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Goals of Presentation

• Palliative care in the ICU
• Models
• Types of interventions

• Impact of communication
• Trust
• Setting expectations

• Ventilator 
• Time limited trials
• Terminal wean and extubation

• Quick Fire: Roles of antibiotics



Palliative Care

• Improves QUALITY of LIFE (adults/children)
Symptom management: acute or chronic, any stage

Psychosocial, cultural emotional, spiritual

• PREVENTS and RELIEVES suffering
• Those with chronic illness: cardiac (38.5%), cancer (34%), chronic respiratory disease 

(10.3%)

• Bridge communication with specialist 

• Insufficient ACCESS, 56.8 million people in need





Palliative care in the ICU

Physician dichotomy – to save lives vs palliation
Perception of palliative goal contradict mission
Forgoing intensive life saving treatment

Patients 80% experience fatigue, 85% thirst, 60% pain, and 75% weight loss. 

Symptoms can persist for months or years

Both methods of care CAN exist in parallel. 



Models of Palliative Care in the ICU



• Decrease critical care use at 
the end of life

• Reduction of length of stay 

• Cost effective
• ICU, pharmacy





In 2017, The Economist published an article studying 
what people want in the final months.  

What ranked TOP 3 in the United States?





• Otto is 72 years old
• Lives by himself, independent
• ER visit because of a cold for the last 5 

days. 
• Sore throat, fever, night sweat, poor 

appetite. 
• He’s retired. Generally healthy except for 

high blood pressure and cholesterol
• Vitals: RR: 22, HR 98, Oxygen saturations: 

92% on 4L via NC, BP: 110/65
• He appears grumpy, doesn’t answer 

questions, and diaphoretic. 



• Clinical decline over 12 hours after 
being diagnosed with community 
acquired pneumonia and being 
optimized on treatment.

• You’re concerned about his increased 
oxygen needs…





Study

• Population based cohort study in Japan
• Data collection between 2014-2018 of those who received MV
• Groups: 

1. No care-needs
2. Level 1-2 independent with minor assistance
3. Level 2-3, partial dependence
4. Level 4-5  complete dependence



Outcome

• Primary: Measure care needs at 1 year AFTER invasive mechanical 
ventilation (MV)

• Secondary: death during first hospitalization and change in care needs 
after 1 year of MV



Results

• 593,990 met criteria but 4198 ( 0.7%) received MV with mean age 
81.2, 55.% were male

• Higher pre-existing care needs were LESS likely to receive intensive 
treatment

• Overall 1-year mortality post MV ~52.6%
• No needs: 43.4%, level 1-2:54.9, level 2-3: 67.8% and level 4-5: 74.1%



Results



Results



• Doesn’t sound bad, I have NO CARE NEEDS.



Things get worse…



Communication and Trust

• English is her second language
• Understands fluently

• Hasn’t known Otto for very long
• Often brings him food, or he goes over for dinner

• Closest person to him at this moment…
• Confirmed by investigation



• Background: How to promote surrogates’ trust of ICU physicians

• Objective: Conduct of family conference and physician’s use of shared 
decision-making impact surrogates’ trust in physician?



• Results: Nearly 50% of 
surrogates considered 
religion very important

• Factors associated with 
trust: 

• surrogates age
• health literacy
• relationship with patient
• male physician



Results

• Male physician had significantly lower baseline trust scores
• Larger trust increased, with similar post conference scores
• No influence on race 
• Surrogates of Hispanic ethnicity had lower baseline trust











Spiral of Doom

• Otto’s condition continues to get worse. 
• After further discussion, Marisol and her family want a better 

understanding of mechanical ventilator support…



Time- Limited Trials (TLT)

• Benefits: improve prognostication and build trust and consensus 
between family and intensivists. 

• Decrease ICU utilization with no change in mortality

• Poorly defined trials  conflict and continuation of unnecessary 
treatment

• Provides patients and family time to fully appreciate burden of 
invasive interventions

• Indications:
• Delineated patient goals
• Physician uncertain about intervention



• T: Truth
• I: Interval
• M: Measurement
• E: End or extended



During TLT:
• Start with patient’s and family’s perception
• Provide clear, succinct synthesis

Ending TLT:
• Review perception
• Remind them trial performed because of uncertainty about prognosis
• Provide update
• Consider extension



Challenges

• Determining time interval
• Can always shorten/lengthen

• Take a step back—likelihood of returning to functional independence
• Spoken and unspoken words

• “withdrawing care” versus “shifting our interventions to maximize quality time with 
family”

• Family fear “giving up”
• “stable” elicit emotions

• But maybe more time…
• I want to be transparent with you…
• Physician wellness



What about the ventilator?



What about the ventilator?

• How to prevent discomfort for patients, thus prevent discomfort for 
relatives?

• ? Lower complicated grief among relatives of patients who died 
without endotracheal tube

• ? Terminal extubation providing more natural dying process 
• But higher risk of pt discomfort related to airway obstruction…





• Purpose: Relative merits of immediate extubation versus terminal 
weaning for mechanical ventilation withdrawal, particularly regarding 
the experience of patients and relative. 

• Prospective, observational, multicenter study in 43 French ICU
• Terminal extubation (TE): immediate extubation without decrease in 

ventilatory assistance
• Terminal wean (TW): decrease in amount of ventilatory assistance 

(oxygenation, tidal volume, positive pressure)
• Choice by physician and other staff members



• Primary outcome: Post-traumatic stress symptoms in relatives 3 mos
after death

• Secondary: complicated grief, anxiety, and depression symptoms in 
relatives, comfort of patient during dying process and job strain in 
staff. 



Results

Immediate extubation: 
1. Family more involved in the 

process
2. Twice as common presence in 

the room 
3. More gasping, symptoms of 

obstruction
• d/t underuse of analgesics and 

sedatives
4. Preference towards comatose 

patients, more advance disease

Terminal Wean: 
1. More common use of opioids, 

hypnotics and paralytics
2. Preference for respiratory 

failure



Outcomes:

• Time TO death, no different
• Proportion of patient with relatives at bedside
• Same post traumatic distress scores, anxiety, depression, at 3 months 

or 12 months
• Satisfaction of relatives in end-of-life care, participation in decision, 

and respecting patient’s wishes were high in both group and no 
difference



Psychological variable of ICU staff

• Job strain score  BETTER for assistant nurses in TE
• Higher demands on nursing TW
• Higher control and stronger social support for nurses and physician in 

TE
• Resident satisfaction lower in TE 

• ICU staff preference TW>TE was due to unfavorable perception of 
immediate extubation. 



But HOW LONG…

• Average median time following initiation of terminal withdrawal 
~61.7 min. 

• 93.2% in one paper died within 24 hours
• Faster in those terminally extubated

• Vague data due to non-uniform studies



Purpose: Identify independent predictors of time to death after terminal withdrawal of MV



Association to longer time to death:
• Higher pH, bicarb level, platelet counts
• SBT within 24 hours
• Higher GCS
• Higher MAP

Association to shorter time to death: 
• Higher creatine
• Higher FIO2 requirements, PEEP, and 

minute ventilation. 
• Receiving more than one vasopressor

• Higher doses of opioids and benzo BUT NOT 
a predictor of death



What does this mean

Observational study of 330 patients, majority died within one hour of 
withdrawal

-remainder within 24 hours (98%)

Use of higher PEEP and higher static pressures most proximal to 
ventilator withdrawal predicted shorter time

Having diabetes as comorbidity associated with SHORTER time
While cerebral vascular disease experience LONGER time



Place for antibiotics?

• Patients' life expectancy <4 weeks, antimicrobial therapy does not resolve 
potential infection or improve prognosis

• Most common end of life infections?
• UTI and respiratory tract infections

• Manage symptoms
• 60-92% of UTI
• 53% of respiratory infection
• None in sepsis, abscess, deep complicated infections

• 2-day rule
• Risks: C. diff, MDR organisms, discomfort with administration 
• KEY: setting expectations aligned with goals



What would you do next?



Impact of communication
Understand patient’s baseline 

function
Building trust with patient and 

surrogate
Set expectations and be clear
Terminal extubation is valued
Reduce antibiotics at end of life
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