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Abstract 

Problem: A significant problem for patients in the intensive care unit (ICU) is that palliative 

care is not involved early in the patient stay. By implementing a screening tool to identify 

palliative care needs within 72 hours of admission, patient’s palliative care needs can be 

addressed early in ICU stay. Purpose: The purpose of this quality improvement (QI) project is to 

implement and evaluate a screening tool to identify patients with palliative care needs in a 

community ICU to decrease time to referral to palliative care. Methods: The Palliative Care 

Screening Tool was developed using verified and validated criteria and implemented into 

practice in a community ICU over a twelve-week period from September 2020 to December 

2020. A distribution and collection center for the completed screening tools was created and 

education occurred for the nurse practitioners on the implementation team and ICU nursing staff 

regarding the project. Electronic medical record chart audits were completed weekly; data was 

collected from completed screening tools as well as electronic chart reviews. Screening tool 

users were surveyed at the completion of this QI project. Results: A total of 193 patients were 

admitted to the ICU during the implementation phase. Of the patients admitted with a length of 

stay greater than 72 hours (n=115), 89.6% (n=103) were screened with the tool, and 10.4% 

(n=12) were not screened. Fifty-five percent of patients screened (n=57) were identified as 

having palliative care needs. Of those with needs, 50.9% (n=29) were referred to palliative care. 

Over a 12-week period, there was a decrease in time from ICU admission to referral to palliative 

care by 68.9%, from 3.95 days at baseline to 2.72 days with the use of a screening tool. 

Conclusion: The use of a screening tool to assess patient needs for palliative care early in the 

ICU admission can standardize the process for patient referral and ensure early referral to 

palliative care. 
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Decreasing Time to Palliative Care Consultation in an Intensive Care Unit 

Palliative Care is a specialized field of medical practice defined by a holistic approach to 

patient care with the goal of improving and maintaining quality of life for patients facing life-

threatening illness (Dahlin, 2015; Institute of Medicine, 2015; World Health Organization, 

2020). The National Consensus Project for Quality Palliative Care (NCPQPC) (2018) Clinical 

Practice Guidelines recommend early identification of palliative care needs, including specialist 

consultation or referral, to occur at the time when a serious or life-threatening diagnosis is made. 

Efficient management of palliative care needs is a moral imperative for healthcare providers and 

is in alignment with the provisions of the American Nurses Association (ANA) Code of Ethics 

for Nurses (ANA, 2015). 

The Institute of Medicine (IOM) report Dying in American found that for most 

individuals, death results from one or more diseases that require careful management over 

weeks, months, or years (2015). Increasing life expectancy compounds the burden of serious 

illness among individuals over the age of 65 (IOM, 2015). Over 90 million Americans live with a 

chronic illness and seven out of every ten Americans die from complications of chronic disease 

(Angus et al., 2004). In the past two decades since Angus et al. published their landmark study, 

the number of adults over the age of 65 has grown to over 49.2 million—with projections to 

reach 82.3 million by 2040 (United States Department of Health and Human Services, 2018). 

This rise in the older adult population will result in a larger number of patients requiring 

healthcare resources such as intensive care. 

The intensive care unit (ICU) is a setting where specialized care is administered for 

critically ill hospitalized patients including resuscitation, stabilization, and recovery from critical 

illness (McAdams & Puntillo, 2015). Despite this critical, life-saving treatment, approximately 
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one in five Americans die in the ICU each year (Angus et al., 2004; McAdams & Puntillo, 2015). 

The median age of ICU patients is over 65 years (Flaatten et al., 2017). IOM research has found 

that patient wishes regarding end-of-life care revolve around alleviating pain and suffering 

(2015). The acute goals of ICU care and patient end-of-life preferences are not always in 

alignment.  

Palliative care can improve quality of life, decrease patient psychological symptoms, 

decrease family emotional or spiritual stress and suffering, and ensure appropriate use of 

resources (Maani-Fogelman & Bakitas, 2015). Evidence demonstrates the benefits of early 

referral to palliative care when the ICU admission is likely to be terminal for the patient (Maani-

Fogelman, & Bakitas, 2015; Ma et al. 2019). In 2020 the Center to Advance Palliative Care 

(CAPC) published consensus recommendations, suggested criteria, and provided guidance to 

create and implement screening tools for unmet palliative care needs. The evidence-based 

recommendations from the CAPC and the NCPQPC Clinical Practice Guidelines state that 

institutions should create palliative care screening tools specific to their needs (Weissman & 

Meier, 2011; Nelson et al., 2013; NCPQPC, 2018).  

The development and implementation of a palliative care screening tool (Appendix A) 

consisting of validated and recommended criteria and adapted to the needs of a specific ICU, can 

identify patients with palliative care needs. Implementation of a screening tool can standardize 

the process whereby all patients are screened for palliative care needs early (within 72 hours of 

admission) in their ICU stay and are referred to palliative care if they demonstrate need (Nelson 

et al., 2013a & Nelson et al. 2013b).  The purpose of this quality improvement (QI) project was 

to develop a palliative care screening tool using verified, recommended, and validated criteria to 
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identify patients with palliative care needs, implement the tool in a community ICU, and evaluate 

its effect on decreasing the time to referral to palliative care for ICU patients. 

Literature Review 

A comprehensive literature search was conducted. After reviewing titles and abstracts of 

the articles identified from the literature search, eight articles were found to be relevant and were 

selected for more thorough review. Six of the eight articles chosen discussed the importance and 

need for specific criteria, also referred to as “triggers,” to screen patients for palliative care 

needs. The six articles selected for inclusion are identified, described and given a level of 

evidence rating using the Melnyk and Fineout-Overholt rating system for hierarchy of evidence 

in the Evidence Review Table (see Table 1). Using the Johns Hopkins Nursing Evidence Based 

Rating Scale (JHN-EBRS) all articles were given a quality rating (Newhouse et al., 2005) which 

can be found in the Evidence Synthesis Table (see Table 2). 

Weissman & Meier’s (2011) consensus report from CAPC outlines the use of primary 

and secondary criteria to identify palliative care needs. Weissman & Meier defined primary 

criteria as global indicators that should be the minimum used to identify unmet palliative care 

needs (2011). More specific indicators of the likelihood that a patient has palliative care needs 

are secondary criteria, and it is recommended that the presence of more than one secondary 

criteria identifies a palliative care need (Weissman & Meier, 2011). Many articles discussed the 

use of triggers to assess palliative care needs (CAPC, 2020; Hua et al., 2014; Hurst et al., 2018; 

Nelson et al., 2013a; Nelson et al., 2013b; Zalenski et al., 2014; Zalenski et al., 2016). CAPC 

(2020), Ma et al. (2019), and Weissman & Meier (2011) were used to develop the Palliative Care 

Screening Tool (Appendix A). The other articles did not outline specific criteria (or the criteria 

outlined were repetition from the three above mentioned articles) nor did they discuss how to 
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develop a screening tool, but rather discussed the general use of tools to assess palliative care 

needs of patients and initiated referrals to palliative care. 

Hua et al. (2014) used statistical analysis to compare the performance of various triggers 

and identify those triggers that were prevalent for the most patients. These triggers were: 1) ICU 

admission after hospital stay greater than or equal to 10 days; 2) multisystem organ failure 

greater than or equal to three systems; 3) stage IV malignancy; 4) status-post cardiac arrest; and 

5) intracerebral hemorrhage requiring mechanical ventilation (Hua et al., 2014). Zalenski et al. 

(2014, 2017) demonstrated how the use of a screening tool affected specific outcomes including 

hospital length of stay, risk of outpatient mortality, discharge to hospice, and 30-day readmission 

rates. 

Two articles discussed the need for early palliative care consultation in detail. Hurst et al. 

(2018) conducted a prospective quasi-experimental cohort study to assess the effect of a 

screening tool for palliative care on the frequency and timeliness of consults to palliative care. 

Positive screening tools were associated with decreased time to consultation. Pereira et al. (2015) 

described the relationship between resource utilization outcomes and the timing of palliative care 

consults. Earlier referral to palliative care was associated with shorter length of stay (LOS), 

decreased costs, and improved patient care (Pereira et al., 2015). 

Theoretical Framework 

Meleis’ (2015) Transitions Theory is a middle-range theory relevant to the clinical 

practice goal of early identification and referral of ICU patients to palliative care. The purpose of 

this theory is to facilitate healthy transitions by describing, explaining, and predicting the human 

experience in multiple transitions including transitions that are situational, developmental, 

organizational, or related to health or illness (Im, 2018). 
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Major concepts of the Transitions Theory include patterns of transitions, properties of 

transition experiences, transition situations, reaction to transitions, transition processes and 

outcomes, and therapeutic nursing interventions during transitions (Im, 2018). Near the end of 

life, patients experience multiple transitions, and frequently suffer consequences of discontinuity 

of care (IOM, 2015). A transition is defined by Meleis as, “a passage from one fairly stable state 

to another fairly stable state, and it is a process triggered by a change” (2010). Additionally, 

Meleis characterizes transitions by, “different dynamic stages, milestones, and turning points 

[which] can be defined through processes and/or terminal outcomes” (2010). Transitions for 

patients are typically characterized by deficits in care and communication and can be incredibly 

difficult for sick patients and their families (IOM, 2015). 

The Transitions Theory provides a framework to describe the experience of individuals 

implementing a new process into an existing environment, experiencing a change in their health 

status, or learning a new skill (Meleis, 2015). The Transitions Theory can guide not only the 

process of this QI project and its effect on hospital staff, but also help to assess the value of this 

QI project for patients and families. Please see Figure 1 for a visual outline of this theoretical 

framework. 

The use of a palliative care screening tool is a new process which is a transition for ICU 

providers and nurses. A process change, in terms of implementing a screening tool to streamline 

the process of referring a patient to palliative care, falls into the category of “Nature of 

Transitions” as a situational and organizational type of transition (Meleis, 2015). Additionally, 

patients and their family are transitioning to a higher level of medical care (into the ICU) and to a 

more critical level of health (e.g., terminal diagnosis, change in goals of care to quality-of-life vs 

quantity-of-life, and/or more severe illness). The implementation of a screening tool for 
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palliative care needs within 72 hours of admission to the ICU is not only a process change for the 

ICU providers, nurses, and the Palliative Care team, but it is also an intervention for the patient 

and family during a stressful transition. 

Methods 

This quality improvement project is specific to a community hospital ICU setting. It was 

implemented in a 14-bed mixed medical-surgical ICU. The provider team included attending 

physicians and nurse practitioners. This 161-bed community hospital is part of a state-wide 

academic health system. All nursing staff, providers, and patients in the ICU were affected by 

this practice change as well as members of the Palliative Care team for this hospital. 

The structural change that occurred as a result of this project was the education for 

nursing staff regarding palliative care, the project goals, and the implementation plan, which 

included an explanation of the development and use of the Palliative Care Screening Tool. The 

process change that occurred as a result of this project was standardization of the process for 

patient referral to palliative care. The implementation team consisted of two ICU nurse 

practitioners who were responsible for completing the Palliative Care Screening Tool for each 

patient admitted to the ICU within 72 hours of their admission. The Palliative Care Screening 

Tool was developed based on validated, evidence-based recommendations from the CAPC 

Palliative Care Referral Criteria (2020), Ma, et al. (2019), and Weissman & Meier (2011). Face 

validity of this tool was determined through feedback from the project clinical site representative 

(CSR) and the social worker for the palliative care team. 

A poster board was created to identify the project with supporting information (see 

Appendix D). This board was displayed in staff areas on the unit and updated with weekly data. 

To assist with structural changes, the screening tool was provided as a paper form on the unit and 
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the project lead checked supplies weekly. Blank paper copies were kept in a secured location that 

users could easily access. A specific central secure location was designated to collect completed 

tools. Data was collected and summarized weekly throughout the project. Run charts were 

provided to ICU clinicians and nursing staff to track progress (see Appendix D). Education of 

providers and nursing staff occurred during existing clinical nurse practice meetings and training 

sessions to ensure education before implementation (see Appendix C). 

The plan was to begin education of nursing staff and providers by the beginning of 

September and have initial education end around September 18th. Of the 50 ICU nurses, 44% 

(n=22) were educated regarding the project goals and implementation. Education began on time, 

however implementation did not. Due to a new Nurse Practitioner-run unit opening the same 

week implementation was to start, project kick-off began in late September. Because of this 

delay, the plan for assessing interrater reliability of the tool occurred for only one week instead 

of two. For the first week of implementation, tool users screened all patients, resulting in both 

users screening each patient to determine inter-rater reliability of the tool. 

Throughout the implementation phase, the project leader was available to address any 

concerns regarding the screening tool and its use. Implementation was re-examined to determine 

if any process changes needed to be made. Feedback from the implementation team was positive, 

and so no changes were required. Project implementation ended in December 2020. 

Study data was collected and managed using REDCap electronic data capture tools. The 

project organizer compiled all data collected from screening tools and the electronic health 

record on a secured academic server via virtual private network using REDcap software (see 

Appendix B). Paper screening tools were numbered in order to track and prevent loss of data. 

Identifiable patient information from paper screening tools was used only to assist in electronic 
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health record search for correct patient information. Demographic data was collected to identify 

differences in care for specific populations. Descriptive statistics (frequency, range, mean, and 

standard deviation) was used to assess demographic data (see Table 3). The implementation team 

nurse practitioners were asked to complete the System Usability Scale (SUS) as well as four 

additional open-ended questions to assess the implementation of the tool (see Table 12 and 

Appendix E). The SUS is a standardized questionnaire that was developed to assess usability 

from the user’s perspective (Lewis & Sauro, 2018). The SUS consists of ten questions ranked on 

a five-point Likert scale. The survey is quick and easy to use for both participant and 

administrators and provides a single score on a scale that is easily understood (Bangor, et al., 

2008). The SUS is also non-proprietary, permitting use for academic purposes without 

permission and free of charge. Final analysis of run chart data collected included a calculation of 

trend or no trend changes, comparison to baseline data, and weekly data (see Figure 2). 

The project was submitted to the University of Maryland Medical System (UMMS) 

Human Research Protection Office (HRPO) and was accepted after review. The proposal was 

then submitted to the Institutional Review Board (IRB) via CISERO and was approved with a 

non-human subject research determination. 

Results 

A total of 193 patients were admitted to the ICU during the 12-week implementation 

phase. This was a heterogeneous sample of mostly male (n=55; 53.4%), white (n=87, 84.5%), 

adults between the ages of 61-80 years (n=41; 39.8%). Please see Table 3 for full demographic 

characteristics. Of the 193 patients admitted to the ICU during the implementation phase, 115 

(59.6%) had a LOS greater than 72 hours, making them eligible to be screened for palliative care 

needs with the palliative care screening tool. Of the patients admitted with a LOS greater than 72 
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hours (n=115), 89.6% (n=103) were screened with the tool, and 10.4% (n=12) were not screened. 

These 12 patients were admitted to the ICU when both nurse practitioners (NP) on the 

implementation team were re-assigned to work in the newly opened NP-run unit and were not in 

the ICU. 

Screening Tool Completion & Identifying Palliative Care Needs 

On average, screening tools (n=103) were completed within 37.32 hours of the patient’s 

admission to the ICU (Standard Deviation (SD) 42.85) which translates to ICU day 2.45 (SD 

1.72) (see Figures 3 & 4). To identify a palliative care need (referred to as a positive screen), a 

patient needed to meet one primary criteria, OR two or more secondary criteria. Thirty-two 

patients did not meet any criteria (31.1%), 38 patients (36.9%) met primary criteria, and 51 

patients (49.5%) met secondary criteria (see Table 4). Primary criteria are global indicators that 

are the minimum used to identify palliative care needs, where secondary criteria are more 

specific indicators of the likelihood that a patient has palliative care needs (Weissman & Meier, 

2011. 

Of the 103 patients screened using the Palliative Care Screening Tool, 55.3% (n=57) 

were identified as having a palliative care need (either one primary OR two or more secondary 

criteria), and thus a “positive screen” (see Table 5). The most common primary criterion was, 

“third hospital readmission within the past 6 months” (n=21; 55.3%). The next most common 

criterion was, “readmission within 30 days of hospital discharge” (n=15; 39.5%). The remaining 

three categories, “current hospital stay >10 days (if admitted to ICU from another inpatient 

unit),” “end-stage dementia, amyotrophic lateral sclerosis (ALS), Parkinson’s disease, or 

multiple sclerosis (MS),” and “decline in function, feeding intolerance, or unintended weight loss 
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(e.g., failure to thrive)” were not as commonly present and the distribution of these criteria can 

be viewed in detail in Table 6.  

The most common secondary criterion was, “acute respiratory failure requiring mask 

ventilation or intubation” (n=35; 68.6%). The next most common was, “acute shock requiring at 

least 6 hours of vasopressors or inotropic support” (n=14; 27.5%). Three criteria were not 

identified for any patient and they were, “status epilepticus > 24 hours,” “any recurrent brain 

neoplasm,” and “current or past hospice program enrollee.” Distribution details can be found in 

Table 7. 

Referral to Palliative Care 

Patients identified with palliative care needs (n=57), were referred to palliative care 

50.9% of the time (n=29). The referrals to palliative care (n=29) were placed on average within 

41.09 hours of ICU admission (SD 44.46) or ICU day 2.52 (SD 1.70) (see Table 8 and Figures 5 

& 6). There were 28 patients (49.1%) who were identified as having a palliative care need who 

did not receive a referral. Reasons for not receiving a referral despite a palliative care need, 

tended to vary individually by patient (see Table 9).  

Seven patients (25%) were not referred to palliative care because they had already been 

referred before the screening tool was completed, or they had a do not resuscitate/do not intubate 

(DNR/DNI) status upon admission to the ICU. Five patients (17.8%) had a Glasgow Coma Scale 

(GSC) greater than 13 and were able to communicate their wishes. Three patients (10.7%) were 

young (< 55 years old). The remaining reasons for no referral to palliative care despite a positive 

screen included: the patient was post-surgery; newly diagnosed with COVID-19; receiving 

targeted temperature management after cardiac arrest and the physician wanted to wait until the 

patient was rewarmed to re-assess needs for palliative care; the patient was admitted for a drug 
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overdose; the patient was a full code and/or family wanted full aggressive care and/or decline 

palliative care; the patient was repatriated from another hospital; the patient was admitted twice 

in the same week for the same issue; bleeding was occurring due to an outpatient procedure; 

organ disfunction was secondary to a recent fall; the patient was admitted due to medication non-

compliance and palliative care was not appropriate (social work was needed).  

Palliative Care/Patient Consultation 

Of the referrals to palliative care, 25 patients (95.2%) were seen by palliative care by the 

end of the implementation period. On average, patients who received a referral to palliative care 

(n=27) were seen by a member of the palliative care team within 64.32 hours from admission to 

the ICU (SD 44.23), or by day 3.4 (SD 1.87) (see Table 10 and Figures 7 & 8 for more details). 

Two patients (7.4%) were not seen by palliative care after referral because one was made 

DNR/DNI before palliative care could see them, and the other was referred to palliative care but 

not seen before the end of the data collection period. The use of the palliative care screening tool 

decreased time from patient admission to the ICU to referral to palliative care by 68.9%, from an 

average 3.95 days at baseline assessment with no standard process to 2.72 days with the 

implementation of a screening tool and referral process standardization. 

Discussion 

The implementation of the Palliative Care Screening Tool directly led to a decrease in the 

time from admission to the ICU to referral to palliative care for patients identified with palliative 

care needs. The majority of patients admitted to the ICU (n=103; 53.4%) were screened and 

appropriately referred to palliative care by ICU day 2.5 and seen by a member of the palliative 

care team by ICU day 3.4. Implementation of a screening tool, compiled using validated, 
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evidence-based recommendations, also standardized the process of patient referral to palliative 

care after admission to the ICU. 

The usability of the Palliative Care Screening Tool was assessed using an adapted System 

Usability Score (SUS) (Bangor, et al., 2008) (see Appendix E and Table 12). The SUS is a 

standardized questionnaire that was developed to assess usability from the user’s perspective 

(Lewis & Sauro, 2018). Scores for the SUS can range from 0 to 100, with higher scores 

indicating better usability. The Palliative Care Screening Tool was given a score of 82.9 by the 

implementation team NPs, demonstrating a high ease of use. Implementation team users gave the 

tool a grade of “A” overall, with the highest Net Promoter Score (NPS) possible (see Table 11) 

(Lewis & Sauro, 2018). User scores aligned with an interpretation of “acceptable” and adjective 

assignment of “excellent.” These results demonstrate that the Palliative Care Screening Tool is 

effective, efficient, and easy to use. 

Project limitations include lack of participation from current palliative care team 

members due to staffing changes, and the multiple shifting responsibilities and staffing 

reassignments of ICU NPs due to the COVID-19 pandemic resulting in patients who were not 

screened. Another limitation is the lack of generalizability of the screening tool due to the 

development of a tool specific to this ICU’s needs and patient population. Additionally, 

adjustments needed to be made during project implementation. The opening of a nurse 

practitioner managed COVID-19 unit reassigned NPs away from the primary ICU, accounting 

for the 12 patients who were not screened. This was one instance where flexibility was needed 

regarding the timeline for implementation and project outcomes. The staffing loss of the 

palliative care social worker just prior to implementation meant that there was no champion of 

this project on the palliative care team. This shifted the bulk of the work to ICU NPs to fill out 
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screening tools. The lack of a champion on the palliative care team also decreased direct 

interdisciplinary communication between the care and implementation teams. 

 Conclusion 

This project implemented a validated screening tool to assess patient needs for palliative 

care during the first 72 hours of admission to the IC. It standardized the process for patient 

referral to palliative care and facilitated early referral to palliative care. Future QI projects 

include incorporating this tool into the electronic health record and testing feasibility of the tool 

on other ICUs within this hospital system. 
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Table 1. 
 
Evidence Review Table 
 
Citation: Hua, M. S., Li, G., Blinderman, C. D. & Wunsch, H. (2014). Estimates of the need for palliative care consultation 

across United States intensive care units using a trigger-based model. American Journal of Respiratory and 
Critical Care Medicine, 189(4), 428-436. https://www-ncbi-nlm-nih-gov.proxy-

hs.researchport.umd.edu/pubmed/24261961. doi: 10.1164/rccm.201307-1229OC 

Level IV 

Purpose/Hypothesis Design Sample Intervention Outcomes Results 

“To estimate the 

prevalence of intensive 

care unit (ICU) 

admissions who met 

criteria for palliative 

care consultation using 
different sets of 

triggers.” 

Retrospective cohort-

study 

Sampling Technique:  

 

Data came from the 

Project IMPACT 

database of ICU 

admissions from 2001-
2008. All ICU 

admissions were 

included with the 

exception of ICUs 

outside of the United 

States, ICUs that 

contributed less than 50 

admissions, and 

neurologic and 

neurosurgical ICUs who 

in total contributed a 
small number of patients 

(n=1,268). 

 

Total number of 

admissions reviewed 

n=385,770, from 179 

ICUs. 

Five triggers: 

1. ICU admission 

after hospital stay 

greater than or 

equal to 10 days. 

2. Multisystem organ 
failure greater than 

or equal to three 

systems. 

3. Stage IV 

malignancy. 

4. Status-post cardiac 

arrest. 

5. Intracerebral 

hemorrhage 

requiring 

mechanical 
ventilation. 

Primary outcome: 

percentage of ICU 

admissions meeting 

one or more of the 

primary triggers for 

palliative care 
consultation 

(n=53,124; 13.8%). 

The primary 

outcome was 

assessed for the 

entire cohort, after 

stratification by 

type of ICU, type of 

hospital, hospital 

location, and for 

individual ICUs. 
 

Overall assessment 

of validity of 

primary triggers 

was conducted 

using patient 

outcomes stratified 

by whether or not 

patients met one or 

more criteria for 

palliative care 

consultation. 

Statistical Procedures(s) and 

Results: 

 

Logistic regression for 

differences between primary 

outcome percentages, 
accounting for clustering of 

ICUs (no statistical 

significance). 

 

Comparison of differences 

between groups using Chi-

square, t-test, and Kruskal-

Wallis test (as appropriate). 

 

Performance of primary 

triggers compared to sets of 
alternative triggers using the 

Kappa statistic (Kappa=0.09 

[95% CI, 0.59-0.59]; P < 

0.0001). 

 

Comprehensive model of 

multiple sets of triggers 

identified a total of 75,923 

(19.7%) ICU admissions 

requiring palliative care; of 

them, 85.4% were captured 

with 5 specific triggers 
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 (listed under 

“Intervention”). 

Citation: Hurst, E., Yessayan, L., Mendez, M., Hammad, A., & Jennings, J. (2018). Preliminary Analysis of a Modified 
Screening Tool to Increase the Frequency of Palliative Care Consults. American Journal of Hospice and 
Palliative Medicine, 35(3), 417–422. https://doi.org/10.1177/1049909117712229 

Level II 

Purpose/Hypothesis Design Sample Intervention Outcomes Results 

“The objective of this 

study was to evaluate 
whether an objective 

screening tool could 

improve the frequency 

and timeliness of 

palliative care 

consultation.” 

Prospective quasi-

experimental 

Sampling Technique:  

 
All patients over 18 

years of age admitted to 

the ICU from 6/3/2013-

7/19/2013 were 

included in the study 

 

# Accepted: 223 

# Control: 156 

# Intervention: 67    

 

Power analysis: 

Sample size of at least 
123 patients was needed 

to detect a 20% 

difference between the 

control and intervention 

group with a 2-sided, 

5% significance level, 

and a power of 80% 

group weights (control: 

intervention of 2:1).                 

Group Homogeneity: 

No significant 
differences between 

groups with respect to 

age, gender, race, Acute 

Physiology and Chronic 

Health Evaluation II 

(APACHE II) scores, or 

ICU admitting 

diagnosis. 

Control: 

Existing medical 
intensive care unit 

(MICU) consultation 

and practice. 

  

Intervention: 

Screening tool 

utilization within 24 

hours of admission for 

each patient. 

 

Intervention fidelity 

(describe the protocol): 
6-item screening tool 

consisting of the 

follow “palliative care 

risk factors”: 

1. Admitted from 

skilled nursing 

facility, long-term 

care acute care, 

ventilator long-

term care or 

homecare with 
private duty nurse 

with activities of 

daily living 

dependence. 

2. End-stage 

dementia, 

amyotrophic 

lateral sclerosis, 

Primary outcome 

variable: 
Difference in the 

proportion of 

palliative care 

consults between 

the control and 

intervention groups. 

 

Secondary 

outcomes: 

Differences 

between control and 

intervention groups 
in the frequency of 

each triggered item 

in the screening 

tool and 

comparisons of 

median tie to 

consultation, 

number of 

ventilator-free days, 

and days in the 

MICU after 
palliative care 

consult. 

Statistical Procedures(s) and 

Results: 
 

22.39% consultations from 

intervention group 

7.05% consultations from 

control group 

Median time to consultation 

was lower in intervention 

group (2 day versus 2 days; 

p <0.01). 

 

Median length of stay was 

not different between the 
control and intervention 

groups (3 days vs 2 days; p 
= 0.44), nor were the 

number of ventilator-free 

days different (2 days vs 2 

days; p = 0.8943). 

 

P values < 0.05 were 

statistically significant. 

 

Most frequently triggered 
item on the scale was item 

#6, and item #3 triggered 

the fewest. 

X2 or Fisher’s Exact with 

frequencies less than 5. 
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Parkinson’s 

disease or multiple 

sclerosis. 

3. Large intracranial 

hemorrhage with 

anoxic 
encephalopathy or 

on ventilator. 

4. Advanced 

metastatic cancer. 

5. Admitted to ICU 

post-cardiac or 

respiratory arrest 

respiratory arrest 

with neurological 

compromise. 

6. Admitted to ICU 

with hospital 
length of stay > 5 

days or second 

ICU readmission 

with same 

diagnosis in 30 

days 

2-sided t-test or Kruskal-

Wallis test when data were 

not normally distributed. 

 

Kaplan-Meier product limit 

estimator for time to 
consultation in the MICU 

between groups 

Survival curves were 

compared using Wilcoxon 

model to give more weight 

to consultations at early 

time points. 

 

Unanticipated finding: 

The screening tool was 

effective in identifying all 

potential palliative care 
consult candidates during its 

use as evidenced by no new 

palliative care consults 

occurred following the 

initial 24-hour screening 

period. 

Citation: Pereira, S. Kozikowski, A., Pekmezaris, R., Sunday, S., Mir, T., Saad, M., Corrado, L. & Wolf-Klein, G. (2015). The 

relationship between the timing of palliative care consult and utilization outcomes for ventilator-assisted 

intensive care unit patients. Palliative and Supportive Care 13, 217-221. 

https://doi.org/10.1017/S147895151399193X 

Level III 

Purpose/Hypothesis Design Sample Intervention Outcomes Results 

“Given the great number 

of chronic care patients 

facing the end of life and 

the challenges of critical 

care delivery, there has 

been emerging evidence 
supporting the benefit of 

palliative care in the 

Intensive Care Unit 

(ICU). We studied 

Retrospective chart 

review 

 

 

Sampling Technique:  

 

N=90 

Summed pharmacy 

costs were compared 

using a paired t test 
before and after PCC 

and ICU LOS, ventilator 

days, and days to death 

N/A Earlier timing for 

PCC in the ICU is 

associated with a 

lower LOS through 

quicker mechanical 

ventilation (MV) 
withdrawal, 

presenting a unique 

opportunity to both 

decrease costs and 

Number of days from 

admission to PCC was 

correlated with total days on 

ventilator (p=0.685, p 

<0.0001) and total ICU 

LOW (p=0.654, p<0.0001). 
Number of days to PCC was 

correlated with pre-PCC 

total medication costs 

(p=0.539, p <0.0001). 
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relationships between 

the timing of palliative 

care consult (PCC) and 

two utilization 

outcomes—length of 

stay (LOS) and 
pharmacy costs—in 

ventilator-assisted ICU 

patients.” 

following ventilator 

discontinuation. 

improve patient 

care. 

Median medication costs 

were significantly reduced 

after the PCC (p<0.0001), 

from $230.96 to $30.62. 

Median medication costs 

decreased for all categories 
except analgesics, 

antiemetics, and opioids. 

The number of patients 

receiving opioid infusion 

increased (37% vs. 90%) 

after PCC (p < 0.0001). 

Citation: Weissman, D. E., & Meier, D. E. (2011). Identifying Patients in Need of a Palliative Care Assessment in the Hospital 

Setting: A Consensus Report from the Center to Advance Palliative Care. Journal of Palliative Medicine, 

14(1), 17–23. https://doi.org/10.1089/jpm.2010.0347 

Level II 

Purpose/Hypothesis Design Sample Intervention Outcomes Results 

“The staff and 

consultants of the Center 

to Advance Palliative 

Care (CAPC) have 

recognized the gap 

between what palliative 

care teams can provide 
and the needs of the 

larger pool of 

hospitalized patients 

with palliative care 

needs. As a first step to 

identify patients in this 

gap, and with the goal of 

working toward 

systems-based change, 

CAPC convened a 

consensus panel in 2010 

to address the following 
question:  

“What criteria should be 

used for hospitals to 

conduct prospective 

Expert panel 

consensus statement 

Sampling Technique:  

The Center to Advance 

Palliative Care 

convened a consensus 

panel that was made up 

of representations from 

professional and 
academic disciplines, 

the Veterans Health 

Administration, 

community hospitals, 

single hospitals and 

large health systems, 

adult and pediatric 

programs, and palliative 

care programs 

coordinated by both 

hospice agencies and 

hospitals. 

The panel began by 

reviewing palliative 

care consultation 

triggers already 

identified in the 

literature and as well as 

current practices. 
 

Several other key 

concepts were further 

deliberated: 

• Using specialty-

level palliative 

care professionals, 

currently a scarce 

resource, should be 

reserved for 

complex palliative 

care problems. 
Routine palliative 

care problems 

should be managed 

by health 

Development of 

primary and 

secondary criteria 

for two checklists—

one to use for 

screening at the 

time of admission 
and one for use 

during daily patient 

rounds. 

 

Starting point for 

all criteria chosen 

was the 

identification of 

patients with a 

potentially life-
limiting or life-
threatening 
condition. 

Primary criteria are 

global in nature and 
are to be used as the 

Criteria at time of 

admission: 

A potentially life-limiting or 

life-threatening condition 

and… 

Primary criteria: 

• The “surprise question”: 
You would not be 
surprised if the patient 
died within 12 months 
or before adulthood 

• Frequent admissions 

(e.g., more than one 

admission for the same 

condition within several 

months) 

• Admission prompted by 

difficult-to-control 
physical or 

psychological 

symptoms (e.g., 

moderate-to-severe 



DECREASING TIME TO PALLIATIVE CARE 25 

case-finding via a 

checklist, for patients 

with unmet palliative 

care needs?” 

professionals 

involved in day-to-

day care of 

patients in the 

same manner that 

routine cardiac 
problems are 

handled by 

primary care 

physicians, rather 

than cardiologists. 

• Every hospital 

(acute care, long-

term acute care, 

specialty) should 

develop a 

systematic 

approach to ensure 
that patients at 

high risk for unmet 

palliative care 

needs are 

identified and 

served in a timely 

manner. 

• Hospitals should 

develop a 

systematic 

approach to ensure 
that, upon 

admission and 

daily throughout 

the hospitalization, 

identified patients 

undergo a 

screening 

palliative care 

assessment by 

health 

professionals 

minimum expected 

standard-of-care. 

 

Secondary criteria 

are more specific 

and are designed to 
be used as 

supplementary 

criteria for hospitals 

that have the ability 

to implement more-

comprehensive 

systems of patient 

identification using 

a longer list of 

criteria. 

symptoms intensity for 

more than 24-48 hours) 

• Complex care 

requirements (e.g., 

functional dependency; 

complex home support 
for 

ventilator/antibiotics/fee

dings) 

• Decline in function, 

feeding intolerance, or 

unintended decline in 

weight (e.g., failure to 

thrive) 

Secondary criteria: 

• Admission from long-

term care facility or 
medical foster home 

• Elderly patient, 

cognitively impaired, 

with acute hip fracture 

• Metastatic or locally 

advanced incurable 

cancer 

• Chronic home oxygen 

use 

• Out-of-hospital arrest 

• Current of past hospice 
program enrollee 

• Limited social support 

(e.g., family stress, 

chronic mental illness) 

• No history of 

completing an advance 

care planning 

discussion/document 

 

Criteria during each hospital 

day: 
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providing day-to-

day care. 

• Hospitals should 

ensure that 

specialty-level 

palliative care 
services are 

available for needs 

that are unmet 

despite the best 

attempts of the 

health 

professionals 

involved in day-to-

day patient care. 

A potentially life-limiting or 

life-threatening condition 

and… 

Primary criteria: 

• The “surprise 

question”: You would 
not be surprised if the 
patient died within 12 
months or did not life 
to adulthood 

• Difficult-to-control 

physical or 

psychological 

symptoms (e.g., more 

than one admission for 

the same condition 

within several months) 

• Intensive Care Unit 

length of stay > 7 days 

• Lack of Goals of Care 

clarity or documentation 

• Disagreements or 

uncertainty among the 

patient, staff, and/or 

family concerning: 

o Major medical 

treatment decisions 

o Resuscitation 

preferences 
o Use of nonoral 

feeding or 

hydration 

 

Secondary criteria: 

• Awaiting, or deemed 

ineligible for, solid-

organ transplantation 

• Patient/family/surrogat

e emotional, spiritual, 

or relational distress 
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• Patient/family/surrogat

e request for palliative 

care/hospice services 

• Patient is considered a 

potential candidate, or 

medical team is 
considering seeking 

consultation, for: 

o Feeding tube 

placement 

o Tracheostomy 

o Initiation of renal 

replacement 

therapy 

o Ethics concerns 

o Left ventricular 

assist device 
(LVAD) or 

automated 

implantable 

cardio-defibrillator 

(AICD) placement 

o Long-term acute 

care (LTAC) 

hospital or medical 

foster home 

disposition 

o Bone marrow 

transplantation 
(high-risk patients) 

Citation: Zalenski, R., Courage, C., Edelen, A., Waselewsky, D., Krayem, H., Latozas, J., & Kaufman, D. (2014). Evaluation of 

screening criteria for palliative care consultation in the MICU: A multihospital analysis. BMJ Supportive & 
Palliative Care, 4(3), 254–262. https://doi.org/10.1136/bmjspcare-2013-000570 

Level VI 

Purpose/Hypothesis Design Sample Intervention Outcomes Results 

“In order to improve 
allocation of palliative 

care consultations to 

MICU patients with the 

highest need, we 

Quality improvement 
project 

Sampling Technique:  
 

# Eligible: 1071 patients 

admitted 

# Screened: 636 

Intervention: 
7-item screening tool 

created based off of 

two source documents 

(Nelson and 

Percentage of 
MICU patients 

screened (59.3%). 

 

Statistical Procedures(s) and 
Results: 

Patients with positive 

screens were more likely to 



DECREASING TIME TO PALLIATIVE CARE 28 

performed a quality 

improvement initiative 

to evaluate the impact of 

a 7-item trigger screen 

applied to admissions at 

MICUs of four affiliated 
teaching hospitals. This 

project assessed whether 

overall screen scores of 

individual item scores 

were associated with the 

outcomes or mortality, 

length of stay in the ICU 

or hospital or hospice 

discharge.” 

# Screened positive: 225 

 

Group Homogeneity: 

age was significantly 

different; race and 

gender were similar 
among screened 

patients. 

Weissman, above). 

Items included: 

1. Admitted from 

skilled nursing 

facility (SNF), 

long-term acute 
care (LTAC), 

long-term care 

with ventilator or 

home care with 

private duty nurse 

with activities of 

daily living 

dependencies. 

2. End-stage 

dementia, 

amyotrophic 

lateral sclerosis, 
Parkinson’s 

disease or multiple 

sclerosis. 

3. Large intracranial 

hemorrhage with 

anoxic 

encephalopathy or 

on ventilator. 

4. Advanced 

metastatic cancer. 

5. Admitted to ICU 
post-cardiac or 

respiratory arrest 

respiratory arrest 

with neurological 

compromise. 

6. Admitted to ICU 

with hospital 

length of stay > 5 

days or second 

ICU readmission 

with same 

Percentage of 

patients who 

screened positive 

(35.3%). 

 

Percentage of 
consults ordered 

(33.3%). 

 

Comparison of 

screened patients 

and consults 

ordered. 

Screen scores were 

compared with 

mortality, hospice 

discharge, and 

length of stay. 

have a consult ordered 

(33.6% vs 3.4%; p<0.001). 

 

Patients with positive 

screens had longer hospital 

and MICU stays (p<0.001) 
and had increased risk of 

inpatient mortality 

(p<0.001) and hospice 

discharge (p<0.001). 

 

Screening efficiency varied 

across hospitals from 46% 

to 82%. 

 

Palliative care consult was 

more likely if the patient 

had a higher screen score 
(16.8% for one risk factor, 

43.2% for those with two or 

more risk factors). 

 

Average palliative care 

consult time ranged from 2 

days to 3.8 days. 

 

Clinical judgement of 

practitioners played an 

important but unmeasured 
role in patient selection for 

consultation despite positive 

screen (69 with consults; 

156 without). 

 

Criteria of “admission from 

a skilled nursing facility” 

and “readmission to the 

ICU” were significant 

predictors of length of stay. 
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diagnosis in 30 

days. 

7. Team-perceived 

palliative care 

need based on 

poor prognosis and 
complex care; for 

example, 

considering 

dialysis, trach or 

PEG. 

 

Criteria of “cancer,” “post-

cardiac arrest,” and “team 

perceived need” were 

predictors of the composite 

variable of 

mortality/hospice discharge. 
 

“End stage dementia” and 

“intracranial bleed” were 

not predictive of adverse 

outcomes. 

 

There was a statistically 

significant increase in 

length of stay in the hospital 

and ICU as patients’ risk 

factors (screening score) 

increased. 
 

Tukey’s posthoc test 

showed significant increase 

in hospital length of stay 

between zero and one risk 

factor, and zero and two or 

more risk factors. There was 

also a significant increase in 

ICU length of stay between 

zero and two or more risk 

factors. 
 

Zero-truncated negative 

binomial regression analysis 

was fitted for the hospital 

and ICU length of stay 

individually. Each model 

was statistically significant. 

 

Logistic regression showed 

significant increases in 

inpatient mortality and 
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discharge to hospice as risk 

factors increased (compared 

to those with negative 

screens). 

 

Collinearity diagnostics 
were used to determine if 

any risk factors had 

overlapping variance and 

did not find any problematic 

correlation between 

screening items. 

 

The full model of 7 items 

was found to be accurate in 

predicting mortality and 

discharge to hospice 

(p<0.001, Nagelkerke R2 
0.268). 

Citation: Zalenski, R. J., Jones, S. S., Courage, C., Waselewsky, D. R., Kostaroff, A. S., Kaufman, D., Beemath, A., Brofman, 

J., Castillo, J. W., Krayem, H., Marinelli, A., Milner, B., Palleschi, M. T., Tareen, M., Testani, S., Soubani, 

A., Walch, J., Wheeler, J., Wilborn, S., … Welch, R. D. (2017). Impact of Palliative Care Screening and 

Consultation in the ICU: A Multihospital Quality Improvement Project. Journal of Pain and Symptom 
Management, 53(1), 5-12. https://doi.org/10.1016/j.jpainsymman.2016.08.003 

Level VI 

Purpose/Hypothesis Design Sample Intervention Outcomes Results 

“To determine the 

outcomes of receiving 

palliative care 

consultation for patients 

who screened positive 

on palliative care 

referral criteria.” 

Prospective quality 

assurance intervention 

with a retrospective 

analysis 

Sampling Technique:  

 

# Eligible: 1,923 

# Patients screened: 

1134 (59%) 

# Patients that screened 

positive: 431 (38%) 

[26 of the 431 screened 

positive patients were 

excluded due to missing 
data, leaving 405 

eligible patients who 

screened positive] 

7-Item screening tool 

including the following 

criteria: 

1. Admitted from 

skilled nursing 

facility (SNF), 

long-term acute 

care (LTAC), 

long-term care 

with ventilator or 
home care with 

private duty nurse 

with activities of 

Outcomes were 

compared for those 

patients who 

received palliative 

care consults and 

those that did not. 

 

Primary clinical 

outcomes: 

1. Conversion 
from full code 

status on 

admission to do 

not resuscitate 

Statistical Procedures(s) and 

Results: 

 

Covariate balancing 

propensity score method 

was used to estimate the 

conditional probability of 

receiving a palliative care 

consult and to balance 

important covariates. 
 

Patient demographics were 

examined for patient with 

consults and without 
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# Received palliative 

care consult: 161 (40%) 

daily living 

dependencies. 

2. End-stage 

dementia, 

amyotrophic 

lateral sclerosis, 
Parkinson’s 

disease or multiple 

sclerosis. 

3. Large intracranial 

hemorrhage with 

anoxic 

encephalopathy or 

on ventilator. 

4. Advanced 

metastatic cancer. 

5. Admitted to ICU 

post-cardiac or 
respiratory arrest 

respiratory arrest 

with neurological 

compromise. 

6. Admitted to ICU 

with hospital 

length of stay > 5 

days or second 

ICU readmission 

with same 

diagnosis in 30 
days. 

7. Team-perceived 

palliative care 

need based on 

poor prognosis and 

complex care; for 

example, 

considering 

dialysis, trach or 

PEG. 

 

(DNR) before 

discharge. 

2. Discharge to 

hospice 

services. 

3. Readmission to 
the same 

hospital, or 

hospital system 

within 30 days. 

 

Hospital resource 

utilization 

outcomes: 

1. Length of stay 

(LOS). 

2. Median direct 

variable costs. 

consults using t-test or x2 

where appropriate. 

 

Unadjusted odds ratio and 

logistic regression with 

adjusted odds ratio were 
used to evaluate binary 

analysis outcomes including 

DNR status, discharge to 

hospice, and readmission at 

30 days. 

 

Quantile regression was 

used to evaluate the effect 

of palliative care 

intervention on median 

hospital cost and LOS. 

There was no overall 
difference for patients who 

received consults and those 

who did not. 

 

Median hospital LOS for 

patients who received 

palliative care consults on or 

before hospital day 4 had 

total LOS 1.7 days shorter 

than those who screened 

positive but did not receive 
consults. 

 

Screen-positive patients 

who received palliative care 

consults had statistically 

significant association with 

greater use of hospice and 

increased orders for DNR 

and strong unadjusted odds 

ratios associated with 

outcomes. 
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Screens were 

performed within the 

first 24 hours of 

admission to the ICU. 

Patient diagnoses were 

assessed and quantified 
using the All Patient 

Refined Diagnosis 

Related Groups (APR-

DRG). 

Code status change to DNR 

and discharge to hospice 

was significantly higher 

among the patients who 

received palliative care 

consults that those who did 
not. 

Survivals curves were 

examined visually and 

statistically and indicated 

that there was a clear 

separation between the 

patients who received 

consults by day 4 and those 

that did not receive consults, 

as well as those who 

received consults between 

days 5 and 7 and patients 
who did not receive consults 

after day 5. 

Median total direct costs 

were $1815 less among 

patients who received an 

early consult (on or before 

day 4) compared to those 

who did not get consults. 

*Ratings based on Melnyk & Fineout-Overholt (2015) rating system for hierarchy of evidence (see references for full citation) 
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Table 2.  
 
Evidence Synthesis Table 

Evidence Based Practice Question (PICO): How can palliative care consults occur earlier than day 6 (on average) for adult patients in the intensive care unit 

(ICU) at a community satellite hospital associated with a large academic medical center? 

Level of 
Evidence 

# of 
Studies Summary of Findings Overall Quality 

II 1 

Weissman & Meier (2011) published a consensus report 

which found that the implementation of a checklist, and 

screening of patients at admission to the ICU and daily 

throughout ICU stay was an efficient way to reserve 

specialized palliative care for truly complex palliative 

care needs, while allowing for the ICU team to provide 
standard of care. 

A This article is clearly written by experts in their field, as Weissman & 

Meier article was written on behalf of the Center to Advance Palliative 

Care (CAPC). 

III 2 

Hurst et al. (2017) found that the implementation of a 

simple, objective screening tool decreased time to 

palliative care consultation and resulted in an increase of 

palliative care referrals. 

Pereira et al. (2015) found that earlier referral correlated 

with increased cost savings as goals of patient care 

changed to quality vs quantity. 

B The Hurst article used a quasi-experimental approach with a specific 

control group, and the study was adequately powered. There was 

homogeneity between groups. However, the study was not completely 

controlled due to the fact that the providers from the control ICU may 

have overlapped to the intervention ICU and vice versa. The study was 

also not randomized. The timing of palliative care consultations was also 

limited by staff availability (no palliative care team staff were available 

outside the hours of 9am to 5pm Monday-Friday). 

 

B The Pereira article is a retrospective study with no intervention that 

demonstrated decreased cost and length of stay for ICU patients when 
palliative care was referred.  

IV 1 

Hua et al. (2013) used the Project IMPACT database 

(part of the Society of Critical Care Medicine) to conduct 

a retrospective study. They were able to test a specific 

set of screening criteria, and by adding those triggers in 

a stepwise fashion were able to assess the impact of each 

trigger on overall prevalence in the cohort. 

B This article had adequate power but was not randomized or controlled. 

This was a retrospective study from a database system that allows 

quantification of practice patterns and patient outcomes. Their results 

were statistically significant and through this study they were able to 

determine specific objective criteria that were better at identifying ICU 

patients in need of palliative care referrals better than certain subjective 

criteria. 

VI 2 

Both Zalenski et al. (2014, 2017) articles were quality 

improvement projects that sought to determine the utility 

of a screening tool for palliative care referrals. The 

earlier Zalenski et al. (2014) article primarily measured 

the frequency that palliative care consults were ordered 

C The Zalenski et al. (2017) article was a retrospective analysis of a 

prospective quality improvement project. There was no randomization 

or control, however they reported that “standard methods” were used to 

reduce the effect of selection bias and control for heterogeneity. There 

was no assessment of inter-rater reliability, and not all patients who were 
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*Ratings based on The Johns Hopkins Nursing Evidence-Based Practice Rating Scale from Newhouse et al. 2005 (see references for full citation)

when a patient was screened and had a positive screen 

(was identified as a patient in need of palliative care 

services). The later Zalenski et al. (2017) article was able 

to demonstrate the impact that the use of a screening tool 

would have on total hospital costs, and patient length of 

stay, as well as other factors such as a change in code 
status to ‘do not resuscitate,’ discharge to hospice, and 

30-day readmission rate. 

admitted to the ICU were screened for palliative care needs (they did not 

formally study why all patients did not receive the screening, but 

feedback provided by nurses stated that a lack of time during admission 

was a major reason for not completing the screening tool).  

 
B The other Zalenski et al. (2014) article was able to assess the validity 
of individual items on the screening tool. It was also determined the 

physician reluctance to consult palliative care was a major reason for not 

referring patients despite a positive screen. 
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Figure 1 
 
Afaf Meleis Transitions Theory 

 
The middle range Transitions Theory. Source: Im, 2018 (see references for full citation) 
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Figure 2  
 
Run chart of baseline data compared to implementation period data by week: Time to referral to palliative care 
 

Note: There were no admissions/no screening tools were completed during week 6, 8, and 9, so no data for those weeks is presented above. 
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Table 3 
 
Descriptive Statistics of ICU patients screened for Palliative Care needs; N=103 
 

Demographic Data n % Range Mean (SD) 
Sex  

Male 55 53.4%   
Female 48 46.6%   

Race  
Black 12 11.7%   
White 87 84.5%   
Other 4 3.9%   

Ethnicity  
Hispanic 3 2.9%   
Non-Hispanic 100 97.1%   

Age (in years) 22-94 64 (15.26) 
22-40 8 7.77%   
41-60 34 33%   
61-80 41 39.8%   
81-94 20 19.43%   
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Figure 3 
 
Histogram for Time from ICU admission to Screening Tool Completion in hours 
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Figure 4 
 
Histogram for Time from ICU admission to Screening Tool Completion in ICU days 
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Table 4 
 
Palliative Care Criteria Distribution  
 
Criteria n % 
No Criteria Met 32 31.1% 
Primary Criteria 38 36.9% 
Secondary Criteria 51 49.5% 
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Table 5 
 
Positive Palliative Care Screen Frequency; N=103 
 
Positive Palliative Care Screen n % 
Yes 57 55.3% 
No 46 44.7% 
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Table 6 
 
Primary Criteria Distribution (requires one for identification of palliative care need, can have 
more than one present) 
 
Primary Criteria n % 
Readmission within 30 days of hospital discharge 15 39.5% 
Third (3rd) hospital admission within last 6 months 21 55.3% 
Current hospital stay >10 days (if admitted to ICU from another inpatient 
unit or another hospital) 

3 7.6% 

End-stage dementia, amyotrophic lateral sclerosis (ALS), Parkinson’s disease, 
or multiple sclerosis (MS) 

2 5.3% 

Decline in function, feeding intolerance, or unintended weight loss (e.g., failure 
to thrive) 

5 13.2% 
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Table 7 
 
Secondary Criteria Distribution (requires two to identify palliative care need; can have multiple present) 
 
Secondary Criteria n % 
Admitted from long-term skilled nursing facility or acute care facility, or admitted from home with activities of daily 
living dependencies requiring skilled nursing 

6 11.8% 

Admission due to out-of-hospital cardiac arrest requiring targeted temperature management 5 9.8% 
Declining ability to complete activities of daily living 12 23.5% 
Multiple system organ failure 10 19.6% 
Known end-stage organ disease including cirrhosis, renal disease on dialysis, New York Heart Association class III 
or IV heat failure, or COPD on home oxygen 

6 11.8% 

Acute shock requiring at least 6 hours of vasopressors or inotropic support 14 27.5% 
Advanced or metastatic cancer 2 3.9% 
Acute respiratory failure requiring mask ventilation of intubation 35 68.6% 
Tracheostomy placement or surgical feeding tube (PEG) is being considered 2 3.9% 
Status epilepticus >24 0 0.0% 
Any recurrent brain neoplasm 0 0.0% 
Current or past hospice program enrollee 0 0.0% 
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Table 8 
 
Time from ICU Admission to Referral to Palliative Care in hours and ICU days; N=29 
 
 Mean Median SD 
Time in hours 41.09 25.68 44.46 
ICU Day 2.52 2 1.70 
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Figure 5 
 
Histogram for Time from ICU Admission to Referral to Palliative Care in Hours 

 
  

0

2

4

6

8

10

12

14

0 To 20 20 To 40 40 To 60 60 To 80 80 To 100 100 To 120 120 To 140 140 and
over

N
um

be
r o

f O
bs

er
va

tio
ns

Time in Hours



DECREASING TIME TO PALLIATIVE CARE 46 

Figure 6 
 
Histogram for Time from ICU Admission to Referral to Palliative Care in ICU Days 
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Table 9 
 
Reasons for no referral despite positive palliative care screen; N=28 
 
Reason for No Referral n % 
Palliative care already involved or patient DNR/DNI 7 25% 
GCS > 13 5 17.8% 
Post-Surgery 4 14.3% 
Age < 55 3 10.7% 
Full code/family requested full aggressive care 2 7.14% 
Overdose 1 3.57% 
Waiting for rewarming after targeted temperature management s/p cardiac arrest 1 3.57% 
Repatriation 1 3.57% 
Admitted twice in one week for same problem 1 3.57% 
Organ failure due to rhabdomyolysis s/p fall (acute) 1 3.57% 
Medication non-compliance/lack of understanding (needs social work, not palliative care) 1 3.57% 
New COVID-19 diagnosis 1 3.57% 

Note: DNR: do not resuscitate; DNI: do not intubate; GCS: Glasgow Coma Scale 
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Table 10 
 
Time to Consultation with Palliative Care (patient seen by Palliative Care Team Member); 
N=25 
 
 Mean Median SD 
Time in hours 64.32 48.87 44.23 
ICU days 3.4 3 1.87 
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Figure 7 
 
Histogram for Time from ICU Admission to Consultation with Palliative Care in Hours 
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Figure 8 
 
Histogram for Time from ICU Admission to Consultation with Palliative Care in ICU Days 
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Table 11 
 
System Usability Scale Results 
 

Response by User 
Survey Question A B 
1. I think that I would like to use this tool frequently 4 5 
2. I found this tool unnecessarily complex 2 2 
3. I thought the tool was easy to use 4 4 
4. I think that I would need the support of a technical person to be able to use this tool 1 1 
5. I found the various functions of this tool were well integrated 4 4 
6. I thought there was too much inconsistency in this tool 2 2 
7. I would imagine that most people would learn to use this tool very quickly 5 4 
8. I found the tool very cumbersome to use 2 2 
9. I felt very confident using this tool 5 4 
10. I needed to learn a lot of thing before I could get going with this tool 2 1 

 
Score: 82.5 
Net Promoter Score (NPS): Promoter 
Acceptable: Yes 
Adjective: Excellent 
Grade: A 
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Table 12 
 
Scoring the System Usability Scale (SUS) 

1. For questions 1, 3, 5, 7, and 9, subtract 1 from the item score for the item contribution total. 

2. For questions 2, 4, 6, 8, and 10, substrate the item score from 5 for the item contribution total. 

3. Add all the item contribution totals and multiply by 2.5 

4. Scores range from zero (very poor perceived usability) to 100 (Excellent perceived usability). 

Adapted from “Item Benchmarks for the System Usability Scale” by J. R. Lewis & J. Sauro (2018) (see references 
for full citation) 
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Appendix A: Palliative Care Screening Tool 

 
 

CISERO Project ID # HP-00092070 
 

This tool is based on validated recommendations from the Center to Advance Palliative Care (CAPC) Palliative Care Referral Criteria, 
available at: https://www.capc.org/toolkits/patient-identification-and-assessment/, Ma, et al. (2019)  Early palliative care consultation 
in the medical ICU: A cluster randomized crossover trial, Screening Criteria (Table 1), and Weissman & Meier (2011) Identifying 
patients in need of a palliative care assessment in the hospital setting: A consensus report from the Center to Advance Palliative Care, 
Criteria for a Palliative Care Assessment at the Time of Admission (Table 3). 

Palliative Care Screening Tool              Patient ID sticker:      
 

Date:     Time:        Screening tool #:   
 
Person Completing Tool:                      
 
Please check the criteria that apply to your patient by circling Y (yes) in the right column 
Primary Criteria 
Readmission within 30 days of hospital discharge Y 
Third (3rd) hospital admission within the past six months Y 
Current hospital stay > 10 days (if admitted to ICU from another inpatient unit or another  
hospital) 

Y 

End-stage dementia, amyotrophic lateral sclerosis (ALS), Parkinson’s disease or multiple  
sclerosis (MS) 

Y 

Decline in function, feeding intolerance, or unintended weight loss (e.g. failure to thrive)  Y 
If one or more Primary Criteria apply to your patient (one or more Y circled) place a referral to Palliative Care 
AND you do NOT need to fill out the rest of this form. 

 
If NO Primary Criteria apply to your patient, please check the Secondary Criteria that apply to your patient by 
circling Y (yes) in the right column 
Secondary Criteria 
Admitted from long-term skilled nursing facility or acute care facility, or admitted from  
home with activities of daily living dependencies requiring skilled nursing 

Y 

Admission due to out-of-hospital cardiac arrest requiring targeted temperature  
management 

Y 

Declining ability to complete activities of daily living  Y 
Multiple organ system failure Y 
Known end-stage organ disease including cirrhosis, renal disease on dialysis,  
New York Heart Association class III or IV heart failure, or COPD on home oxygen 

Y 

Acute shock requiring at least 6 hours of vasopressors or inotropic support Y 
Advanced or metastatic cancer Y 
Acute respiratory failure requiring mask ventilation or intubation Y 
Tracheostomy placement or surgical feeding tube (PEG) is being considered Y 
Status epilepticus > 24 hours Y 
Any recurrent brain neoplasm Y 
Current or past hospice program enrollee Y 

If multiple Secondary Criteria apply to your patient (more than one Y circled) and you have clinical suspicion 
of patient need, place a referral to Palliative Care 
 
Was referral to Palliative Care made?    Y   /   N  
 
Date referral was made:      Time referral was made:     
 
If found, please return to Upper Chesapeake ICU desk and/or scan and email to mleath@umaryland.edu 
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Appendix B: REDCap Data Collection Tool 
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Appendix C: Staff Education Handout (3 pages)
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Appendix D: Poster Presentations in the ICU Break Room 
 

 
Image 1. Posterboard Overview of Project 
 

 
Image 2. Posterboard of Baseline Data 
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Image 3. Posterboard for Weekly Run-Chart Data and Weekly Data Compared to Baseline Data. 
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Appendix E: Screening Tool User Survey 
Evaluation of Palliative Care Screening Tool for Screening Tool Users 

System Usability Scale (SUS) 
 Strongly 

Disagree 
Disagree Neutral Agree Strongly 

Agree 

1) I think that I would like to use this 
tool frequently 

 

     

2) I found the tool unnecessarily 
complex 

 

     

 
3) I thought the tool was easy to use 

 

     

4) I think that I would need the support 
of a technical person to be able to use 
this tool 

 

     

5) I found that the various functions in 
this tool were well integrated 

 

     

6) I thought that there was too much 
inconsistency in this tool 

 

     

7) I would imagine that most people 
would learn to use this tool very quickly 

     

 
8) I found the tool awkward to use 

 

     

 
9) I felt very confident using the tool 

 

     

10) I needed to learn a lot of things 
before I could get going with this tool 

 

     

Adapted from “An empirical evaluation of the System Usability Scale” by A. Bangor, P. T. Kortum, & J. T. Miller 
(2008) (see references for full citation) 
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Open-Ended Questions: 

 

1) Please describe what you liked about the Palliative Care Screening Tool. 
 

 

 

 

2) Please describe what you would change about the Palliative Care Screening Tool. 
 

 

 

 

 

3) Please describe anything you felt facilitated the implementation process for the use of the 
Palliative Care Screening Tool. 
 

 

 

 

4) Please describe any barriers that you observed about the implementation process for the 
Palliative Care Screening Tool. 

 
 
 
 
 
 
 
 

 
Thank you for your participation in this Quality Improvement project! 


