SINGLE-CENTER QUALITY IMPROVEMENT REPORT

Incorporating Early Palliative Medicine
Consultation Into Daily Morning Huddle

in the ICU

OBJECTIVES: Early palliative medicine consult in the ICU can significantly im-
prove outcomes in high-risk patients. We describe a pilot study of including a rec-
ommendation for palliative medicine consult in the ICU morning huddle.

DESIGN: A prospective, observational, quality improvement study.

PATIENTS AND SETTING: Adult patients (age above 18 yr) admitted with car-
diac arrest, stage IV cancer, admission from a long-term acute care facility, and
circulatory shock on mechanical ventilation to the medical ICU.

INTERVENTIONS: We aim to assess the effect of an early palliative medicine
consultation in selected high-risk patients on change in code status, referral to
hospice, tracheostomy, and or percutaneous gastrostomy tube placement.

MEASUREMENTS AND MAIN RESULTS: There were 83 patients who
triggered an early palliative medicine consult. Palliative medicine consultation
occurred in 44 patients (53%); 23 patients (28%) had a palliative medicine con-
sult within the first 48 hours, 21 (25%) had a palliative medicine consult after-
wards. There was a significantly higher number of patients who de-escalated their
code status in the palliative medicine consult group compared with the no palli-
ative medicine consult group (63.6% vs 7.7%); however, the number was higher
in the late palliative medicine consult group (71.4% vs 56.5%). There were more
patients referred to hospice in the palliative medicine consult group. No difference
in length of stay was observed.

CONCLUSIONS: Early palliative medicine consultation in the daily ICU morning
huddle is achievable, can produce a palliative medicine consultation in most cases,
and results in a significant change in code status toward less aggressive measures.

KEY WORDS: critically ill; do-not-resuscitate orders; palliative medicine;
resuscitation decisions

alliative medicine consultation in the ICU for high-risk, critically ill
patients has a significant impact on change in code status, referral to
hospice, ventilator days, rate of tracheostomy, emergency department
visits, and ICU readmissions (1). Some studies have shown a further increase in
beneficial outcomes if the consult is done earlier than 24 hours (2). This is espe-
cially helpful if certain triggers are identified to prompt a palliative care consul-
tation (3). Accordingly, guidelines recommend integrating palliative medicine
into critical care practice (4). Nonetheless, palliative medicine remains under-
utilized in most ICUs, even for patients at high risk of dying (5). This is, in part,
due to lack of understanding of the role and impact of palliative medicine and
the heterogeneity of approaches (6).
The morning huddle is a multidisciplinary team meeting with a focus on the
current status of multiple aspects of patient care (7). In the ICU, team huddle
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can facilitate patient transfer, reduce length of stay, im-
prove patient outcomes, as well as bridge the deficits of
communication between the multilayered patient care
(8). In theory, it represents a perfect spot in the busy
ICU workflow to present the caregivers a reminder for
necessary interventions, including a timely palliative
medicine consult.

We describe a pilot study of including a prompt of
a palliative medicine consultation in the daily ICU
morning huddle.

METHODS
Setting and Population

This pilot study took place in the medical ICU of
Fairview Hospital, a Cleveland Clinic regional hos-
pital with 480 beds and 26-bed medical ICU. Adult
patients, 18 years and older, who would be expected
to be admitted for more than 24 hours were included.
Pregnant patients were excluded. Early palliative med-
icine consultation was defined as consultation order
placed within 48 hours of ICU admission. Late pallia-
tive medicine consultation was defined as consultation
order placed after 48 hours of ICU admission. The in-
stitution review board at Fairview Hospital determined
that this project involved an internal quality assess-
ment and improvement activity that is part of standard
healthcare operations in the local setting rather than
research and did not require an approval.

Interventions

The morning huddle is scheduled daily at 8:30 am, be-
fore the ICU rounds commence. The huddle is com-
prised of critical care physicians, a critical care fellow,
internal medicine residents, the ICU charge nurse,
respiratory therapists, a clinical pharmacist, and nurse
and/or social work case managers. In the huddle, every
patient is briefly discussed, and each of the aforemen-
tioned caregivers offers a brief update. This is also
noted on the unit’s dry erase board that is updated at
least once a day.

The case managers screened all the newly admitted
patients for four predetermined triggers: admission
after a cardiac arrest, stage IV cancer, admission from
a long-term acute care facility, and circulatory shock
on mechanical ventilation. These factors were deter-
mined based on prior internal quality assurance work
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done within the Cleveland Clinic. At morning huddle,
the case managers announced the patients who trig-
gered the early palliative medicine consultation. We
asked the primary teams to identify other patients who
may benefit from a palliative medicine consultation
who did not meet these triggers. Afterwards, the case
managers were instructed to update the white board
on patients who may benefit from early palliative med-
icine consultation in a clearly designated area. There
were no orders placed nor further reminders until the
next morning.

Finally, the workflow of obtaining a palliative medi-
cine consultation was not altered, and the critical care
team continued to request palliative medicine consul-
tations on patients when clinically indicated even if
the patient did not meet the triggers. At the time of
this project, there was no other quality improvement
project to improve early palliative medicine consult in
the ICU.

We received daily data on patients that triggered for
an early palliative medicine consultation. At admis-
sion, demographic data were collected including age,
gender and race, code status, and medical comorbidi-
ties for which the Charlson Comorbidity Index was
calculated. The chart was reviewed at 48 hours of ad-
mission and at ICU discharge. At that time, the follow-
ing data were collected: presence of palliative medicine
consultation order, timing of palliative medicine con-
sultation order—whether early or late, code status
at ICU admission and on discharge, change in code
status, ICU length of stay, tracheostomy or a percuta-
neous gastrostomy (PEG) tube placement, and refer
to hospice. Finally, the team identified the high-risk
patients who did not receive a palliative medicine con-
sultation despite the trigger criteria having been met
and interviewed the critical care team to identify the
reason.

This study was approved with a waiver of informed
consent (number 19-1541) by the Cleveland Clinic
Institutional Review Board.

RESULTS

There were 615 patients admitted to Fairview be-
tween December 24, 2019, and March 10, 2020. Data
collection was stopped prematurely due to change
in workflow related to the coronavirus disease 2019
(COVID-19) pandemic. There were 83 patients who
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met the trigger criteria for an early palliative medi-
cine consultation. The sample had a median age of 71
years (range, 22-88 yr), 53 (63.9%) were male, and 75
(90.4%) were Caucasian. The baseline demographic
and clinical data are presented in Table 1.

Forty-four patients (53%) received a palliative med-
icine consultation, 23 patients (28%) had an early pal-
liative medicine consultation, and 21 (25%) had a late
palliative medicine consultation. Thirty-nine patients
(47%) who met the criteria for a palliative medicine
consultation did not have one ordered. The most com-
mon reason for not obtaining an early palliative medi-
cine consult was a clinical decision by the treating team
(61% of cases). Other reasons were hospitalization for
less than 48 hours; family’s preference; patient’s refusal
or withdrawal of life-sustaining measure/artificial life
support within 48 hours (Table 2).

Among patients who triggered a palliative medi-
cine consultation, those who received the palliative
medicine consultation transitioned more to do not
resuscitate (DNR)/do not intubate (DNI) code status
versus those who did not receive a consultation (63.6%
vs 7.7%; p < 0.0001). Additionally, a higher number
of patients in the late palliative medicine cohort were
transitioned to DNR/DNI (71.4 vs 56.5; p = 0.0001) as
well. A statically higher number of patients who re-
ceived a palliative medicine versus patients who did
not receive a consultation were transitioned to hospice
(36% vs 2.6%; p = 0.0001). There was no observed dif-
ferences in rates of tracheostomy or PEG tube place-
ment between the two groups. The other ICU outcomes
are in Table 3.

In the entire cohort, 20 patients (25%) died within
60 days, nine (11%) died after 60 days, 36 (45%) were
alive after 60 days, and for 16 patients (19%), the mor-
tality data were not available.

DISCUSSION

This study is the first to show that an early pallia-
tive medicine consultation, proposed in the morn-
ing huddle in the ICU, can lead to positive outcomes.
Most importantly, it showed that a statically significant
number of patients who received an early palliative
medicine consultation were transitioned to DNR/DNI
code statuses. The study also showed that a significant
number of patients who received a palliative medi-
cine consultation were transitioned to hospice. There
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was no observed difference in length of stay nor the
rates of tracheostomy or PEG tube placement in be-
tween the groups. Studies have shown that palliative
care improved quality of life of patients and their fami-
lies and reduced lower hospital and ICU admission
rates and resulted in an overall lower healthcare costs
(9-11).

Prior studies have shown a benefit of palliative
medicine consultation by proactively screening high-
risk patients by a research team (4). However, this
approach, albeit effective research methodology, may
not be pragmatic in the busy daily ICU workflow. A
change in daily behavior, like in the morning huddle,
can be more beneficial on the long term by imbedding
a new culture to the fabric of the ICU care. A study
by Villarreal et al (12) used prerounding between pal-
liative medicine and critical fellows before rounds.
This was an effective approach and increased palliative
medicine consultation significantly.

Despite the known benefits of an early palliative
medicine consultation (2), it remains underused (6).
Prompting the consultation based on known trigger
criteria at the beginning of the day may be an efficient
way to involve the palliative medicine team in the ICU.
This efficiency is especially important in the setting of
a national shortage of palliative medicine provider and
an aging population with increasing amounts of med-
ical comorbidities (13).

In our study, case managers identified patients with
early palliative medicine consultation trigger as they
are a part of the morning huddle and screen ICU
patients for other needs. However, identifying patients
who may benefit from an early palliative medicine
consult can be done by any caregiver and can be done
during rounds as well (14). This is especially important
in hospitals that may be understaffed or do not have a
formal huddle. A future direction can be using a clin-
ical decision support system in the electronic medical
records to identify these patients for the provider (15).
Additionally, this process should be monitored as
hospitals may have different patient populations with
different needs to ensure the best use of available palli-
ative medicine resources.

We used four triggers to identify patients who may
benefit from an early palliative medicine consulta-
tion; however, most of the palliative medicine consults
occurred on patients who did not have these pre-
specified triggers. These triggers were based on prior
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TABLE 1.
Patient Characteristics

All PM Consult PM Consult No PM p for Early p for Late p for Any
Consult, vsnoPM vs NoPM vs No PM

n (%) Consult Consult Consult

Patients, Within 48hr, After 48hr,

Characteristics n (%) n (%) n (%)

Number of patients 83 (100) 23 (100) 21 (100) 39 (100)
Age at diagnosis
Median (range) 71 (28-88) 69 (40-87) 71 (40-85) 71 (28-88) 0.97 0.88 0.90
> 65, n (%) 5 (66.3) 4 (60.9) 5(71.4) 6 (66.7) 0.64 0.71 0.94
Male gender, n (%) 53 (63.9) 4 (60.9) 2 (57.1) 27 (69.2) 0.50 0.35 0.34
White race, n (%) 5(90.4) 21(91.3) 0 (95.2) 4 (87.2) 0.62 0.32 0.36
Charlson Comorbidity Score, median 6 (1-13) 8(4-13) 5 (2-11) 6 (1-12) 0.0002 0.31 0.004
(range)
Comorbidities at MICU admission, n (%)
Stage IV cancer 17 (20.5) 11 (47.8) 4 (19.0) 2 (5.1) 0.0001 0.09 0.001
Septic shock with mechanical ventilation 10 (12.0) 4 (17.4) 6 (28.6) 0 (0) 0.007 0.0004 0.002
Admission from long term acute care 5 (6.0) 0 (0) 1 (4.8) 4 (10.3) 0.11 0.46 0.13
hospital
Postcardiac arrest 5 (6.0) 1(4.3) 3(14.3) 1 (2.6) 0.70 0.08 0.21
Code status at MICU admission, n (%)
Not discussed 4 (4.8) 0 (0) 0 (0) 4 (10.3) 0.11 0.13 0.029
Full code 61 (73.5) 16 (69.6) 17 (81.0) 28 (71.8) 0.85 0.44 0.74
CCA 16 (19.3) 6 (26.1) 4 (19.0) 6 (15.4) 0.30 0.72 0.40
CCA/DNI 2 (2.4) 1 (4.3) 0 (0) 1 (2.6) 0.70 0.46 0.93
CC 0 (0) 0 (0) 0 (0) 0 (0)
Code status at MICU discharge, n (%)
Not discussed 4 (4.8) 0 (0) 0 (0) 4 (10.3) 0.11 0.13 0.029
Full code 40 (48.2) 7 (30.4) 5 (23.8) 28 (71.8) 0.002 0.0004 0.0001
CCA 18 (21.7) 5 (21.7) 8 (38.1) 5(12.8) 0.36 0.023 0.07
CCA/DNI 1(1.2) 0 (0) 1 (4.8) 0 (0) 0.17 0.34
CC 20 (24.1) 11 (47.8) 7 (33.3) 2 (5.1) 0.0001 0.004 0.0001
Change of code status while in MICU, n (%)
No change 49 (59.0) 9 (89.1) 6 (28.6) 34 (87.2) 0.0001 <0.0001 < 0.0001
Changed to less aggressive code 31(373) 13 (56.5) 15 (71.4) 3(7.7) <0.0001 < 0.0001 < 0.0001
Changed to more aggressive code 3 (3.6) 1 (4.3) 0 (0) 2 (5.1) 0.89 0.29 0.49
Outcomes during MICU hospitalization
Length of stay, median (range) 5(1-27) 5(1-27) 1 (1-45) 3 (1-25) 0.19 0.0001 0.003
Tracheostomy 7 (8.4) 0 (0) 4 (19.0) 3 (7.7) 0.17 0.19 0.82
Percutaneous gastrostomy tube 7 (8.4) 0 (0) 4 (19.0) 3(7.7) 0.17 0.19 0.82
placement
Hospice before ICU discharge/death 17 (20.5) 10 (43.5) 6 (28.6) 1(2.6) <0.0001 0.003 0.0001

CC = comfort care, CCA = comfort care at arrest, DNI = do not intubate, MICU = medical ICU, PM = palliative medicine.
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TABLE 2.

Reasons of Not Consulting Palliative
Medicine

No Palliative Medicine

Reasons, n (%) Consult (N = 39)
Clinical decision 24 (61.5)
Hospitalization for < 48 hr 8 (20.5)
Family preference 5(12.8)
Patient refused 1(2.6)
Withdrew care within 48 hr 1(2.6)

internal quality work and certainly can be modified
based on the patient population at different institutes.
This study also showed that palliative medicine con-
sultation in high-risk patients remains underused as a
significant number of the patients did not receive a con-
sultation despite being appropriately screened during
the morning huddle. The most common reason for not
obtaining a palliative medicine consult was physician’s
clinical decision, followed by family’s decision. Physicians
and families should be appropriately educated regarding
the role of palliative medicine in critically ill patients to
avoid aggressive and burdensome measures at the end of

TABLE 3.

Patient Outcomes

life. Consider also tastefully acknowledging the medical
cost savings that occurs with palliative medicine inter-
vention and the inherent reduction in length of stay both
in the ICU and hospital generally.

This was a pilot study and it had limitations. First,
it enrolled a smaller number of patients than initially
intended, due to the COVID-19 pandemic and sig-
nificant change in workflow including cancelling the
multidisciplinary morning huddle. Second, we did not
report on long-term outcomes that may result from this
quality improvement project. Third, case management
could have missed patients with their schedules, which
may introduce selection bias. However, we communi-
cated with the healthcare providers in the ICU to cap-
ture the cases that triggered a consult. Fourth, the most
common reason for not obtaining an early palliative
medicine consult in our cohort was a clinical decision
by the treating team. This may reflect an insight from
the primary treating team and certainly makes con-
clusions on the intervention challenging. Future trials
should make effort to decipher the reasoning behind
such decisions. Finally, although the early palliative
care consult was triggered in the morning huddle, we
did not standardize the process of delivering palliative
care to these patients nor did we capture the main dif-
ferent interventions provided by that team.

Met Criteria Met Criteria No Criteria No Criteria
Characteristics + PM, n (%) + No PM, n (%) + PM, n (%) + No PM, n (%)
Number of patients 34 (100) 12 (100) 10 (100) 27 (100)
Palliative medicine consult
Within 48 hr 19 (55.9) 0 (0) 4 (40) 0 (0)
After 48 hr 15 (44.1) 0 (0) 6 (60) 0 (0)
None 0 (0) 12 (100) 0 (0) 27 (100)
Change of code status while in medical ICU
No change 11 (32.4) 8 (66.7) 4 (40) 26 (96.3)
Changed to less aggressive code 22 (64.7) 2 (16.7) 6 (60) 1(3.7)
Changed to more aggressive code 1(2.9) 2 (16.7) 0 (0) 0 (0)
Outcomes during MICU hospitalization
Length of stay, median (range) 8 (0-45) 5(1-18) 5 (1-45) 3 (0-25)
Tracheostomy 3(8.8) 5 (41.7) 1(10) 0 (0)
Percutaneous gastrostomy tube placement 3 (8.8) 4 (33.3) 1(10) 0 (0)
Hospice before ICU discharge/death 15 (44.1) 1(8.3) 1(10) 0 (0)
Critical Care Explorations www.ccoejournal.org 5
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CONCLUSIONS

Including a prompt to early palliative medicine con-
sultation in the daily ICU morning huddle is feasible,
can produce a palliative medicine consultation, and
results in a significant change in code status toward
less aggressive measures. This study identified chal-
lenges within the ICU with modifiable behaviors that
should direct our future quality efforts.
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