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Abstract
Some patients who are admitted to the intensive care unit face the terminal phases of the disease, which ultimately leads to death. Advanced
knowledge of palliative care is recommended for all healthcare professionals dealing with these patients. In many situations, patients need
to evaluate their needs on a daily basis, as the introduction of further interventions may not be useful to them. Co-operation of health team
members regarding the overall care goals needs to be carefully assessed in collaboration with patients and their families. Adoption of endof-life protocols in intensive care units is the most important step in improving the quality of care. A multidisciplinary team is a key factor in
determining the necessary advanced care. In addition, patients and families should be told that palliative care includes the best possible care for
this specific situation as well as respect for their desires and social and spiritual needs. Therefore, the aim of this paper is to present palliative
care as a support to health professionals in intensive care units in providing terminal patients care. A new concept of work according to the
hospice model as an alternative to intensive care and the hospital environment should also be directed.
Keywords: Palliative care;Intensive care unit;Concept

Introduction
The World Health Organization has announced that only 14%
of those who are in need around the world receive palliative care
[1]. Due to the high technology available in intensive care units
for advanced life support, palliative care and intensive care has
become a challenge. Therefore, immediate intensive care should
be balanced between the palliative and the critical conditions that
can be treated [2]. In addition, the primary purpose of intensive
care unit should not only be to promote aggressive treatment; it
should also help patients and families make wise decisions about
life [3]. Therefore intensive care physicians and nurses need
adequate training to fulfill this fundamental and current approach
[4]. At present, the presence of palliative care is an accreditation
element adopted by health care quality agencies and used to
select the best clinical centers [5]. Palliative care in intensive care
units supports patients and families and can provide a better
environment, better care and increased life-long awareness [6].

Discussion

Communication between intensive care unit staff and patients
and family members is often inadequate. Recent studies have
shown a dissatisfied family with communication [7]. The quality
of this communication is directly related to family satisfaction
with treatment [8]. Patients and family communication can be
severe in intensive care units because of severity of the disease,
medical complications, high risk of death and limited medical
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knowledge of the family. Efforts to improve the quality and
quantity of this information (when the patient is stable) improves
the effectiveness of intensive care, reduces the burden of patient
care over their lifetime and reduces the burden on families and
healthcare workers [9]. There is little available research on
family interactions with staff in intensive care units. A systematic
approach to day-to-day communication can be effective in these
situations. Good communication is an essential part of medical
practice in intensive care units. The key elements are the
identification of consistent medical and family individuals; setting
a regular time for daily information; defining the main problems
initially and how the clinical course proceeds; recognition
and respect for patient care; and summarize and consistently
communicate. After initial patient assessment and stabilization,
the first family information, it is important to familiarize family
members, identify key decision-makers, report initial assessments
and diagnostic plans, assess the existence of advanced directives,
and plan subsequent agreements. Many individuals did not
have experience with critically ill family members. It is useful
to explain organizational patterns and care about intensive care
and to explain the roles and hierarchy of care teams. Planned
information is useful only after visiting, handing over the service
and after performing one part of the care.
A consistent communicator for each patient can provide
reduced ambiguity and confusion. This allows for direct
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observation of the patient’s interaction and an opportunity to
hear the discussion about the possibilities of assessment and
care. If there are no such guidelines, the family may be advised
to consider what their relative could choose if they were fully
aware of the circumstances. Efficient communication can facilitate
continuous care [10]. Clinical advances in intensive care units
can be focused later on discussions on status, care needs, or
palliative care options. Families know that their beloved person
has received the best care options and that their wishes are
respected. This approach is effective if the outcome is complete
recovery, death in JIL or transition to palliative care. The definition
of dying with dignity recognizes unconditional internal human
values, such as body comfort, quality of life, autonomy, meaning,
preparation and interpersonal relationships. Preserving dignity,
avoiding unwanted events, preventing and resolving conflicts are
the responsibilities of intensive care personnel in charge of the
patient [2]. There is a paradigm shift, with emphasis on relieving
the suffering of a sick person instead of a person’s illness.
The usual therapeutic approach should be defined on the
basis of previous discussions among the multidisciplinary team
of ICU, including all that deal with the patient. This will avoid
uncertainty for patients and families. This proactive approach
to communicating with palliative patients and families reduced
residence and hospitalization times in ICU. Care emphasizes
the quality of the last days of life in relation to its amount [11].
Communication with the family should be based on the confidence
and clear understanding that withdrawal or retention of life
support is not related to withdrawal or retention of care [12].

Conclusion

Mortality in intensive care units is still high, and the health
care team in intensive care units is constantly faced with complex
situations in which advanced life-long life will not reach the
goal of avoiding death nor respects the patient’s and family’s
desires. The key is the cooperation of all health professionals
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with multidisciplinary team involved in patient care. We must be
prepared to discuss the limitations of technology for the treatment
and palliative care of patients and their families. Hospitals should
develop protocols for complex cases, which also include a number
of experts and respect for ethical aspects.
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