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Toward Better ICU Use at the End of Life

Are treatment in an intensive care unit (ICU) and good
care at the end of life compatible processes or mutually
exclusive? This Viewpoint examines arguments for and
against intensive care at the end of life and proposes
5 strategies to help ensure the delivery of appropriate
and optimal patient-centered care for patients at high
risk of death or severe disability.

Argument Against ICU Care at the End of Life
Some argue ICU admission at the end of life should be a
“never” event. Three reasons support this argument.
First, ICU care is characterized by the aggressive use of
often invasive technology designed to rescue seriously
ill patients from death. In contrast, high-quality end-of-
life care provides patients with a “good death,” gener-
ally conceived as one without pain or unwanted inter-
ventions in the loving care of family and friends. Under
this model, the former appears to impede the latter.
Second, 1 in 5 US residents receive ICU care at the end
of life,1 substantially contributing to the statistic that
more than a quarter of Medicare dollars are spent on
patients during the last year of life.2 Third, this rate of
ICU use in the United States is higher than in many
other countries, with no clear benefit in terms of life
expectancy.3 Thus, ICU care in the United States at the
end of life appears unwanted, expensive, and futile.

Argument for ICU Care at the End of Life
Although patients may not want to die in pain or with-
out family, most prefer not to die at all. The inherent
problem with the last-year-of-life argument is that it is
difficult to know when the last year begins. The ICU is
likely inappropriate for patients who are clearly in the
final stages of irreversible diseases. However, for most
patients, it is not possible to discern with adequate cer-
tainty whether acute deterioration presages a relent-
less downhill clinical course to death or full recovery with
a good quality of life. Hence, a trial of ICU care will often
be a rational and appropriate clinical choice consistent
with patient wishes, even though that trial may, in ret-
rospect, occur at the end of life. Furthermore, an acute
deterioration may substantially change a patient’s prog-
nosis, but patients, families, and members of the care
team all process the implications of the change differ-
ently. During that time, the alternative to a prompt ICU
admission, keeping a patient on a regular hospital unit
or in the emergency department without a definitive
plan, is considerably less preferable.

In addition, complex pain treatment regimens, pal-
liative noninvasive ventilation, or postoperative care for
patients recovering from palliative surgical procedures
may be delivered more safely and expertly in the ICU
than elsewhere. Similarly, when patients are receiving
ICU care before the decision to change to comfort mea-
sures only, the family may have formed strong bonds

with the ICU staff and perceive that their family mem-
ber would be most secure in the hands of the ICU team.
Thus, concerns notwithstanding, ICU care at the end of
life will likely be inevitable and potentially valuable in
many instances. The challenge is determining how to
provide optimal patient-centered care in this setting.

Stemming the Tide of Technological Determinism
Any solution for better use of the ICU at the end of life
must start with reflection on overall ICU use in the United
States: patients are more likely to receive ICU care at the
end of life because they are more likely to receive ICU
care in general. Even as hospital bed supply decreased
over the last 2 to 3 decades, ICU bed supply increased
such that the United States has approximately 30 ICU
beds per 100 000 population, 7-fold higher than the
United Kingdom and 3-fold higher than France, the World
Health Organization’s top-ranked nation for health
care.4-6 Multiple factors have contributed to this in-
crease in ICU capacity, including societal expectations,
financial incentives, market pressures, changing medi-
cal practice, and the overarching desire and proclivity to
adopt technological innovation. As physicians become
used to easy access to ICUs, it becomes difficult to con-
sider caring for critically ill patients anywhere other than
the ICU, even for patients at the end of their lives. This
technologic imperative drives not only admission to the
ICU, but also a culture to use technology liberally in the
ICU, regardless of a patient’s prognosis.

Five Strategies for Improvement
Reduce Inappropriate ICU Admissions
This strategy involves 3 key aspects. First, clinicians must
continue efforts to help patients and families decide in
advance of acute serious illness or severe clinical dete-
rioration whether ICU admission is warranted. Impor-
tant challenges include the need to ensure that ad-
vance care planning realistically reflects ICU care
scenarios and the need for broad societal changes in ex-
pectations about end-of-life care. Second, ICU physi-
cians must enforce more responsible gatekeeping. Given
the time constraints that are present in most busy ICUs,
patients may be admitted based entirely on the judg-
ment of the referring physician or after a brief tele-
phone discussion with the ICU attending physician, with-
out serious deliberation and consideration of goals of
care. Requiring expert and careful consideration by an
ICU attending physician can help avoid inappropriate ICU
admission, as well as reduce the error of refusing a trial
of ICU care for a patient who might benefit. Third, the
number of available ICU beds should be reduced. Al-
though this strategy may seem stark, it is unlikely that
hospitals and clinicians will effectively enforce more
responsible and careful ICU admission decisions in the
absence of some sense of scarcity.
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Reevaluate Goals of Care During the ICU Stay
Treatment in an ICU must be seen as a trial of therapy and not an
open-ended commitment to a particular ongoing level of treat-
ment. Intensive care clinicians must be explicit with themselves, re-
ferring physicians, other colleagues, and patients and their families
that the goal of ICU care is to help patients improve and be dis-
charged, not merely to sustain life. When clinicians, patients, and
families lose sight of this principle, ICUs become a destination
therapy, and care is continued until life can no longer be sustained.
There should therefore be more formal regular reviews and discus-
sions with patients and families regarding appropriateness of con-
tinued therapy and whether the patient is achieving milestones on
the road to recovery and discharge. These conversations are chal-
lenging and often do not occur because continuation of ICU care is
seen simply as the path of least resistance.

Improve Shared Decision Making With Patients and Families
Intensive care physicians routinely engage in compassionate and em-
pathic conversations with patients at the end of life and their fami-
lies. However, for effective facilitation of end-of-life decision mak-
ing, physicians may need communication skills beyond compassion
and empathy. Such skills are foundational in palliative care, but it is
unrealistic to expect involvement of palliative care specialists in the
care of all dying patients.7 Consequently, researchers have devel-
oped succinct educational programs that improve the communica-
tion skills of non–palliative care clinicians.8 The current challenge is
to identify the means and motivation for broad dissemination of
these programs such that every ICU clinician can embrace effective
facilitation of end-of-life conversations as a core competency.

Improve Consensus Building Among the Entire Clinical Team
Different members of the clinical team may have different views on
both prognosis and goals of care. For example, an oncologist who has
devoted many months of providing care to a patient with the hope
of remission or cure may be far more vested in continued aggressive
care than the ICU physician who has only recently become involved
but nevertheless sees a patient with extremely poor odds of sur-
vival. If these 2 clinicians have little history of working together, it may
be difficult to reconcile their disparate views, leaving the patient’s
family distressed by the mixed messages they may receive. Al-
though the interpersonal dynamics between silos of clinical practice
are certainly complex, the onus rests with the health care system to
implement strategies that emphasize communication, respect, and
consensus building while mitigating distrust and moral distress.

Make ICUs More Humane
Finally, it is time to challenge the notion that ICU care includes pain,
incapacitation, and mental anguish as inherent and unavoidable ad-
verse effects. Strategies to substantially eliminate these adverse con-
sequences include the development of safer and more effective an-
algesics and sedatives and adoption of a more holistic agenda to
make the ICU a more humane and healing environment designed
to reduce rather than exacerbate suffering. Areas for improvement
include reduction of unnecessary testing, invasive monitoring, and
noise and light pollution; open visiting hours; and use of the least
restrictive barriers for infection control. With such strategies, treat-
ment in an ICU and good care at the end of life should no longer be
considered incompatible. Rather, ICU care can evolve to be a
rational and reasonable option as part of optimal end-of-life care.
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