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OBJECTIVES: Pediatric out-of-hospital cardiac arrest (OHCA) is associated 
with significant morbidity and mortality. Pediatric palliative care (PPC) services 
could provide an integral component of the comprehensive care necessary for 
these patients and their families. The main objectives of this study are to examine 
the utilization of PPC following OHCA and compare the differences in character-
istics between children who received PPC with those who did not.

DESIGN: Retrospective cohort study.

SETTING: An urban, tertiary PICU.

PATIENTS: Children less than 21 years old admitted from October 2009 to 
October 2019 with an admitting diagnosis of OHCA and minimum PICU length 
of stay (LOS) of 48 hours.

INTERVENTIONS: None.

MEASUREMENTS AND MAIN RESULTS: Of the 283 patient charts reviewed, 
118 patient encounters met inclusion criteria. Of those, 34 patients (28.8%) re-
ceived a PPC consultation during hospitalization. Patients who received PPC 
had a longer PICU LOS (14.5 vs 4.0 d), a greater number of ventilator days (12.5 
vs 4.0 d), and a larger proportion of do-not-resuscitate (DNR) statuses (41% vs 
19%). When comparing the disposition of survivors, a greater proportion was 
discharged to rehab or nursing facilities (47% vs 28%), with no difference in mor-
tality rates (53% vs 50%). In the multivariate logistic regression model, older age, 
longer LOS, and code status (DNR) were all associated with higher likelihood 
of PPC utilization. Data were analyzed using descriptive, Mann-Whitney U, and 
Fisher exact statistics.

CONCLUSIONS: Our study demonstrates PPC services following OHCA are 
underutilized given the high degree of morbidity and mortality. The impact of au-
tomatic PPC consultation in all OHCA patients who survive beyond 48 hours 
should be explored further. Future studies are warranted to understand the ben-
efits and barriers of PPC integration into standard postarrest care for patients and 
families.

KEY WORDS: cardiac arrest; critical care outcomes; do-not-resuscitate; goals-
of-care; palliative care; pediatric intensive care unit

Pediatric out-of-hospital cardiac arrest (OHCA) is associated with a high 
degree of morbidity and mortality. Survival rates range between 5% 
and 10.2%, with only 10–30% achieving return of spontaneous circula-

tion (ROSC) and admission to the PICU (1–3). Of the small proportion that 
survive to PICU admission, less than 40% survive to hospital discharge (3, 4). 
Furthermore, over 75% of survivors suffer significant declines in their func-
tional status, with new and ongoing medical needs and challenges (5, 6). Given 
the complexity and severity of this life-changing event, the involvement of pe-
diatric palliative care (PPC) could provide an essential component of the com-
prehensive care necessary for these patients and their families.
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Palliative care focuses on a patient’s quality of life 
and that of their families in the face of a life-threat-
ening illness, including the various challenges of an 
ICU stay. The American Academy of Pediatrics (AAP) 
(ACCM) and American College of Critical Care 
Medicine recommend, based on expert consensus, 
that PPC be offered to all families at the onset of any 
life-threatening diagnosis and continue throughout, 
regardless of outcome (7, 8). Furthermore, palliative 
care involvement in adults has been shown to im-
prove quality of life of patients, resource utilization, 
and hospital costs (9, 10). Despite these recommen-
dations and demonstrated benefits, the use of pallia-
tive care following OHCA in pediatrics has not been 
fully integrated into practice or examined. The main 
objectives of this study are to evaluate the utilization 
of PPC following OHCA and identify factors asso-
ciated with PPC utilization at a single tertiary-care 
center.

MATERIALS AND METHODS

Design

This is a retrospective cohort study of patients with an 
OHCA admitted to the PICU at University of Chicago 
Comer Children’s Hospital. The Institutional Review 
Board at the University of Chicago approved this study 
(IRB20:0311).

Study Setting

Comer Children’s hospital is a tertiary, urban aca-
demic children’s hospital in Chicago, IL. The PICU 
serves as a cardiac arrest referral center for the sur-
rounding area. The PPC team includes board-cer-
tified Hospice and Palliative Medicine physicians, 
nurse practitioners, and nurses. Any child with a po-
tentially life-limiting medical condition is eligible for 
PPC consultation, with no structured referral process 
in place. Consults are requested at the sole discre-
tion of the primary medical team. The patient and/
or family can accept or refuse a PPC consultation. 
Once a consult has occurred, the PPC team supports 
the patient and their family throughout their child’s 
course, including transition out of the hospital, and 
beyond the patient’s death for bereavement services. 
There has always been a PPC team available through 
the entirety of the study period. The team make-up 

varied from a nurse and a single part-time physi-
cian to a nurse practitioner and two part-time physi-
cians. Palliative care coverage was available Monday 
through Friday, but often not on weekends, with an 
expectation that the consult takes place within 48 
hours of request if feasible.

Participants

Patients younger than 21 years old with an OHCA 
and ROSC admitted to the PICU with a length of 
stay (LOS) greater than 48 hours between October 1, 
2009, and October 31, 2019. The 48-hour minimum 
LOS inclusion criteria was chosen to allow for dec-
laration of clinical trajectory to take place and a rea-
sonable time interval appropriate for consultation of 
PPC services.

Measurements

We queried the institutional data warehouse to deter-
mine all patients with any primary and/or admitting 
diagnosis code relating to cardiac arrest during the 
defined study period. Prehospital and inpatient med-
ical records were reviewed by trained investigators 
to determine receipt of PPC consult, patient demo-
graphics, medical history, LOS, disease severity meas-
ures, discharge disposition, and mode of death (when 
applicable). We divided the cohort into two groups 
depending on the presence or absence of PPC consul-
tation. Hospital LOS, PICU LOS, ventilator days, cen-
tral venous line (CVL) placement, vasoactive days, and 
mortality were used as indicators of disease severity. 
Patient comorbidities were identified and categorized 
according to Feudtner et al’s (11) complex chronic 
condition (CCC) classification system utilizing codes 
from the International Classification of Diseases, 10th 
Revision, Clinical Modification. The number and type 
of CCCs were determined for all patients prior to 
admission.

Data Analysis

Statistical analysis was conducted using SAS Version 
9.4 statistical software (SAS Institute, Cary, NC). 
Descriptive statistics were calculated for all study 
variables. Group differences were examined using 
Mann-Whitney U and Fisher exact tests. A multivar-
iate logistic regression was then constructed to identify 
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factors associated with PPC utilization. The following 
variables were included in the model: age, gender, race, 
ethnicity, insurance status, number of CCCs prior to 
admission, if the OHCA occurred on a weekend, hos-
pital LOS, code status, occurrence of a secondary 
inhospital cardiac arrest, and need for vasoactive sup-
port. For adjusted analyses, models were constructed 
using backward stepwise elimination to determine se-
lection. Statistical significance was defined as p ≤ 0.05, 
and CIs were set at 95%.

RESULTS

Patient Cohort

A total of 283 charts were reviewed of pediatric 
patients who experienced an out-of-hospital car-
diac arrest prior to admission to the PICU between 
October 2009 and October 2019. Of those, a total of 
165 subjects were excluded: 68 (24.0%) due to death in 
the emergency department, 73 (25.8%) due to having 
an inhospital cardiac arrest or no clear documenta-
tion of chest compressions, and 24 (8.5%) due to hav-
ing a LOS of less than 48 hours (Fig. 1). This yielded a 
total of 118 patients (41.7%) for this analysis.

Patient Demographics

Table  1 demonstrates the sample demographics of 
the 118 patients compared by receipt of PPC consult.  

Of the 118 subjects, 34 patients (28.8%) had a PPC 
consultation during their PICU admission. Overall, 
there were no statistically significant group differences 
in age, gender, race, ethnicity, insurance status, tech-
nology dependence, or prior to admission presence of 
CCCs.

Clinical Characteristics

Table 2 demonstrates markers of disease severity and 
clinical outcomes compared by receipt of PPC consult. 
When compared with patients who did not receive 
a palliative care consult, PPC patients had a greater 
number of ventilator days (12.5 vs 4.0 d; p < 0.001), 
a longer cumulative LOS in the PICU (14.5 vs 4.0 d; 
p < 0.001), and a longer hospital LOS (14.5 vs 4.0 d;  
p < 0.001). In addition, PPC patients were more likely 
to have a CVL placed; 100% of PPC patients received 
a CVL compared with 81% of non-PPC patients  
(p = 0.006). The PPC group also had a smaller pro-
portion of full code statuses (59% vs 81%; p = 
0.019). There were no group differences in tim-
ing of OHCA (weekday vs weekend), placement of  
new hardware (defined as tracheostomy and/or gas-
trostomy tube), or occurrence of a secondary arrest.

Discharge Disposition

Disposition also differed by PPC (p = 0.023), with a 
greater proportion of PPC patients being discharged 
to rehab or nursing facilities (47.1% vs 28.6%) when 
compared with non-PPC patients. In addition, no PPC 
patients were discharged directly to home, unlike non-
PPC patients. However, there was no difference when 
examining inhospital mortality rates (52.9% vs 50.0%) 
between PPC and nonpalliative care consult patients 
(Table 2).

Modes of Death

In nonsurvivors, we found that the modes of death 
differed significantly by those with and without PPC 
involvement. In the non-PPC group, of the 42 patient 
deaths, 64% (n = 27) had death by neurologic crite-
ria (DNC), 17% (n = 7) had a cardiac death, and 19% 
(n = 8) had a withdrawal of life-sustaining therapies 
(WLST). In the PPC group, of the 18 patient deaths, 
55.5% (n = 10) had DNC, and 45.5% (n = 8) had WLST 
(Fig. 2).

Figure 1. Study flow diagram. ER = emergency room,  
LOS = length of stay, PPC = pediatric palliative care.
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Factors Associated With Palliative Care

In the multivariate logistic regression analysis, factors as-
sociated with a higher likelihood of PPC consultation in-
cluded: older age, longer hospital LOS, and code Status, 
specifically a do-not-resuscitate (DNR) order. Most sig-
nificantly, patients with PPC involvement were 3.78 times 
more likely to have a DNR order in place (odds ratio, 3.78). 
It is important to note that this analysis did not incorporate 
the temporal relationship between timing of initial consul-
tation and timing of DNR order placement (Table 3).

Timing of PPC Consultation

The timing of when a PPC consult was placed from 
admission date as well as discharge/or death date 

in survivors and nonsurvivors of OHCA was exam-
ined. In the cohort of patients who died, a PPC con-
sult was placed 2 days from admission and 3 days 
from death on average. In the cohort of patients 
who survived to hospital discharge, a PPC con-
sult was placed on average 10 days after admission 
(Table 4).

Temporal Trend of PPC Consultation

The overall rate of palliative care utilization 
increased from 0% in 2009 to 53% in 2019, al-
though we did not observe a steady increase in the 
utilization rate from year to year (Supplemental 
Digital Content, Figure 1, http://links.lww.com/
CCX/A935).

TABLE 1. 
Patient Cohort Demographics

Variable

PPC (n = 34) Non-PPC (n = 84)

pm (IQR) Range m (IQR) Range

Age at time of PICU admission 2.8 (0.5–11.4) 0.0–18.0 1.9 (0.5–6.2) 0.0–18.7 0.275

Number of Complex Chronic Conditions 0.0 (0.0–2.0) 0.0–5.0 0.0 (0.0–2.0) 0.0–5.0 0.300

 n (%) n (%) p

Gender

 Male 19 (55.9) 49 (58.3) 0.839

 Female 15 (44.1) 35 (41.7)

Race

 White 5 (14.7) 19 (22.6) 0.623

 Black 26 (76.5) 56 (66.7)

 Other/unknown 3 (8.8) 9 (10.7)

Ethnicity

 Non-Hispanic/unknown 31 (91.2) 79 (94.1) 0.688

 Hispanic 3 (8.8) 5 (6.0)

Insurance status

 Medicaid/self-pay 26 (76.5) 66 (78.6) 0.810

 Private 8 (23.5) 18 (21.4)

Technology dependent

 Yes 11 (32.4) 24 (28.6) 0.824

 No 23 (67.7) 60 (71.4)

Complex chronic condition

 Yes 16 (47.1) 30 (35.7) 0.300

 No 18 (52.9) 54 (64.3)

IQR = interquartile range, m = median, PPC = pediatric palliative care.
May not add up to 100% due to rounding. Fisher exact for categorical variables and Wilcoxon Mann-Whitney U for continuous variables.

http://links.lww.com/CCX/A935
http://links.lww.com/CCX/A935
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DISCUSSION

We evaluated the utilization of PPC services in patients 
who suffered from an OHCA. We compared the char-
acteristics of this pediatric OHCA patient population 

who received a PPC consult to the patients who did 
not. Our study demonstrated several key findings. 
First, just over 28% of patients included in our study 
received PPC services, demonstrating a low utilization 
rate as per AAP and ACCM recommendations and 

TABLE 2. 
Patient Cohort Clinical Characteristics

Variable

PPC (n = 34) Non-PPC (n = 84)

pm (IQR) Range m (IQR) Range

PICU length of stay 14.5 (5.0–41.0) 3.0–111.0 4.0 (2.5–10.0) 1.0–45.0 < 0.001

Hospital length of stay 14.5 (5.0–41.0) 3.0–111.0 4.0 (3.0–12.0) 2.0–52.0 < 0.001

Ventilator daysa 12.5 (5.0–41.0) 3.0–109.0 4.0 (3.0–8.0) 1.0–52.0 < 0.001

 n (%) n (%) p

Airway statusa

 ETT 25 (73.5) 61 (77.2) 0.810

 Trach 9 (26.5) 18 (22.8)

Central venous line placed

 Yes 34 (100.0) 68 (81.0) 0.006

 No 0 (0.0) 16 (19.1)

Vasoactive medications required

 Yes 23 (67.7) 55 (65.5) 1.000

 No 11 (32.4) 29 (34.5)

Weekend arrest

 Yes 12 (35.3) 39 (46.4) 0.309

 No 22 (64.7) 45 (53.6)

New hardware placed

 Yes 8 (23.5) 9 (10.7) 0.087

 No 26 (76.5) 75 (89.3)

Second arrest

 Yes 1 (2.9) 6 (7.1) 0.672

 No 33 (97.1) 78 (92.9)

Code status

 Full code 20 (58.8) 68 (81.0) 0.019

 DNR 14 (41.2) 16 (19.1)

Disposition

 Deceased 18 (52.9) 42 (50) 0.023

 Acute rehab facility 10 (29.4) 14 (16.7)

 Skilled nursing facility 6 (17.7) 10 (11.9)

 Home 0 (0.0) 15 (17.9)

 Transfer to outside hospital 0 (0.0) 3 (3.6)

DNR = do-not-resuscitate, ETT = endotracheal tube, IQR = interquartile range, m = median, PPC = pediatric palliative care.
aFive patients with no advanced airway in place may not add up to 100% due to rounding. Fisher exact for categorical variables and 
Wilcoxon-Mann-Whitney U for continuous variables.
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potential opportunities for PPC referral (7, 8). Second, 
PPC patients tended to be older and had markers of 
higher disease severity as measured by longer LOS and 
ventilator days. Third, PPC patients had a higher pro-
portion of DNR orders and significant differences in 
disposition, including mode of death, compared with 
non-PPC patients.

Our study showed that less than 30% of patients 
with an OHCA admitted to the PICU received a PPC 
consult. Although there have been previous stud-
ies exploring PPC consults for patients with other 

diagnoses, our study is unique in its evaluation of PPC 
consultation in OHCA pediatric patients. In com-
parison, adult studies have shown far lower rates of 
consultation following OHCA. In the United States, 
one national database study found that only 7.3%  
(n = 11,260) of 154,177 patients hospitalized with 
OHCA had palliative care consultations, although a 
significant increase in the utilization rate (1.5–16.7%) 
was seen over the 10-year study period (12). In the pe-
diatric population, PPC consultant rates are low and 
variable among diagnoses (13, 14). Keele et al (13) 

Figure 2. Distribution of the modes of death in those patients who did not survive to hospital discharge, as compared by those who did 
and did not receive palliative care services. PPC = pediatric palliative care.

TABLE 3. 
Logistic Regression

Variables DF Estimate se Wald χ2 p OR (95% CI)

Intercept 1 −1.93 0.42 21.39 < 0.001  

Hospital length of stay 1 0.06 0.02 12.24 < 0.001 1.06 (1.03–1.10)

Age (yr) 1 0.08 0.04 4.17 0.041 1.08 (1.00–1.17)

Code status (ref: full code)

Do not resuscitate 1 0.66 0.26 6.66 0.010 3.78 (1.38–10.36)
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previously reported in a national study of all pediatric 
patients who died in a hospital over a 10-year period, 
only 4% received PPC services, with the highest pro-
portion found among children with neurologic di-
sease. The low rate of PPC consultation that we found, 
consistent with previous reports, might be explained 
by several factors and barriers. These include but are 
not limited to physician awareness of PPC services and 
its importance, families’ understanding and acceptance 
of PPC consultation, and the level of informal applica-
tion of palliative care practices by the primary med-
ical team. Additionally, PPC trained providers remain 
a scarce resource and, therefore, a significant barrier. 
Specific to our institution, potential barriers include 
variability and evolution of PPC team staffing, which 
may have impacted the visibility of PPC services. In 
addition, providers may have an underappreciation for 
the myriad services PPC consultation can provide be-
yond end-of-life care, both in the short and long terms.

The utilization of palliative care services follow-
ing OHCA in our study was associated with several 
patient-related factors, specifically older age, longer 
LOS, and more ventilator days. This may reflect PPC 
services being sought in patients with a greater severity 
of illness and/or a more protracted hospital course. 
We attempted to account for patients with high cer-
tainty of imminent death and likely inappropriate for 
PPC services by excluding all patients with less than 
48-hour survival. Previous studies have supported this, 
demonstrating physicians are less likely to involve PPC 
for imminently dying children (15). The involvement 
of palliative care has been shown to be associated with 
reduced hospital LOS and resource utilization (9, 10, 
13). Our findings somewhat diverge from these reports, 
with PPC patients having significantly longer LOS. This 
finding likely reflects that ICU physicians often involve 
PPC in the most complex or difficult cases, including 
cases where provider and family conflict surrounding 

continuation, limitations, or withdrawal of techno-
logical support exists. Additional communication 
and support expertise may be required, a perspective 
previously described (16, 17). Our finding of older 
patients being more likely to receive a PPC consulta-
tion is a well-documented association (12–14). These 
results are again likely attributed to multifactorial bar-
riers to PPC consultation, including misconceptions of 
what PPC services provide beyond end-of-life care and 
potentially provider fears relating to the impression 
of “giving up” (18). There is often a lack of commu-
nication and guidance on which families would most 
benefit from PPC involvement, and appropriateness of 
consultation timing, a subject of ongoing study. Given 
PICU patients have varied and often uncertain clinical 
trajectories, as we have demonstrated, this approach 
still leaves many patients and families with potentially 
unmet palliative care needs.

When looking at the disposition of our cohort, we 
found striking differences between the two groups. 
Surprisingly, we found no significant difference in mor-
tality rates between the PPC and non-PPC populations. 
This differs from previous studies, where higher rates of 
mortality are demonstrated in those with PC involve-
ment, attributed to their expertise in end-of-life care 
(12, 14). We found a significant difference in the pro-
portion of DNR orders in the PPC group compared with 
the non-PPC group, which is consistent with previous 
works (19, 20). The differences in code status likely por-
tend the differences we found in modes of death, with 
PPC patients more likely to die by WLST versus dur-
ing failed resuscitation or DNC. Our finding that a sig-
nificant portion of our non-PPC group included DNC 
patients is not surprising considering our institution’s 
culture to date. The PICU team historically has not 
viewed a role for PPC, given specific decisions about 
limitations of support typically need not be made, and 
code status is not consistently addressed. In hindsight, 

TABLE 4. 
Timing of Palliative Care Consult Consultation for Patients Enrolled in Palliative Care

 

Survived to Discharge (n = 16) Deceased (n = 18)

pm (IQR) Range m (IQR) Range

Days from admission to PCC 10.0 (6.0–17.0) 1–74 2.0 (1.0–4.0) 1–12 < 0.001

Days from PCC to death/discharge 29.0 (16.0–41.0) 4–72 3.0 (2.0–5.0) 1–9 < 0.001

IQR = interquartile range, m = median, PCC = palliative care consult.
p for Wilcoxon Mann-Whitney U.



Gouda et al

8     www.ccejournal.org February 2022 • Volume 4 • Number 2

this is an important group of families who would ben-
efit from PPC involvement, which is uniquely equipped 
to support both families and medical teams facing 
a diagnosis of brain death. There are many inherent 
challenges of DNC determination, including family ac-
ceptance, ethical/legal considerations, and bereavement 
support, which are well suited to intervention by an in-
terdisciplinary PPC team. In survivors, a much higher 
proportion of PPC patients required skilled nursing 
facilities and acute rehab facilities, many of which were 
discharged with new technology-dependence. This 
outcome difference is likely related to our findings of 
PPC consultation timing, with a large difference in ini-
tiation of PPC consultation between nonsurvivors and 
survivors (2 vs 10 d). We suspect these findings reflect 
the differing indications for PPC consultation, which 
are wide-ranging, with the focus being primarily end-
of-life care versus longitudinal support, relating to sig-
nificant changes in functional status and complex care 
needs, which is appropriate and encouraging. These 
findings discussed may reflect the benefits of involv-
ing PPC providers, who bring expertise in eliciting 
values in context of new prognostic information and 
help guide families in shared medical decision-making 
that reflects those values, resulting in goal-concordant 
care. Overall, our findings highlight the opportunity 
for earlier involvement of PPC services, no matter the 
likelihood of survival, and including those patients who 
survive but have a significant change in health-related 
quality of life.

Our study has several limitations. As a single-center 
study, there may be issues with generalizability. PPC 
consultation at our institution is not standardized but 
solely dependent on the primary healthcare provider’s 
discretion. Palliative care referral mechanisms vary 
widely among institutions and, therefore, may make 
comparisons of our findings more challenging. We were 
dependent on chart documentation for receipt of palli-
ative care and placement of a consultation order, which 
does not always result in a completed consult and/or un-
derrepresentation of PPC involvement. Due to the lack 
of detailed documentation included in consult orders, 
we were unable to comment on PICU providers’ expec-
tations, hopes, and intended role of PPC referrals. As in 
many PICUs, there are diverse values and attitudes of 
clinicians as well as patients/families that PPC providers 
must address, and additional information about these 
beliefs could have enhanced the interpretation of our 

findings. The retrospective study design and available 
data limited our ability to calculate formal measures or 
scores of functional morbidities in OHCA survivors. 
We were unable to examine the temporal and/or causal 
relationships relating to outcomes measured and PPC 
involvement. Our single-center study results are also 
influenced by the institution’s general culture, beliefs, 
and practices surrounding PPC involvement and code 
status. As previously stated, the placement of DNR or-
ders in patients undergoing brain death determination 
is inconsistent at our institution, potentially impact-
ing this outcome measure. Additionally, considering 
our high rates of organ donation following DNC, code 
status is generally not addressed until after determina-
tion of brain death, and the family has consented or 
declined to donate. Finally, the PPC team underwent 
multiple evolutions during the time period of the study, 
with variable staffing. There was always a PPC team 
available, but this may have impacted PICU provider 
awareness of PPC services.

Our results demonstrate that despite suffering a life-
changing OHCA, the majority of our patients did not 
receive palliative care services. We are the first study, to 
our knowledge, to report on the underutilization of PPC 
services in this patient population. Considering com-
prehensive and family-centered care in the ICU setting 
is our gold standard, this identified gap in an essential 
component of care that PPC can provide is meaningful. 
Although not every OHCA pediatric patient and family 
may necessarily require PPC services, this vulnerable 
population warrants systematic consideration and 
evaluation for palliative care needs, whether physical, 
emotional, and/or spiritual, early in their course, and 
not as a last resort. Our own patient cohort demon-
strated over 50% mortality. Furthermore, in all survi-
vors, nearly 30% had new technology dependency, and 
nearly 70% required discharge to medical facilities for 
continued care and rehabilitation needs. All these find-
ings serve as markers for potentially unmet PPC needs. 
Additional considerations beyond the OHCA diag-
nosis alone as possible indicators for PPC consultation 
could include LOS beyond 48 hours, ventilator days 
beyond 48 hours, uncertainty related to clinical trajec-
tory, greater medical complexity, significant changes 
in functional status, and conflict surrounding medical 
decision making. Palliative care consultation activated 
through clinical screening criteria, such as these, has 
proven successful for other diagnoses and in the ICU 
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environment (21, 22). These factors may indicate a high 
risk of unmet PPC needs, where the PPC team could 
provide additional support, including aiding in family 
understanding of prognosis, goals of care discussions, 
medical-decision making, longitudinal support, end-
of-life care, and bereavement services.

CONCLUSIONS

Our study showed that the utilization of PPC services 
following OHCA is low, with several findings highlight-
ing the differences between those with versus without 
PPC consultation. Given the high rates of mortality and 
morbidity after pediatric OHCA, early involvement of 
palliative care should be considered. Providers may not 
effectively predict the need for PPC based on outcomes 
or complexity alone, and many patients and families go 
without the benefits of palliative care services. The in-
tegration of PPC into standard postcardiac arrest care 
could potentially improve the comprehensiveness and 
quality of care provided through improved commu-
nication, end-of-life and goals of care discussions, and 
longitudinal clinical and psychosocial support. Future 
prospective studies are needed to evaluate the barriers to 
PPC referral and the impact of palliative care integration 
into routine postcardiac arrest care, including evaluation 
of meaningful, family-centered outcome measures.
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