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Compassionate end-of-life care is crucial in the intensive care
unit (ICU) setting. Critical care involves the most highly inva-
sive environment in the hospital. Many routine aspects of crit-
ical care can be traumatic, including mind-altering medication,
noise pollution, disrupted sleep–wake cycles, and loss of auton-
omy. Patients furthermore experience treatment such as line
insertion, ventilation, vasopressors/inotropes, and hemofiltra-
tion. However, intensive treatment must be balanced with an
understanding of its limitations—namely, potential futility
and prolongation of distress. Indeed, a significant proportion
of ICU patients have a background of frailty, and therefore
have poor bodily reserve to deal with persistent insults to
organ function. Forward-thinking discussions are crucial
between patients, next-of-kin, and staff to ensure ongoing
care prioritizes patients’ best interests; we highlight the impor-
tance of early involvement in these discussions.

Decisions to shift medical management to focus on
end-of-life care can involve withholding or withdrawing life-
prolonging therapies, to focus on alleviating symptoms
(Table 1), either in ICU or on hospice transfer. Here, palliative
care specialists are involved in titrating comfort medications as
needed. Indeed, a US trial of patients randomized to early pal-
liative care team involvement demonstrated a reduced inci-
dence of intubation, tracheostomies, and readmissions (1).

Defining best interests is difficult and cannot be done in
isolation. This “shared decision-making” process is that of
two-way communication, with a goal of not only informed
decision-making, but crucially also the establishment of
patient and next-of-kin values, to gather insight from those
who understand a patient’s life, wishes, and medical condi-
tion. Questions that may be discussed include: what is the
nature of their condition; what is their physical/neurological
prognosis; what is their baseline in independently managing
daily life; and crucially, asking the patient themselves and
their next-of-kin how they want the balance of ongoing med-
icalization and comfort care to be weighed up.

Communication can be a difficult process, involving mul-
tiple conversations to establish understanding and wishes on
ongoing management. Receiving information on poor prog-
nosis may be traumatic for next-of-kin to process. Over
these conversations, next-of-kin commonly asks about the
likelihood of recovery and the consequences of further proce-
dures. Challenges arise where views of next-of-kin are at
odds with the ICU team, for example requesting continuing
invasive therapeutic strategies, or where turning off life
support is in conflict with religious beliefs. A large-scale
multicenter observational study in the United States
showed high discordance, one-third of cases, in views on
the appropriateness of treatment between patients/next-of-kin
and staff (2). Disagreements on the futility of life-sustaining
treatment in particular is often the main issue, underlying
63% of conflict in one US study (3). There is an understand-
ing that a desired outcome of medical management in ICU
may involve some level of discomfort or pain, but therein
lies the issue of identifying where the acceptable threshold
of suffering is intolerable based on the likelihood of clinical
recovery. Chaplains may be brought in to provide religious
support, consolidating potentially conflicting values.
Research shows high appreciation by patients and relatives
for supporting religious and spiritual needs (4).

Transitioning the model of care for a patient may be
highly traumatic for next-of-kin to process and can often
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involve back-and-forth discussions. In these situations, dis-
cussions staggered over time may be useful to pace gathering
information. Reapproaching discussions on values can give
next-of-kin space to reflect, after any initial shock or grief.
Next-of-kin may be allowed longer bedspace time, to
provide emotional space and clarity on a patient’s condition.

Within these discussions, teams may specifically ask
about plans for whether specific ICU therapies should be
withheld or withdrawn. Particularly, potential tracheostomy
insertion is a salient time for reapproaching discussions,
given this is often a checkpoint that raises the question of
medical futility and appropriateness of prolonging suffering;
additional issues are limits on the use of vasopressor/
inotropes, ventilatory support, and cardiopulmonary
resuscitation.

These are similar questions ICU teams also ask from other
medical specialties when a patient is being referred. Thus,
from the moment of accepting admissions, ICU teams
should start to establish wishes on limits, “ceilings,” of
care. Notably, this is hindered where next-of-kin details are
not universally routinely recorded. US physician interviews
show that the timing of these discussions is largely physician-
determined, based on “prognostication” rather than patient-
focused factors (5). When these discussions are started
early, there comes an opportunity to process a patient’s con-
dition. Multicentre Canadian qualitative patient and
next-of-kin interviews show early inclusion of end-of-life
discussions were considered highly important and that inclu-
sion of a greater number of recommended elements in con-
versations was highly correlated with patient satisfaction (6).

Formalizing referral proformas for ICU admissions can
ensure this is not omitted when patients are initially being
assessed. Documented plans of agreed appropriate ceilings
of care, also known as “Advanced Serious Illness
Planning” can be highlighted through proformas at the
front of patient records, ensuring continuity of care even
when patients are transferred between wards and ICU.

Healthcare staff interviews have shown that the timeliness
of end-of-life care decisions is clinician-dependent, affected
by variable experience in communication training and in
evaluating critical care prognosis (7). Thus, ICUs must
support trainees by incorporating sessions into training pro-
grams—in particular, using role-play to demonstrate commu-
nication models in sensitively approaching shared
decision-making. Scripts that can be used in guidelines can
follow the format of eleven literature-determined
guideline-recommended goals of end-of-life discussions
(6). It is necessary that these discussions have a clear struc-
ture—establishing what is known, signposting and laying
out medical details, with space for questions. Additionally,
early mentorship is key for both ICU and non-ICU juniors
through involvement in first-hand discussions, usually
carried out by seniors. The burden of these emotional conver-
sations can take a toll—and ICU teams should establish clear
networks where staff can support each other, and seek coun-
seling tailored to healthcare professionals.T
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Over the COVID-19 pandemic, ICUs have seen huge
admissions pressures, alongside managing infection control,
high staff turnover, and burnout. During the first wave, 12%
of COVID-19 patients in Italy required ICU care, with fre-
quent coexistent comorbidities and frailty (8). Additionally,
ventilator demand has been limited by capacity, on average
2.3 beds per 100,000 in lower-income countries (8). In some
cases, resultant visiting restrictions have impeded staff-to-kin
communication and prevented patients seeing loved ones
physically, resulting in significant distress and fears of dying
alone. Here, virtual telecommunication via ICU phones and
tablets has been a means of minimizing isolation, for
example through the UK Life Lines project. Elsewhere, for
example, through the Australian Critical Care guidelines, to
preserve moments with loved ones, next-of-kin have been
allowed to spend time with end-of-life patients; this has some-
times been via individual patient rooms, limited by PPE mea-
sures and numbers permitted (9). Even in trying
circumstances, this highlights the importance of placing and
maintaining the emphasis of humanity within patient-centered
ICU care, by preserving contact with next-of-kin by anymeans
possible.

Research has shown satisfaction of next-of-kin with
end-of-life care in the ICU setting is indeed higher than
on medical wards, demonstrating that decisions on the med-
icalization of care in the intensive care setting are largely
well-considered in the context of patients’ overall well-being
(10). ICU teams must continuously strive to ensure these
shared decision-making discussions occur early, allowing
compassionate care to be placed at the heart of ICU
management.
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