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" The chief obstacle to discovery is the illusion of knowledge “Anonymous





Background

• Palliative care (PC) is a holistic approach which incorporates 
management of physical, psychological and spiritual symptoms, 
communication regarding goals of care, support for clinicians 
and families, and planning for care transitions in patients with 
critical illness .

• Even though data suggest that PC improves quality of life, and 
decreases caregiver burden, cost , and hospital and intensive 
care unit (ICU) length of stay , the integration of PC in the ICU is 
not universally accepted. 

• Poor understanding of what PC provides is one of the barriers to 
the widespread implementation of their services in ICU.
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The WHO definition of Palliative care 

• Providing relief from pain and other distressing symptoms.

• Affirming life and regarding dying as a normal process.

• Intending neither to hasten nor postpone death.

• Integrating the psychological and spiritual aspects of

patient care.

• Offering a support system to help patients live as actively as

possible until death.

• Offering a support system to help the family cope during the

patient’s illness and in their own bereavement.









PAIN





WHO Analgesic ladder





IV Analgesics           





Seizures

➢ Seizures in this population can be due to primary or 
metastatic brain cancers, strokes, toxic/metabolic causes 
including hypoglycemia, or pre-existing seizure disorders. 

➢ Up to 40% of patients with brain tumors have a seizure at 
the time of diagnosis. 

➢Although antiepileptic drugs (AEDs) are commonly started as 
prophylaxis at the time of brain tumor diagnosis, they have 
not been found to prevent seizures .

➢For patients with a seizure history, including those with brain 
tumors, AEDs should be continued as long as possible. For 
patients who lose an enteric route and have no intravenous 
access, rectal administration of prophylactic AEDs is possible. 



Regional anesthetic techniques



Regional anesthetic techniques

• Central

• Better quality of Analgesia

• More difficult to perform

• More grave complications

• Thoracic Epidural 

• Can not be performed in 
anticoagulated patients.

• Can not be performed in patients 
with spine injury.

• Peripheral

• Less quality of Analgesia

• Easier to perform

• Less grave complications

• Paravertebral Block, ICNB, ESPB 
and SAPB.

• ESPB and SAPB can be performed 
in anticoagulated patients.

• Can be performed inpatients with 
spine injuries.



Thoracic Epidural Analgesia



Erector Spinae Plane Block(ESPB)



Serratus Anterior Plane Block(SAPB)





Dyspnea(Breathlessness)

• The definition of dyspnea has recently been divided 
into breakthrough or episodic and continuous dyspnea. 
Episodic breathlessness is “characterized by a severe 
worsening of breathlessness intensity or 
unpleasantness beyond usual fluctuations in the 
patient’s perception” . 

• Refractory dyspnea is a debilitating symptom of an 
advanced pulmonary and cardiovascular disease that is 
characterized by difficulty breathing persisting at rest 
or with minimal exertion despite optimal therapy of the 
underlying condition.

• “Dyspnea crisis” is defined as a “sustained and severe resting 
breathing discomfort that occurs in patients with advanced, often 
life-limiting illness and overwhelms the patient and caregivers' 
ability to achieve symptom relief.”















IV Sedatives







 



Grief, Mourning and Bereavement

Grief is our personal experience of loss. Grief is multifaceted and can 
literally affect all areas of our life: spiritual, psychological, behavioral, 
social, and physical. In grieving, we come to terms with what has changed 
our life and how our life has changed. 
Mourning is a public expression of our grief. It is the societal process by 
which we adapt to loss. Examples of mourning include funeral and 
memorial services, flying flags at half-staff, temporarily closing a place of 
business in honor of the person who has died, and many other rituals that 
help us feel that we are doing something to recognize our loss.
Bereavement is the period after a loss during which mourning occurs 
(usually a relatively brief time) and grief is experienced (often for a much 
longer time).

https://www.emedicinehealth.com/grief_bereavement_mourning_quiz_iq/quiz.htm
https://www.emedicinehealth.com/grief_bereavement_mourning_quiz_iq/quiz.htm
https://www.emedicinehealth.com/grief_bereavement_mourning_quiz_iq/quiz.htm




Persistent Complex bereavement 
disorder(DSM V)

• A. The individual experienced the death of someone with whom he or 
she had a close relationship. 

• B. Since the death, at least one of the following symptoms is 
experienced on more days than not and to a clinically significant 
degree and has persisted for at least 12 months after the death in the 
case of bereaved adults and 6 months for bereaved children: 

• Persistent yearning/longing for the deceased. 

• Intense sorrow and emotional pain in response to the death. 

• Preoccupation with the deceased. 

• Preoccupation with the circumstances of the death.



Persistent Complex bereavement 
disorder(DSM V)

• C. Since the death, at least six of the following symptoms are experienced 
on more days than not and to a clinically significant degree, and have 
persisted for at least 12 months after the death in the case of bereaved 
adults and 6 months for bereaved children: 

• Reactive distress to the death 
• Marked difficulty accepting the death.
• Experiencing disbelief or emotional numbness over the loss. 
• Difficulty with positive reminiscing about the deceased. 
• Bitterness or anger related to the loss. 
• Maladaptive appraisals about oneself in relation to the deceased or the 

death (e.g., self-blame). 
• Excessive avoidance of reminders of the loss (e.g., avoidance of 

individuals, places, or situations associated with the deceased. 
• D. The disturbance causes clinically significant distress or impairment in 

social, occupational, or other important areas of functioning. 
• E. The bereavement reaction is out of proportion is out of proportion to 

or inconsistent with cultural, religious, or age-appropriate norms. 









PROGNOSTICATION



Widely used ICU prognostic models

• Glasgow Coma scale(GCS)

• Acute Physiologic and Chronic Health Evaluation (APACHE)
score.

• Simplified Acute Physiology Score (SAPS).

• Sequential Organ Failure Assessment (SOFA) score.

• Quick Sequential Organ Failure Assessment (qSOFA) score.

• Prognosis for prolonged Ventilation (ProVent) score.

• Shock index (SI)for Hypovolemic Shock and 28 day 
mortality.















Prognosis for prolonged Ventilation(ICU)

➢ ProVent (at 3 weeks)                                          Score

▪ Age>50 years                                                    1

▪ Currently on Vasopressors                            1

▪ Current platelet count <150,000 k               1

▪ Currently on Hemodialysis                            1

➢ 1-year mortality Total score

• 15%                                                                       0

• 42%                                                                       1

• 88%                                                                       2

• 95%                                                                       3

• 100%                                                                     4



                                                                                                            

          



Cardiac arrest resulting in CPR

➢Patients already in ICU at the time of arrest:

• On vasopressors at the time: 9.3% survival to discharge.                                                  

• Not on Vasopressors at the time: 21.2% survival to 
discharge.

• Overall:15.9% survival to Hospital discharge.



Compassionate (Terminal) Extubation



Compassionate (Terminal) Extubation

• Definition: 
Withdrawal of mechanical ventilation from critically ill patients. 

• Patients are not expected to survive without respiratory support.
Patient has to be DNR/DNI .

• Must be approved by surrogate.

• Start by weaning off Vasopressors ,stop antibiotics and any unnecessary meds .
• Make sure No muscle relaxant is given in the last 24 hours.
• Oxygenation, suction should proceed extubation.
• Be ready with IV Anticholinergic, Benzodiazepine and Opioid.
• Allow family to enter the room after the extubation and Keep the Monitor away 

from family.
• Ask for Religious counselor to be present after taking permission from family.
• The patient may survive either method of withdrawal for minutes, 

hours, or, occasionally, days.



IV Supportive meds          



                                             

DNR/DNI, Palliative sedation , Physician 
assisted suicide and Euthanasia



DNR/DNI, Palliative sedation , Physician 
assisted suicide and Euthanasia

• DNR/DNI: is a legal order written either in the hospital or on a 
legal form to withhold cardiopulmonary resuscitation (CPR) or 
advanced cardiac life support (ACLS), in respect of the wishes of a 
patient in case their heart were to stop or they were to stop 
breathing (withdrawal vs withholding).

• Palliative Sedation :Controlled administration of sedative medications to 
reduce patient consciousness to the minimum extent necessary to 
render intolerable and refractory suffering tolerable. 

• Physician assisted suicide the physician provides the prescription of the 
lethal drug(s) with instructions of how to use, but the patient is the 
agent who decides when and if to take it and self administers.

• It is best to limit use of the term “Euthanasia” to those cases in which 
the life of the patient is terminated actively (i.e., by lethal medication) 
and directly (intentionally).        





PC-ICU Integration

• Three separate models have been proposed to aid better PC-ICU 
integration: improving palliative care by ICU clinicians, as part of 
routine ICU practice (integrative model); improving palliative 
care by utilizing specialist PC teams (consultative model); and a 
(mixed model)that incorporates both of these strategies.

• Recently, existing evidence was organized to address: (1) 
opportunities to alleviate physical and emotional symptoms, 
improve communication, and provide support for patients and 
families; (2) models and specific interventions for improving ICU 
palliative care; (3) available resources for ICU palliative care 
improvement; and (4) ongoing challenges and targets for future 
research. 







          



KEY LEARNING POINTS                                                                
Why Integrating Palliative care in ICU practices?

• PC is a Patient Centered approach
• PC improves communication
• PC alleviates distress
• PC can help aligning medical decisions with Goals and values
• PC Improves Symptoms and QOL
• PC decreases Care giver burden
• PC improves family satisfaction
• PC reduces cost and lowers intensity of care
• PC enhances continuity of care
• PC can assist in DNR discussion
• PC can assist in identifying Bereavement risk
• Palliative care shortens ICU stay
• PC does not affect Mortality                    
• PC Provides patients the Bigger picture and option of opting out                     





Thank you
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