by study subjects. Nurse-
initiated palliative care is an important
question for future studies of palliative care.

Older ICU survivors may not have
received palliative care consultation at our
institution in part because their healthcare

Table 3. Frequencies of characteristics at discharge that are suggestive of palliative care needs among older medical intensive care
unit survivors discharged to post–acute care facilities and for those who received or did not receive mechanical ventilation

Patient Characteristics All (n = 228) Mechanical Ventilation*
(n = 122)

No Mechanical Ventilation
(n = 106)

Characteristics suggesting physical symptom
distress
Chronic wounds 51 (22)† 29 (24) 22 (21)
Supplemental oxygen use at discharge 84 (37) 65 (53) 19 (18)
Noninvasive mechanical ventilation at discharge 15 (6.6) 11 (9.0) 4 (3.8)
Opioids prescribed at discharge 33 (14) 14 (11) 19 (18)

Characteristics suggesting psychological symptom
distress
Chaplain consultation 38 (17) 29 (24) 9 (8.5)
Dementia or delirium 88 (39) 42 (34) 46 (44)
Tricyclic antidepressants or GABA analogs
prescribed at discharge

16 (6.6) 9 (7.3) 7 (6.6)

Anxiolytics (benzodiazepines) prescribed at
discharge

15 (6.5) 13 (11) 2 (1.9)

Antipsychotics prescribed at discharge‡ 29 (12) 19 (16) 10 (9.4)
Characteristics suggesting an anticipated poor
prognosis
Active malignancy or metastatic disease 22 (9.6) 12 (10) 10 (9.4)
Designated “do not resuscitate” at discharge 53 (23) 26 (21) 27 (25)
Designated “comfort care” at discharge 19 (8.3) 10 (8.2) 9 (8.5)

6-mo mortalityx 92 (40) 49 (40) 43 (41)

Definition of abbreviation: GABA = g-aminobutyric acid.
*Mechanical ventilation of any duration.
†Values are number of subjects with percentage in parentheses.
‡Haloperidol, olanzapine, risperidone, or quetiapine.
xDeath within 6-mo after date of hospital discharge.
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providers underappreciated their high risk
of 6-month mortality. A component of
palliative care includes aligning treatments
with patients’ goals toward the end of their
lives, and some older ICU survivors with
particularly poor prognoses might have
preferred enrolling in hospice or home
hospice after consulting with their
healthcare provider and a palliative care
specialist. Healthcare providers may not
have realized the potential hospice needs in
this cohort of older ICU survivors with
a 40% 6-month mortality because only
a minority of these patients had severe
congestive heart failure or a progressive
malignancy, the two most common reasons
for enrollment in hospice (33). In addition,
although some critical illness constitutes an
acute event with minimal sequelae, many

older ICU survivors who have multiple
comorbidities, disability, and frailty suffer
from a combination of repeated infections
and respiratory failure that leads to
progressive debilitation and death (14).
Epidemiologic data on outcomes after
hospital discharge and prediction models
for these patients have been published only
recently and may have yet to affect clinical
practice (4, 5, 20, 34).

The retrospective nature of our study
limits our ability to assess directly the
presence and severity of symptom distress
from subjects. In particular, the prevalence
of many characteristics suggestive of
symptom distress in our ICU cohort was
lower than what was identified in
a prospective cohort study of CCI subjects in
a ventilator weaning unit, where 44% had

physical pain and 60% had psychological
distress at the highest levels (16, 17).
Therefore, actual symptom distress in older
ICU survivors being discharged to post–
acute care facilities may be underestimated
by using proxies to identify symptoms.
Nevertheless, our methodology may
provide a useful way to ascertain potential
palliative care needs from administrative
datasets and electronic health records in
future studies.

Our study has several other limitations.
We did not include data on subjects’ pain
because it was recorded only in the written
record during the study period and
therefore was not readily analyzable. We
cannot exclude the possibility that palliative
care was provided by the treating physician
or that consultation with a palliative care

Figure 2. Distribution of older medical intensive care unit survivors by number of characteristics suggestive of potential palliative care needs at hospital
discharge for physical symptom distress only (A), psychological symptom distress only (B), anticipated poor prognosis only (C ), and any physical,
psychological, or poor prognostic characteristic (D). Percentages of subjects are included above each bar.
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specialist was offered but declined by
patients and their families. We also could
not determine if patients received
palliative or hospice care upon arrival to
their post–acute care facilities. However,
the use of palliative care and hospice
services in nonhospice post–acute care
facilities remains limited (35, 36). Long-
term care facilities are a natural care
setting for the integration of palliative and
hospice care, and developing standards for
incorporating and evaluating palliative
care in these settings warrants further
investigation. Our study subjects were
treated in a single tertiary-care center in
New York City, and the subjects and the
treatment setting may not be broadly
generalizable. We only examined subjects
discharged to post–acute care facilities;
future investigations should examine the
palliative needs of older ICU survivors
who are discharged home.

Previous trials of palliative care
interventions within the ICU have not been
shown to improve the quality of dying or
decrease hospital length of stay (37–39),
perhaps in part because surrogates have
optimistic biases earlier in the course of
critical illness (40). Our study shows that
after discharge from the ICU, nearly all
older ICU survivors who require postacute
facility care spend a median of 8 days on

our general wards before hospital discharge.
Older ICU survivors and their surrogates
may have significant palliative and/or
hospice needs later in the patient’s course
when recovery has stalled and anticipated
outcome is poor. Therefore, the postcritical
acute care period may be an important time
to initiate or readdress a palliative care
intervention.

Increasing recognition of the growing
number of patients with CCI has led to
a multicenter palliative intervention trial
for patients with CCI that is assessing
palliative needs and patient and surrogate
satisfaction after the ICU (41, 42). Our
study suggests that debilitated older ICU
survivors at our institution may benefit
from similar palliative care interventions
regardless of their need for mechanical
ventilation or its duration. However, given
the limited number of palliative care
specialists in the United States, there may
be a shortage of such specialists to provide
all palliative care services for all older ICU
survivors awaiting discharge to a post–
acute care facility. An alternative
approach, therefore, may be to follow the
recent recommendation for a sustainable
model of palliative care where the primary
physician first provides basic pain
management and discussions of prognosis
before consultation with a palliative care

specialist. For older ICU survivors, basic
palliative care may be provided by
intensivists first in the ICU and then by
general ward physicians during the
postcritical acute care period; palliative
care specialists may be consulted to help
manage more complex and difficult cases
either in the ICU or later in the hospital
course on the general ward (43).

In conclusion, we show that older
medical ICU survivors who were discharged
to post–acute care facilities from a single
institution had a high prevalence of
characteristics associated with physical and
psychological symptom distress and high
short-term mortality, whereas few received
specialist palliative care services. One
possible implication of our findings is that
healthcare providers at our institution and
perhaps at others with similar clinical care
models should consider anticipated
discharge to a post–acute care facility for
older medical ICU survivors to be
a potential trigger for evaluating their
palliative care needs. When pain, treatment
of anxiety or depression, and concerns
about goals of care are difficult to manage,
a hospital-based palliative care team should
be consulted. Prospective investigations are
needed to determine the optimal timing,
approach, and effect of palliative care
interventions for the rapidly growing
population of debilitated older ICU
survivors. These data suggest that the time
after stabilization of the critical illness and
before discharge to a post–acute care
facility may be an often missed
opportunity. n
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