1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Author manuscript
Lancet Respir Med. Author manuscript; available in PMC 2019 September 09.

-, HHS Public Access
«

Published in final edited form as:
Lancet Respir Med. 2019 July ; 7(7): 613-625. doi:10.1016/52213-2600(19)30170-5.

Improving critical care for Americans with terminal illness 2:

Pragmatic methods to avoid intensive care unit admission when it does not align with
patient and family goals

Nita Khandelwal, Ann C Long, Robert Y Lee, Cara L McDermott, Ruth A Engelberg, J
Randall Curtis

(N Khandelwal MD), Cambia Palliative Care Center of Excellence (N Khandelwal, A C Long
MD, RY Lee MD, C L McDermott PhD, R A Engelberg PhD, Prof J R Curtis MD), and
Department of Medicine, Division of Pulmonary, Critical Care and Sleep Medicine (A C
Long, RY Lee, C L McDermott, R A Engelberg, Prof J R Curtis), University of Washington,
Harborview Medical Center, Seattle, WA, USA

Abstract

For patients with chronic, life-limiting illnesses, admission to the intensive care unit (ICU) near
the end of life might not improve patient outcomes or be consistent with patient and family values,
goals, and preferences. In this context, advance care planning and palliative care interventions
designed to clarify patients’ values, goals, and preferences have the potential to reduce provision
of high-intensity interventions that are unwanted or non-beneficial. In this Series paper, we have
assessed interventions that are effective at helping patients with chronic, life-limiting illnesses to
avoid an unwanted ICU admission. The evidence found was largely from observational studies,
with considerable heterogeneity in populations, methods, and types of interventions. Results from
randomised trials of interventions to improve communication about goals of care are scarce, of
variable quality, and mixed. Although observational studies show that advance care planning and
palliative care interventions are associated with a reduced number of ICU admissions at the end of
life, causality has not been well established. Using the available evidence we suggest
recommendations to help to avoid ICU admission when it does not align with patient and family
values, goals, and preferences and conclude with future directions for research.
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Introduction

High-intensity care in the intensive care unit (ICU), although beneficial for many, also has
the potential to be burdensome and costly, especially for patients with chronic, life-limiting
illnesses who are near the end of life. For example, nursing home residents in the USA with
advanced dementia had a doubling in use of mechanical ventilation between 2000 and 2013,
without any substantial improvement in survival, and the US national health insurance
programme, Medicare, spent nearly US$100 million on this high-intensity, low-value care in
2013.1 Over the past decade, the number of ICU beds in the USA has increased, although
the number of hospital beds has decreased.?2 Most of the 4-6 million patients admitted to
ICUs each year in the USA are older than 65 years and have multiple chronic conditions.3
Given the ageing American population, coupled with medical and surgical technological
advancements, this population of chronically ill patients is growing, increasing the potential
for non-beneficial ICU care at the end of life.1:4 These changes make it imperative to
consider the appropriateness of using critical care services for patients who might not benefit
from or would not choose critical care interventions.

Some studies suggest that more intensive care at the end of life for patients with chronic,
life-limiting illness is associated with poorer quality of life for patients and higher levels of
family distress.>~” Among a national sample of patients older than 65 years, over 70%
reported that they would prefer treatment focused on palliation rather than life extension,8
yet the American health-care system is oriented towards providing life-sustaining treatment
by default, unless patients actively decline such treatment.” Therefore, interventions that
clarify patients’ values, goals, and treatment preferences with respect to ICU care have the
potential to help patients to avoid high-intensity treatments that are unwanted or non-
beneficial.® However, which interventions are most effective at ensuring that ICU admission
is consistent with patient and family goals is unclear.

In this Series paper, we discuss the role of advance care planning and palliative care in
avoiding unwanted or non-beneficial ICU admission for patients with life-limiting illness,
such as those with serious, chronic conditions, who are at high risk of death.19-12 We review
both observational and randomised trial evidencel3 for interventions that occur in
prehospital and non-1CU hospital settings, before admission to the ICU, and propose
directions for future research. This Series paper is based on a conceptual framework for
interventions to ensure ICU admission is consistent with patient and family values, goals,
and treatment preferences (figure 1). We define key terms used throughout this Series paper
in panel 1.

Interventions in the prehospital setting

Advance care planning interventions

There is an extensive body of literature evaluating advance care planning interventions,14-19
with most studies examining either process outcomes (eg, documentation of preferences and
satisfaction with care) or associations with health-care use. However, few studies have
focused on ICU admission as an outcome. In this section, we review the following three
components of advance care planning as it influences ICU admission: advance directives,
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advance care planning interventions in nursing homes, and the Physician Orders for Life-
Sustaining Treatment (POLST) form.

Three retrospective studies have assessed the relationship between advance directives and
ICU admission in the general adult population. A 2007 population-weighted analysis of
decedents in the USA with non-traumatic death found that decedents with advance directives
known to their family received less intensive care and mechanical ventilation, had fewer in-
hospital deaths, and had greater use of hospice services during the last month of life than
decedents with no known advance directive.20 In two retrospective cohort studies?1:22
published in 2014, similar associations between advance directives and intensive care use
were identified among decedents in the longitudinal Health and Retirement Study. In these
studies, advance directives were associated with less use of mechanical ventilation and
cardiopulmonary resuscitation (CPR) in all patients who were enrolled,! and with less ICU
use among those enrolled who were community dwelling with severe cognitive impairments.
22 1n each of these studies, both dementia and residence in a nursing home were associated
with lower intensity of care near the end of life; however, examination of these factors as
effect modifiers found that the beneficial effects of advance directives were observed
principally among patients who were community dwelling with severe dementia who did not
live in a nursing home. By contrast, no consistent association was observed between advance
directives and study outcomes in individuals with normal cognition or mild cognitive
impairment. Although participants who resided in nursing homes received less aggressive
end-of-life care, this treatment appeared to be the case regardless of the presence of an
advance directive.??

Cohort studies of populations with specific chronic, life-limiting diseases have also provided
evidence to guide the optimal implementation of advance directives. Among nursing home
residents with end-stage renal disease, results from a large Medicare-database retrospective
cohort study23 showed that patients with advance directives received fewer ICU admissions
and hospital admissions, and less mechanical ventilation and CPR, than those without
advance directives. Among patients with heart failure, results from a smaller longitudinal
cohort study?4 found that advance directives were associated with less mechanical
ventilation near the end of life and a trend toward fewer ICU admissions (appendix).

Although advance directives in the prehospital setting might prevent unwanted or non-
beneficial ICU admissions, once a patient has been admitted to the ICU an existing advance
directive might not influence intensity of care. Two matched cohort studies?®26 comparing
care between patients admitted to the ICU with and without advance directives reported no
difference in length of stay in the ICU, mechanical ventilation, vasoactive infusions, or
dialysis; although one of these studies26 found that patients with advance directives received
less CPR. Additionally, two retrospective cohort studies?’+28 of patients admitted to
oncological ICUs at cancer centres also found no differences between those patients with
and without advance directives in the use of mechanical ventilation, vasoactive infusions,
renal replacement therapy, invasive diagnostic procedures, or CPR.

Multifaceted, multidisciplinary advance care planning interventions in nursing homes are an
attractive approach to improving care.1> Although we did not find any studies examining the
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effect of these interventions specifically on ICU admission, we did find studies showing the
effects of these interventions on hospital admissions. Two large controlled trials, one
randomised2® and one non-randomised,39 examined systematic implementation of a non-
physician advance directive programme in nursing homes, and both identified reductions in
hospital admissions for those patients receiving the intervention, compared with recipients of
usual care (appendix). In a large systematic review,1* complex advance care planning
interventions in nursing homes were associated with a lower frequency of hospital care,
higher levels of compliance with patients’ preferences, and more satisfaction with care as
assessed by family members when compared with usual care.

Since 2004, much attention has been devoted to the POLST form, a portable order form that
specifies treatment limitations for emergency care. Compared with traditional advance
directives, which often do not provide definitive guidance in medical emergencies,3! the
POLST is designed to map treatment preferences onto portable medical orders by use of
standardised language acceptable to health-care providers across the continuum of care.32:33
These features have enabled systematic implementation of the POLST paradigm across
multiple care settings. As of May, 2019, 24 states have implemented POLST programmes
endorsed by the National POLST Paradigm, and all of the remaining 26 states and
Washington DC have POLST programmes under development.34

Although the POLST has been promoted across the USA, to our knowledge, no randomised
trials have examined the efficacy of the POLST in reducing care intensity near the end of
life. The seminal 1998 description of the efficacy of the POLST was an uncontrolled,
prospective study33 of care received by 180 nursing home residents with POLST orders for
do not resuscitate (DNR) and comfort measures only. Over a 1-year follow-up period, most
residents did not receive any inpatient care, and none of the participants received intensive
care, mechanical ventilation, or CPR. Of the 38 deaths that occurred during the follow-up
period, 36 occurred without a preceding hospital admission.33 Despite the absence of a
comparison group, this study suggested that POLST forms might influence intensity of care
at the end of life.

Subsequent retrospective cohort studies3>37 have also identified associations between
treatment-limiting POLST forms and intensity of care near the end of life. A large,
multistate retrospective cohort study3® of nursing home residents, both living and decedents,
examined a composite outcome of hospital admissions, emergency department visits,
invasive diagnostics and therapies, and mechanical ventilation. In this study, treatment-
limiting POLSTs were independently associated with a lower incidence of the composite
outcome3® and, within this same cohort, those with POLST forms precluding intensive care
were rarely admitted to the ICU.36 However, nursing home residents who died during a
terminal hospital admission were excluded from this cohort, raising concerns about possible
systematic exclusion of recipients of POLST-discordant intensive care. A retrospective
cohort study37 of decedents residing in a single community with integrated health-care
systems and a community wide multidisciplinary advance care planning programme, also
reported that fewer than 5% of the patients received POLST-discordant intensive care within
their last 30 days of life.
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Descriptive studies examining the effectiveness of POLST have yielded additional insights.
An analysis of treatments received by nursing home residents found that those with POLSTs
usually received treatments that were consistent with their POLST orders.36 In prehospital
care, an unadjusted analysis of an out-of-hospital cardiac arrest cohort found that POLST-
DNR orders were associated with less in-field CPR;38 however, 11 (22%) of 50 patients with
POLST-DNR orders still received some in-field CPR, with 6 (12%) of 50 patients receiving
continued CPR for the duration of prehospital care. In contrast to studies that enrolled living
nursing home residents, which report a very low rate of POLST-discordant care,33:36 3
descriptive study of care received by decedents from a care facility for older people found
that approximately one in five patients with treatment-limiting POLSTSs received more
aggressive care than ordered by the POLST.3° These findings suggest room for improvement
in the implementation of POLST (appendix).

Advance care planning has been widely promoted as a process that allows patients to specify
treatment preferences for the future. However, most contemporary studies examining the
effectiveness of advance directives in reducing ICU care are observational in nature and do
not establish a causal relationship between advance directives and reductions in ICU
admissions. Although this study design limits the ability to draw firm conclusions about the
effects of advance care planning on intensity of care at the end of life, the literature does
show findings that are likely to be relevant to the implementation of advance care planning
interventions. Most positive findings were reported in specific populations with a high
burden of morbidity, including nursing home residents, patients with severe cognitive
impairment, and patients with specific chronic diseases (eg, heart failure and end-stage renal
disease). This trend suggests that advance directives and POLST forms might have the
highest potential to reduce both unwanted and non-beneficial ICU use for populations at
high risk of death, and in specific patient groups with high medical input (eg, renal failure
and heart failure), compared with the general population. For these patients, the presence of
an advance directive or POLST might serve as an indicator of exposure to high-quality end-
of-life counselling, or the occurrence of explicit conversations about values, goals, and
preferences with family members. However, the observation that many patients still receive
intensive care despite treatment-limiting advance care documents serves as an important
reminder that there are many factors apart from patients’ values, goals, and preferences that
influence ICU use. Additional studies of the implementation of advance care planning and
palliative care in the outpatient setting are needed to better understand how to more
effectively avoid unwanted or non-beneficial high-intensity therapies.

Palliative care interventions

Because many patients prefer to discuss goals-of-care when they feel well enough to
participate,%041 and to have these discussions with the physicians who care for them,42:43
the outpatient clinic represents an important setting to engage in early conversations about
goals and preferences for future treatment. Few studies have specifically investigated the
association between primary or specialty palliative care interventions, or both, in outpatient
clinic settings and subsequent ICU use.
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Two randomised trials*#4® investigating multicomponent palliative care interventions in
patients with advanced cancer in outpatient settings, including early versus delayed palliative
care consultation, found no difference in days spent in the ICU, which was a secondary and
underpowered outcome (appendix). By contrast, a large retrospective study examined the
association between specialty palliative care and aggressiveness of end-of-life care in the last
30 days of life in a cohort of patients with advanced pancreatic cancer. This study found that
patients who received an outpatient palliative care consult were much less likely to be
admitted to the ICU near death than patients who did not receive an outpatient palliative care
consult, and more frequent palliative care follow-up was associated with fewer instances of
intensive care near death.%6 Another retrospective cohort study included patients with
advanced cancer who were enrolled in a multidisciplinary outpatient palliative care
programme that used early end-of-life care planning and weekly interdisciplinary meetings.
In this study,*’ patients in the control group had a higher likelihood of ICU admission at the
end of life than patients who were enrolled in the multidisciplinary outpatient palliative care
programme. Although early palliative care was associated with fewer ICU admissions, there
was no association with ICU length of stay, code status, or ICU procedures once admitted to
the ICU (appendix).

The identified studies*4-47 assessing palliative care in the outpatient setting primarily
involved specialty palliative care for patients with advanced cancer near the end of life,
which limits the ability to generalise findings to other patient populations. In addition, the
results were mixed, with no significant reduction in ICU use in randomised trials compared
with evidence of fewer ICU admissions in the larger observational studies. Inconsistent
results might be attributable to issues of power and variation in the quality and dose of
palliative care interventions.48:49 Selection bias is also an important consideration in
observational studies of palliative care. Patients who agree to engage in specialty palliative
care might represent individuals who had preferences for less aggressive treatment that pre-
dated palliative care involvement. Overall, the evidence suggests that early involvement of
palliative care (primary or specialty), coupled with frequent follow-up throughout the course
of disease, might give reductions in ICU admissions. An enhanced understanding of the
relationship between palliative care in the outpatient setting and subsequent ICU admission
will require additional investigation, including studies of diverse patient populations and
studies that include outcomes such as measures of goal-concordant care.

Interventions in the hospital setting

For patients with chronic, life-limiting illness, exploration of goals of care and treatment
preferences should begin in the prehospital setting. However, in many cases these
conversations do not begin until an acute condition arises. For others, previously expressed
goals and preferences change,%:5! requiring clinicians to revisit these topics in the acute
care setting. In both scenarios, acute care clinicians must navigate conversations about goals
of care and treatment preferences during an acute illness. In this section, we examine
interventions aimed at clarifying goals and preferences in the hospital setting and assess the
relationship between enhanced communication and ICU admission in three settings: the
emergency department; acute care; and in the context of a rapid response or medical
emergency team activation.
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Emergency department

For most patients, admission to the acute care floor or ICU is preceded by a stay in the
emergency department, a place in which exploration of goals of care and treatment
preferences can be extremely challenging.>2-57 Rapidly changing physiology, scarcity of
information about the patient’s premorbid function, and time constraints all affect the ability
to align care with goals and preferences in the emergency department. Moreover, patients
might be unable to communicate, requiring clinicians to rely on family members to
participate in the decision-making.>8:9 Although the barriers to engaging patients and
family members in discussions about goals and preferences in the emergency department are
clear, the emergency department is also a natural transition point when clinicians have an
opportunity to prevent unwanted or non-beneficial ICU admissions. Decisions to withdraw
or withhold life-sustaining treatments are common in the emergency department,38-61 put
the frequency and characteristics of accompanying conversations about goals of care and
treatment preferences underpinning these decisions are not well described. Existing studies
about decision-making related to life-sustaining therapies in the emergency department
suggest that these decisions rely heavily on the perspective of the emergency department
physician,3® with little input from nursing staff %8 or family members.58-61 These
observations provide little insight into the quality of conversations occurring with patients
and family members in the emergency department, and suggest deficiencies in the current
approach to aligning care with goals and preferences.

One way to enhance conversations about goals and preferences in the emergency department
includes involving clinicians trained to have these conversations, such as palliative care
clinicians. A single-blind, randomised trial of palliative care consultation initiated in the
emergency department enrolled adults with advanced cancer at an urban, academic
emergency department.®2 Research staff screened the emergency department track board for
patients with advanced cancer and approached 311 patients for participation; of these, 136
participants were enrolled and randomised. Those patients randomly assigned to the
intervention received a comprehensive palliative care consultation by the inpatient team on
the same or following day. The primary outcome was quality of life measured by the change
in Functional Assessment of Cancer Therapy-General Measure score at 12 weeks, and
secondary outcomes included symptoms of depression measured by the Patient Health
Questionnaire-9, health-care use at 180 days, and survival at 1 year. Quality of life was
higher in patients randomised to the intervention, with no significant differences in
symptoms of depression, hospital days, ICU admission, or discharge to hospice (appendix).
62 Of note, the study was underpowered to detect differences in ICU admission because of
few ICU admissions from the emergency department.

Observational studies and quality improvement approaches have also been used to assess the
role of screening for palliative care needs and palliative care consultation in the emergency
department,53-69 with consistently positive results regarding reduced health-care use.63.66.68
An observational evaluation53 of palliative care and case management for chronically ill
older patients in the emergency department showed a reduction in hospital length of stay (7—
9 days to 7 days) compared with baseline preproject chart review. They also observed a
higher number of admissions to the palliative care unit from the emergency department
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during the intervention.53 Development of a palliative care pathway in the emergency
department, including education about palliative care for clinicians in the emergency
department and palliative care consultation occurring in the emergency department, was
associated with a reduction in hospital length of stay for patients seen by the palliative care
team in the emergency department, compared with patients seen after admission.5¢ Another
observational study examined enhanced training in palliative care for clinicians in the
emergency department at a large, specialised care centre.%® As a part of this intervention,
nurse practitioners in the emergency department identified older patients (=65 years) who
might benefit from advance care planning or referral to palliative or hospice care, on the
basis of the risk for future hospitalisation and life expectancy of 6 months or less, and then
expedited referrals to social work, palliative care, or hospice. Following implementation,
geriatric emergency department admissions to the ICU were lower®8 (appendix).

Acute care floor

Although some obstacles to communication are removed after the patient leaves the
emergency department, data suggest that conversations about goals of care and treatment
preferences are still unlikely to occur on the acute care floor, and patients’ goals and
preferences are infrequently recorded in the medical record.13.70-73 An observational
study’ of communication between attending hospitalist physicians and their patients at the
time of hospital admission found that 66% of seriously ill patients had no discussion of code
status. In a prospective study’? of older patients (mean age of 80 years) at high risk of dying
in the next 6 months, agreement between the patients’ expressed preferences for end-of-life
care and documentation in the medical record was only 30%. In the acute care setting,
clinician-perceived barriers to communication about goals and preferences shift from
external factors cited in the emergency department (eg, time constraints and inadequate
access to medical records) to factors related to the patient and family (eg, the inability of
patients or family members to appreciate prognosis or understand the limitations of life-
sustaining therapies).”*7> However, whether these barriers are accurately perceived by
clinicians, or are attributable to clinician-patient communication that fails to effectively
elucidate patient’s goals and preferences and place those goals and preferences in the
context of the patient’s condition, is unclear.

Interventions to improve communication about goals of care and treatment preferences in
the inpatient setting have produced mixed results (appendix).13:76.77 One of the most notable
studies, the SUPPORT triall3 published in 1995, did not identify improvements in
physician-patient communication or decreased use of intensive care after implementation of
an intervention that included provision of prognostic estimates to physicians as well as
patient and family engagement with a specifically trained nurse dedicated to eliciting
preferences and enhancing patient-physician communication. However, other inter-
ventions’6:77 to help patients to express treatment preferences in the inpatient setting have
been successful in promoting the completion of advance directives and care plans. A single-
centre randomised trial’’ of an intervention to facilitate advance care planning in the
inpatient setting enrolled 309 medical inpatients aged 80 years or more, and then followed
participants for 6 months or until death. Advance care planning was done by a trained
facilitator, with family members present for 72% of the discussions. Among patients who
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died by 6 months, end-of-life preferences were more likely to be followed in the intervention
group compared with the control group, and family members in the intervention group had
fewer symptoms of psychological distress. In addition, patient and family satisfaction were
higher in the intervention group, and patients in the intervention group were less likely to be
admitted to and die in the ICU."’

Other attempts to engage inpatients in conversations about goals and preferences have
focused on specialty palliative care. In a multi-centre randomised trial,’8 inpatients receiving
palliative care consultation had fewer ICU admissions on subsequent hospital admissions
(appendix). Similarly, two retrospective observational studies’®:80 suggest less use of
intensive care for inpatients seen by palliative care clinicians. Both studies were done in
Veterans Affairs medical centres; one study included veterans with advanced cancer or
multiple chronic conditions,8 and the other study included veterans who died after an
inpatient hospital stay greater than 3 days.”® There are also studies of palliative care consults
triggered by specific patient characteristics. A prospective, sequential, three-cohort study8?
implementing triggered palliative care consultations as part of standard care for patients with
advanced cancer resulted in improved understanding of disease process for patients but
found no difference in advance care planning or hospice use; resource use was also similar
between cohorts, with no significant difference in proportion of patients transferred or
admitted to the ICU. A quality improvement intervention® with a combination of
communication skills training for oncologists and triggered palliative care consultations for
patients with advanced cancer resulted in more goals-of-care conversations when comparing
the first 3 months of the study with the final 3 months, but did not change rates of ICU
transfer (appendix).82

Rapid response and medical emergency teams

For inpatients whose hospital stay is complicated by a clinical deterioration on the acute care
floor, the rapid response team (RRT), also known as a medical emergency team, might
provide the last opportunity to clarify goals and preferences before ICU admission.
Although the appropriateness of having these conversations during urgent or emergent
situations is unclear, decisions to forgo life-sustaining interventions or defer admission to the
ICU are often made during or immediately after a rapid response call.83-%4 Observational
studies suggest that rapid response teams play a role in prompting decision-making about
life-sustaining interventions82:88.93.94 and can also affect changes in code status for patients,
in some cases leading to DNR orders (appendix).83.86:87.89.91 One study®* comparing deaths
on acute care before and after implementation of an RRT found a higher likelihood of
patients receiving formal end-of-life medical orders after the RRT period than before the
RTT period. However, an evaluation of the introduction of an RRT on end-of-life care at
three academic hospitals did not identify differences in the proportion of patients with
patient and family conferences or orders to forgo life-sustaining interventions on the acute
care floor, when comparing time periods before and after RRT implementation.%® In
addition, decedents seen by the RRT were less likely to receive palliative care consultation
(30-2% vs55-9%), spiritual care (25-4% vs41-3%), or an order for sedatives as needed
(44-4% vs 65-0%), compared with those not seen by the RRT (appendix). %
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Although mostly observational in nature, the evidence suggests that promoting advance care
planning and both primary and specialty palliative care in the hospital setting might improve
patient-centred outcomes, including better quality of life, reductions in hospital length of
stay, and receipt of goal-concordant care. The absence of a clear trend related to ICU
admissions from the emergency department or acute care is not surprising, because not all
patients with chronic, life-limiting iliness want to avoid the ICU. These interventions aim to
improve communication about goals and preferences; whether that leads to a reduction in
ICU admissions will be on the basis of the types of patients in the study and their specific
goals and preferences. However, a failure to have these conversations in any meaningful way
ensures that some patients will experience an unwanted ICU admission.

There is substantial room for improvement in the approach to engaging inpatients in
conversations about goals of care and treatment preferences. Multiple factors contribute to
the deficiencies in communication, including inadequate preparation on the part of clinicians
to have goals-of-care conversations with patients and their families.% The availability of
palliative care clinicians is not sufficient to meet the needs of all patients who might benefit
from a goals-of-care conversation.®” The ability to provide primary palliative care should be
an essential skill for all clinicians providing care in the emergency department or acute care
setting. Each hospital setting will require a unique approach to enhancing communication
about goals and preferences. In the emergency department, a multi-faceted approach might
include education of emergency medicine clinicians in the provision of primary palliative
care, use of screening tools to identify patients with palliative care needs, and consultation of
specialty palliative care clinicians in specific cases. ldeally, such interventions would be
informed by a better understanding of patient and family perspectives about discussing goals
of care and treatment preferences in the emergency department. On the acute care floor,
efforts might include engaging patients in advance care planning and consideration of
palliative care consultation for patients at high risk of death. One subset of inpatients who
might benefit most from palliative care involvement includes individuals experiencing acute
decompensation, in which conversations during rapid response events seem to focus
primarily on preferences for life-sustaining treatments and perhaps less on patient values and
overall goals of care.

Common challenges and potential solutions

In an ideal world, patients and their family members would engage in conversations about
the patient’s values, goals of care, and treatment preferences before the development of life-
threatening illness.98 However, in many cases these conversations do not occur before the
development of a critical illness. Even when they have occurred, the dynamic nature of a
patient’s illness might mean that previous conversations must be reevaluated, and previous
decisions reframed in the context of a rapidly changing condition. Conflicts might arise
when patients or their family members request interventions that clinicians view as futile or
potentially inappropriate (panel 1).99 A recent multi-society statement provides
recommendations to prevent and manage disagreements between surrogate decision-makers
and clinicians. When potentially inappropriate treatments are requested, the guidelines
recommend that clinicians communicate and advocate for the treatment plan they believe is
most appropriate and if needed, implement a process of conflict-resolution.9
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One approach that might minimise the provision of potentially inappropriate interventions in
an ICU is to offer patients with decisional capacity, or family members if the patient does
not have decisional capacity, the option of deferring decisions to clinicians.100.101 patients
and their family members vary in their desire for decisional control.192:103 Although patients
and family members almost uniformly want to be informed and to know that decisions are
made on the basis of the patients’ values and goals,194 they do not necessarily want to
assume responsibility for decisions about initiating or continuing intensive medical care.
When patients or family members would rather defer decision-making to clinicians, forcing
these patients and family members to make decisions or be involved in decision-making
might result in default decisions, which favour intensive treatments that might not be
beneficial or might be inconsistent with patient values or preferences. When clinicians put
patients and family members in the position of making complex medical decisions they
would prefer not to make, we also risk worse patient-centred and family-centred outcomes,
including increased symptoms of post-traumatic stress and complicated grief.104.105
Clinicians should strive to assess decision-making preferences of patients with serious
illness and their family members and match the decision-making approach to those
preferences, 106107

Clinicians are not obligated to implement treatment plans they feel are unethical or subject
patients to harm without the potential for benefit. However, adopting an authoritarian
approach to treatment decisions, without first ascertaining the decision-making preferences
of patients and their family members, can escalate conflict and might generate additional
distress for all involved parties. It has been our experience that in most conflicts, a
compromise can be reached. This compromise often requires a multi-disciplinary approach,
including specialty palliative care providers.

Although an important outcome of advance care planning and palliative care interventions is
the receipt of goal-concordant care, measurement of this outcome is difficult. There are
emerging efforts to measure goal-concordant care; however, this measure is a challenging
area of research,108-110

Limitations

This Series paper has several limitations, most notably the paucity of high-quality studies on
this topic. Although we have made recommendations on the basis of the available evidence,
we recognise that the current evidence is mostly comprised of associations from
observational studies, with considerable heterogeneity in populations, methods, and types of
interventions. We also recognise that randomised trial data are scarce, of variable quality,
and have shown mixed results. Therefore, causation cannot be determined. There are little
data supporting valid measurement of goal-concordant care and thus it is difficult to assess
intervention effects on receipt of goal-concordant care. Finally, our search strategy might not
have captured all available evidence. Although our review was pragmatic, the systematic
nature of our literature search and screening of articles, combined with vetting by experts in
the field, make it improbable that key articles were missed.
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Summary and recommendations

Despite limitations in the existing evidence, we believe that the existing data supports the
following conclusions: first, advance care planning and specialty palliative care consultation
in both pre-hospital and hospital settings might prevent ICU admissions in patients at high
risk of death, including patients in nursing homes and those with chronic, life-limiting
illness (eg, advanced cancer, heart failure or renal disease, and severe dementia); second, the
POLST form might also prevent ICU admissions, especially when implemented in a nursing
home setting; third, early involvement of specialty palliative care might prevent ICU
admissions in the outpatient setting for patients with cancer; fourth, once admission to the
ICU has occurred, the use of pre-existing advance directives for reducing intensity of care
appears limited; and fifth, screening for palliative care needs, coupled with triggered
palliative care consultations, might help to avoid ICU admissions for patients in the
emergency department and acute care settings. A summary of strategies to avoid both
unwanted and non-beneficial ICU admission is included in figure 2.

On the basis of these findings, we make several recommendations designed to ensure that
ICU admission is consistent with patient values, goals, and preferences. First, patients who
are diagnosed with chronic, life-limiting conditions should have goals-of-care discussions
shortly after the diagnosis is made. Studies in the past 3 years suggest that several
interventions can increase the occurrence, documentation, and quality of goals-of-care
discussions in the outpatient setting.109.111-114 This recommendation is further supported by
our finding that advance directives do not appear to substantially influence intensity of care
after ICU admission, suggesting that ICU admission dictates subsequent care for patients
with chronic, life-limiting illness. This finding reinforces the importance of pre-hospital and
acute care interventions to reduce ICU admissions near the end of life. Additionally,
beginning discussions in the prehospital setting might not only help to prevent both
unwanted and non-beneficial ICU admissions, but also prime patients and their family
members if goals of care need to be readdressed in an acute care setting.

Second, the POLST form appears to be most effective in preventing unwanted or non-
beneficial ICU admissions when completed by specific populations, such as patients residing
in nursing homes and patients with advanced illness who prefer limitations to life-sustaining
treatments. POLST initiatives should target these populations, given their high risk of death.
Third, because the demand for specialty palliative care exceeds the resources both in the
USA and globally,?7:115.116 clinicians who deliver care in the emergency department and
acute care settings need training in primary palliative care so that they are capable of
engaging in meaningful conversations with patients and their family members about goals of
care and treatment preferences.” Additionally, clinicians need to develop screening systems
that identify patients with palliative care needs and, if warranted, prompt specialty palliative
care consultation,117:118

Collectively, our findings show the complexity of advance care planning and palliative care
interventions, in both implementation and measurement of effect. The existing evidence
does not strongly support a single type of intervention, in either the outpatient or inpatient
setting, as the most effective way to help patients avoid unwanted and non-beneficial ICU
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admission. A multifaceted, complex set of interventions that span settings is probably
needed.18 We therefore recommend that for patients with chronic, life-limiting illness,
discussions about goals of care begin in the pre-hospital and outpatient setting and extend
into the hospital setting, in advance of admission to the ICU. These discussions should be
used to guidewhether admission to the ICU is consistent with a patient’s values and if the
interventions available in an ICU setting will help them to achieve their goals of care.

Future directions

In panel 2, we list key research challenges and proposed approaches that we believe will
improve the quality of advance care planning and palliative care interventions for patients
with chronic, life-limiting illnesses. Several clinical trials are currently underway
investigating how to deliver advance care planning and palliative care, which might address
the deficits that we noted earlier. We highlight these trials that are available on
ClinicalTrials.gov in the table. This list includes studies examining interventions with
diverse populations and in diverse environments.

Ensuring that admission to the ICU aligns with patients’ values, goals, and treatment
preferences begins with advance care planning. The goal is to help to ensure that people
receive medical care that is consistent with their values, goals, and preferences in the context
of serious and chronic illness.120 These preferences need to be documented so that
information is transmitted across settings and readdressed in the inpatient setting through
high quality primary and specialty palliative care. Future investigations would benefit from
using novel approaches to patient care, specifically the use of technology including point-of-
care interventions that allow patients to tailor communication to their specific needs,
avoiding a one-size-fits all approach. This flexibility might allow patients and their family
members to transform a static approach to advance care planning and palliative care (ie,
isolated visits or single episodes of documenting preferences) into a dynamic process that
changes as their needs change.
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Key messages

Advance care planning and specialty palliative care consultation have been
associated with reductions in intensive care unit (ICU) admissions in both the
prehospital and hospital setting; these associations are more robust in specific
patient populations at high risk of death, including patients with cancer or
dementia

Physician Orders for Life-Sustaining Treatment forms have been associated
with reductions in ICU admissions, especially for patients in a nursing home
setting

Early involvement of specialty palliative care in the outpatient setting might
have an important role in preventing ICU admissions for patients with cancer,
and this beneficial role might translate to other chronic, life-limiting
conditions

Once admission to the ICU has occurred, the utility of pre-existing advance
directives for reducing intensity of care is restricted, which highlights the
importance of early intervention

Screening for palliative care needs coupled with triggered palliative care
consultations in the emergency department and acute care settings might help
to avoid ICU admissions

A causal relationship between the use of advance care planning and specialty
palliative care consultations and reductions in ICU admissions has not been
firmly established; additional research is necessary to identify the most
effective ways to use these interventions to reduce non-beneficial health-care
use at the end of life
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Panel 1:
Definitions and descriptions of key terms
Patient perspectives

. Values-Pertains to judgements about what is most important in life; patients
and family members might prioritise concepts such as life extension,
independence, cognitive capacity, or comfort

. Goals-Refers to specific results desired by patients and their family members;
for example, returning home or living to see a child get married

. Preferences-Refers to choices about specific treatments, particularly life-
sustaining interventions such as mechanical ventilation or cardiopulmonary
resuscitation

Interventions

. Non-beneficial-Does not benefit the patient; is grounded in an understanding
of the patient’s values and preferences, accompanied by clinician perspective
regarding the potential of an intervention to achieve the patient’s goals

. Unwanted-Undesired by an informed and supported patient; includes
interventions that a clinician perceives as potentially beneficial but that the
patient decides against, based on their values, goals or preferences

. Futile-Cannot accomplish the intended physiological goal

. Inappropriate-Has at least some chance of accomplishing a patient’s goals of
care but the clinician believes competing considerations justify refusing to
provide the treatment
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Panel 2:
Research challenges and proposed approaches

Measuring palliative care needs among patients and families at high risk for poor
outcomes

. Use of an approach that captures the amount and type of palliative care
needed, such as the NEST instrument!18 or the SPEED instrument!1? as an
outcome measure

Identification of advance care planning and palliative care interventions that lead to
goal-concordant care

. Development, validation, and implementation of a measure for goal-
concordance

Designing complex interventions that span settings and providers

. Novel intervention designs and tools to ensure preferences are transmitted
across settings and readdressed as needed

Designing and delivering high-value interventions

. Detailed collection of costs associated with providing an intervention and
both cost and use outcomes to do robust economic evaluations
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Search strategy and selection criteria

We searched the PubMed database for studies in English addressing advance care
planning or palliative care, or both, in prehospital and non-ICU hospital settings, with a
goal of identifying studies that included ICU admission as an outcome. We included
studies from Jan 1, 1995 to Aug 31, 2018. We reviewed reference lists from published
papers and used experts in the field for additional references to include in this Series
paper. We focused on adults (=18 years) because interventions and outcomes in the
neonatal and paediatric ICU are likely to be very different.Our search strategy used terms
grouped under three main subject headings that captured advance care planning and
palliative care interventions, pre-hospital and hospital settings, and intensive care unit
admission. A full list of search terms is included in the appendix. A research librarian
assisted with development and execution of our search strategy. Two authors
independently screened titles and abstracts to identify relevant studies for full-text review
(NK, ACL). Discrepancies were resolved through discussion and consensus. Highlights
of studies included in this Series paper are listed in the appendix.
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Setting

Process

Qutcome

Prehospital Hospital
Nursing home Emergency department
Clinic or community Acute care

Advance care planning

POLST or advance directive

Palliative care

Primary or specialty palliative care

Rapid response team

v ¢

Reduce unwanted and non-beneficial ICU admissions
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Figure 1: Conceptual framework for interventions that might ensure ICU admission is consistent
with patient and family values, goals, and treatment preferences

ICU=intensive care unit. POLST=Physician Orders for Life-Sustaining Treatment.
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Advance care planning Rapid response teams

Palliative care

v

Play an active role in end-of-life decision
making, prompting changes in resuscitation
orders and limitations of medical treatment

POLST forms
Prevent unwanted ICU

Advance directives
Fewer ICU admissions,

Primary palliative
care

admission, especially lower use of Education in palliative
for patients in life-sustaining care might prevent
nursing homes therapies unwanted ICU

admission from the
emergency department

Specialty palliative
care
Fewer ICU admissions,
lower hospital costs,
and reductions in
hospital LOS

4

A 4

Advance care planning and specialty palliative care consultation in both the prehospital and hospital setting might
be more effective at preventing unwanted and non-beneficial ICU admissions in specific patient populations
at high risk of death, including patients with cancer or dementia

Figure 2: Summary of strategies to avoid unwanted and non-beneficial ICU admission

ICU=intensive care unit. LOS=length of stay. POLST=Physician Orders for Life-Sustaining

Treatment.
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