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Objective: The purpose of this study was to determine
the extent to which data entry forms, guidelines, and
other materials used for documentation in intensive
care units (ICUs) attend to 6 key end-of-life care
(EOLC) domains: 1) patient and family-centered deci-
sion making, 2) communication, 3) continuity of care,
4) emotional and practical support, 5) symptom man-
agement and comfort care, and 6) spiritual support. A
second purpose was to determine how these materi-
als might be modified to include more EOLC content
and used to trigger clinical behaviors that might im-
prove the quality of EOLC.

Participants: Fifteen adult ICUs-8 medical, 2 surgical,
and 4 mixed ICUs from the United States, and 1 mixed
ICU in Canada, all affiliated with the Critical Care End-
of-Life Peer Workgroup

Methods: Physician-nurse teams in each ICU received
detailed checklists to facilitate and standardize collec-
tion of requested documentation materials. Content
analysis was performed on the collected documents,
aimed at characterizing the types of materials in use
and the extent to which EOLC content was incorpo-
rated.

Measurements and Main Results: The domain of
symptom management and comfort care was inte-
grated most consistently on forms and other materi-

VAILABLE EVIDENCE indicates that death

in the intensive care unit (ICU) is often an
isolated and painful experience that affords limited
dignity and solace for patients and families. The
same evidence suggests that communication, con-
tinuity of care, the administration of sedatives and
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als across the 15 ICUs, particularly pain assessment
and management. The 5 other EOLC domains of pa-
tient and family centered decision-making, communi-
cation, emotional and practical support, continuity of
care, and spiritual support were not well-represented
on documentation. None of the 15 ICUs supplied a
comprehensive EOLC policy or EOLC critical pathway
that outlined an overall, interdisciplinary, sequenced
approach for the care of dying patients and their fam-
ilies. Nursing materials included more cues for attend-
ing to EOLC domains and were more consistently
preprinted and computerized than materials used by
physicians. Computerized forms concerning EOLC
were uncommon. Across the 15 ICUs, there were op-
portunities to make EOLC- related materials more ca-
pable of triggering and documenting specific EOLC
clinical behaviors.

Conclusions: Inclusion of EOLC items on ICU format-
ted data entry forms and other materials capable of
triggering and documenting clinician behaviors is lim-
ited, particularly for physicians. Standardized scales,
protocols, and guidelines exist for many of the EOLC
domains and should be evaluated for possible use in
ICUs. Whether such materials can improve EOLC has
yet to be determined.

© 2004 Elsevier Inc. All rights reserved.

analgesics, and other aspects of end-of-life care
(EOLC) frequently are inadequate.’5 As a result,
there is a growing commitment within the critical
care community to improving EOLC in the ICU.
This commitment has been evidenced by position
statements from nursing and medical societies,®° a
directive from the Institute of Medicine,*° the pub-
lication of aclinical text on comprehensive EOLC
for criticaly ill patients,’t and a variety of educa
tional initiatives.12-14

Increasingly, medical and nursing practices have
been influenced by the use of evidence-based man-
agement guidelines, critical pathways, and proto-
cols. Within the ICU, the use of practice guidelines
and protocols covering such areas as the manage-
ment of mechanical ventilation and the administra-
tion of sedatives and neuromuscular blocking
agents has resulted in improved patient outcomes
and lower costs.'>22 |n other instances, however,
the development and dissemination of practice
guidelines has not resulted in improved patient
outcomes.2326 A number of recent studies, exam-
ining the use of evidence based pathways and
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protocols in the treatment of acute cornary syn-
dromes, have resulted in significant improvements
in patient outcomes.27-30 What these studies have
also demonstrated is that the gap that exists be-
tween evidence based therapy and the therapy that
occurs in practice results mainly from inadequate
guideling(s) implementation efforts at the local
level, rather than a knowledge deficit.27-30 Numer-
ous other studies have identified the range of strat-
egies needed for the successful implementation of
practice guidelines such as, tranglation into behav-
ior-triggering forms (computerized algorithms,
protocols, flowsheets, and standing orders); patient
and site specificity of forms; support from medical
and nursing leaders, and ongoing monitoring, re-
finement, and feedback.31-43 Practice guidelines
trandated into behavior-triggering clinical forms,
when implemented successfully, have served to
standardize EOLC in hospice and other set-
tings.#4-46 Whether the successful implementation
of similar evidence based clinical guidelines will
result in improved EOLC in the ICU has not been
examined.

Assuming that the quality of EOLC in the ICU
can be improved by the successful implementation
of forms, guidelines, and other materials that might
trigger clinical behavior, questions exist as to
whether such materials are generally available
within ICUs and, if so, how they might be better
designed. With these questions in mind, we con-
ducted the following study in 15 adult ICUs in
North America to determine: 1) what kinds of
policies and routine forms of documentation are
currently in use, 2) to what extent is EOLC content
currently represented on those forms, and 3) to
what extent can current documentation and data
entry forms be modified to incorporate more
EOLC items. We did not attempt to evaluate the
consistency or quality of the materials or to deter-
mine if they had improved EOLC in the ICUs
involved in the study.

MATERIALS AND METHODS
Participants

The ICUs selected for inclusion in this study
were located in 15 of the 18 hospitals represented
by members of the Critical Care End-of-Life Peer
Workgroup. Thisworkgroup is an interdisciplinary
task force of clinicians, educators, and investiga-
tors involved in critical care and EOLC, convened
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Table 1. Demographics of 15 Intensive Care Units

Variable Description N
Type of hospital University 12
Community (university- 2
affiliated)
Federal research agency 1
Location Urban 14
Rural 1
Number of 101-300 2
hospital beds 301-500 7
501-1000 4
>1000 2
Type of ICU Medical 8
Surgical 2
Combined Med/Surg 3
Combined Med/Cardiac 2
No. of ICU beds X =14
Range = 9-14
No. of additional X=3
ICUs in setting Range = 2-6

under the auspices of the Robert Wood Johnson
Foundation (RWJF). The hospitals were predomi-
nately urban teaching facilities with more than 300
beds and more than one ICU (Table 1).

Our goal was to involve 1 adult ICU in each
hospital where a workgroup member worked. We
chose not to include pediatric or neonatal 1CUs
because most of the workgroup members cared
only for adult patients. If aworkgroup member was
not currently in a clinical leadership role in a
particular ICU, that member appointed an appro-
priate institutional colleague to participate in the
project. To ensure that this project proceeded from
an interdisciplinary perspective and that data col-
lection was complete and accurate, workgroup
members, the majority of whom were physicians,
were asked to recruit a nurse colleague to collab-
orate with in data collection.

Fifteen physician-nurse teams representing 8
medical ICUs, 2 surgical ICUs, and 5 mixed ICUs
in the 15 North American hospitals participated in
the study. Fourteen of the ICUs were from US
hospitalsin 13 states and the District of Columbia,
and 1 was from Canada (Table 1).

Data Collection

Identified EOLC domains in the ICU. The
EOL C domains were devel oped from 2000-2002.47
In brief, this development was based on an exten-
sive review of EOLC issues in the critical care
setting conducted by the study coordinator (EBC)
and a consensus-generating process involving the
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authors and other members of the RWJF Critical
Care End-of-Life Peer Workgroup. The literature
review did not rank articles and texts quantitatively
because so little evidence-based literature was
available. The consensus process involved a mod-
ified Delphi approach over a series of meetings.
Six EOLC domains for use in the ICU were iden-
tified: 1) patient and family centered decision-mak-
ing, 2) communication within the team and with
patients and families, 3) continuity of care, 4)
emotional and practical support for patients and
families, 5) symptom management and comfort
care, and 6) spiritual support. Subsequently, a sev-
enth EOLC domain, emotional and organizational
support for ICU staff, was identified as key in the
ICU setting. Data analysis in this study did not
include this domain.

Checklists. To assure standardized data collec-
tion across al 15 sites, we developed 5 checklists
with an accompanying set of detailed instructions
for completing each checklist, and a demographic
inventory. The physician-nurse teams were asked
to collaborate in completing the checklists and to
return one set of completed checklists, the re-
quested forms, and the demographic inventory to
the project director.

Checklist 1 asked for medical and nursing forms
used routinely in the respondents’ ICUs, including
assessment forms, standing orders, and bedside
flowsheets. Our purposes in collecting routinely
used forms were to explore the extent to which
current documentation and data entry forms ad-
dressed EOLC domains and to assess how they
might be modified to incorporate more EOLC
items.

Checklist 2 asked for general hospital and ICU
policies that were implemented in the study 1CUs.
We defined policies as overarching standards of
careregarding a particular area of clinical practice.
We listed nine policies that we thought most ICUs
would have in place, and we asked for any other
policies that guided care and clinical practice in
their ICUs.

Checklist 3 asked for symptom assessment
scales used routinely to assess pain, agitation/se-
dation, dyspnea, and confusion and delirium with
both communicative and non-communicative pa-
tients. We selected these symptoms because they
are known to be prevalent in and distressing to
dying patientsin the ICU, and because reliable and
valid scales exist to assess them. In addition, we
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asked for any hospital or ICU-specific forms re-
garding the management of these four symptoms.

Checklist 4 asked for a range of ICU forms
related to end-of-life, palliative, and comfort care.
We specified the range of formsto include policies,
pathways, flowsheets, procedures, caremaps,
standing orders, protocols, management and/or ed-
ucational guidelines, and documentation forms.
We also asked for any forms that included the
assessment and documentation of any itemsrelated
to the six identified EOLC domains.

Checklist 5 requested forms related to caring for
patients whose diagnoses are associated with an
increased risk of dying in the ICU including, end-
stage renal, lung, liver and heart disease, multi-
system organ failure, sepsis, metastatic cancer,
neurological injury, mechanical ventilation for
more than 5 days, and an extended ICU stay.

Data Analysis

When all forms and checklists had been returned
to the study coordinator, their accuracy and com-
pleteness were confirmed prior to content analysis.
Follow-up interviews were conducted to clarify
any areas of ambiguity or obtain additional forms.
Forms were coded according to the following cri-
teria

a. whether forms were preprinted or formatted,

b. whether forms were computerized,

c. data categories represented on forms,

d. use/non-use of validated assessment scales
for four specified symptoms in communica-
tive and non-communicative patients,

e. specific assessment scales used,

f. specific form(s) where symptom assessment
documented,

g. frequency with which ICU forms addressed,
cued, or documented attention to items
within the six EOLC domains,

h. type of form (policy or behavior-triggering
document) that included EOL C domain items
(We defined policies as documents that out-
line broad standards of care in a particular
area, but which do not directly cue or trigger
clinician behavior or document that a behav-
ior has occurred. Under the category of be-
havior-triggering and documenting forms, we
included preprinted routine data entry forms
(flowsheets, admission assessments, progress
notes), management guidelines, caremaps or
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pathways, and standing orders and associated
protocols.), and

i. Target audience (interdisciplinary, medical,
and/or nursing) addressed by or routinely us-
ing each kind of form.

RESULTS
Types of Routine Documentation

Extent of medical and nursing data entry forms
preprinted and computerized. Medical and nurs-
ing routine data entry forms differed according to
frequency of use of preprinted formatted forms and
extent of computerization. Across the 15 ICUs,
nurses used the following preprinted forms rou-
tinely: a flowsheet in 100% (n = 15) of the ICUs
(this was computerized in 33% (n = 5) of the
ICUs); a preprinted admission assessment form in
73% (n = 11) of the ICUs [this was computerized
in 20% (n = 3) of the ICUs]. Medical forms were
less likely to be preprinted or computerized. Phy-
sicians used preprinted standing orders in 60%
(n = 9) of the ICUs, a formatted progress note in
47% (n = 7) of the ICUs, and a formatted admis-
sion assessment in 33% (n = 5) of the ICUs. In
only 2 ICUs were some medical forms computer-
ized.

Symptom assessment scales and forms docu-
menting symptom assessment. Across the 15
units, nursesin 93% (n = 14) of the ICUs reported
using a numerical rating scale (0-10) to assess pain
intensity in communicative patients; the score was
charted in an identified space on the flowsheet in
78% (n = 11) of these 14 ICUs. In addition, pain
assessment questions or reports appeared on: 5 of
the 11 preprinted nursing admission assessments, 1
of the 7 preprinted physician’s progress notes, and
none of the 5 preprinted physician’s admission
assessments. Thirteen per cent (n = 2) of the 15
ICUs reported using a standardized scale to assess
indicators of pain intensity in non-communicative
patients: 1 ICU used a modified Ramsay Scale,* 1
ICU used a scale with behavioral and physiologic
indicators.4°

Nurses in 60% (n = 9) of the 15 ICUs used a
standardized scale to assess agitation and sedation
level and documented the score on the flowsheet:
seven units used the Ramsay Scale,*® 1 unit used
the Sedation Level Scale® and 1 ICU used the
Sedation/Agitation Scale.5* None of the participat-
ing ICUs reported using specific scales to assess
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either dyspnea, confusion, or delirium in commu-
nicative and non-communicative patients.

Extent of End-of-Life Care Content in Existing
ICU Documents

Frequency of representation of EOLC domains
on ICU forms. Table 2 (far right-hand column)
displays the number of times each of the 6 EOLC
domains was represented on forms and other ma-
terials used for documentation across the 15 ICUs.
Collectively, the 6 EOLC domains were repre-
sented on 189 ICU forms. Across the 15 ICUs,
among the 189 forms collected that addressed
EOLC domains, symptom management and com-
fort care was the EOLC domain addressed most
frequently, appearing on 60% (n = 114/189) of
these ICU forms. Of the 114 symptom-related
forms, pain assessment and management was inte-
grated the most consistently, appearing on 37%
(n = 42/114) of the formsrelated to symptoms and
comfort care.

Patient and family centered decision-making
was the only other EOLC domain addressed with
some frequency, appearing on 21% (n = 39/189)
of the EOLC-related forms. Of the 39 ICU forms
which addressed patient and family centered deci-
sion-making, advance directives (n = 26/39) and
patient and family bills of rights (n = 13/39) were
the only items within this domain that were repre-
sented on any forms in these 15 ICUs.

The remaining 4 EOL C domains were addressed
the least frequently on the 189 EOLC-related
forms across the 15 ICUs: spiritual support on 6%
(n = 12/189) of the forms, communication on 6%
(n = 11/189) of the forms, emotional and practical
support on 5% (n = 10/189) of the forms, and
continuity of care on 2% (n = 3/189) of the forms.

Palicies addressing EOLC domains and audi-
ence addressed. Table 2 aso presents the analy-
sis of forms according to type (policy and/or
behavior-triggering form) that included items
within the 6 EOLC domains and the professional
audience addressed or routinely using the forms.
Among 70 policies applicable to EOLC practice
across the 15 ICUs, 87% (n = 61/70) addressed an
interdisciplinary audience. No ICU supplied a
comprehensiveinterdisciplinary EOLC policy. In3
ingtitutions, EOLC and palliative care were men-
tioned briefly, either as part of a bereavement path-
way or on a 1-2 page broad policy statement.

The majority (96%) of the 70 EOLC-related
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Table 2. Number of Times Each End-of-Life Care Domain Addressed by Type of Form and Audience Addressed

Behavior-Triggering Forms*

Policies

Total Behavior-Triggering Total Combined Forms

Total Policies

Addressing Each

Forms in Each
Domain (%)

in Each
Domain (%)

Domain (%)

Medical Nursing

Interdisciplinary

Nursing

Interdisciplinary Medical

Six EOLC Domains

114/189 (60)

74/119 (62)

31 14 29

40/70 (57)

33 7

Symptom management

and comfort care
Patient & family centered

39/189 (21)

12/119 (.10)

10

27/70 (38)

0

27

decision-making
Spiritual support

Communication

12/189 (6)

12/119 (.10)

11

0/70 (0)

11/189 (6)

9/119 (.07)

2/70 (.28)

10/189 (5)

9/110 (.07)

1/70 (.01)

Emotional and practical

support
Continuity of carey

3/189 (2)

3/119 (.02)

0/70 (0)

119 189

20/119 (2%) 63/119 (53%)

36/119 (3%)

70

9/70 (13%)

0

61/70 (87%)

Behavior-triggering

forms by audience

addressed

*Behavior-triggering forms include: preprinted routine data entry forms (flowsheets, admission assessments, progress notes), management guidelines, caremaps or pathways,

standing orders, and protocols.
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policies were associated with legal and regulatory
incentives: 21% (n = 15/70) were DNR policies,
20% (n = 14/70) were forgoing life-sustaining
treatment policies, 20% (n = 14/70) were advance
directive policies, 19% (n = 13/70) were patient
and family bill of rights policies, and 16% (n =
11/70) were pain assessment and management pol-
icies. Two ICUs had policies describing standards
for clinician communication with patients and fam-
ilies. There were no EOL C-specific interdiscipli-
nary policies submitted which addressed attention
to patient and family centered decision-making,
communication, continuity of care, emotiona and
practical support, and spiritual support for dying
patients and their families.

Behavior-Triggering Forms Addressing EOLC
Domains and Audience Using Forms

Items related to the 6 EOLC domains were rep-
resented on a total of 119 behavior-triggering
forms across the 15 ICUs. Of the 119 behavior-
triggering forms attending to EOLC domains, the
majority, 53% (n = 63/119), were used by nurses,
30% (n = 36/119) were used by an interdiscipli-
nary audience, and 17% (n = 20/119) were used by
physicians. These disparities in the use of behav-
ior-triggering forms addressing EOLC domains
can be explained, in part, by the fact that, as
previously discussed, formatted behavior-trigger-
ing forms, particularly admission assessment forms
and progress notes, were not widely used by phy-
sicians across the 15 ICUs.

None of the ICUs supplied an interdisciplinary
EOLC critical pathway which detailed the essential
steps clinicians might follow when caring for dy-
ing patients and their families in the ICU. Nor did
they have pathways or caremaps related to caring
for patients whose diagnoses may increase their
risk of dying in the ICU (such as end-stage rend,
lung, liver and heart disease; multi-system organ
failure; sepsis; metastatic cancer; neurological in-
jury; prolonged mechanical ventilation; and an ex-
tended ICU stay).

Cues for attending to the EOLC domain of
symptom management and comfort care were in-
tegrated the most consistently on a variety of the
119 behavior-triggering forms, appearing on 62%
(n = 74/119) of the behavior-triggering forms. Of
the 74 behavior-triggering forms addressing the
domain of symptom management and comfort
care, cues for pain assessment and management
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were integrated the most consistently, appearing on
42% (n = 31/74) of the symptom-related behavior-
triggering forms. Cues for the assessment and man-
agement of the following symptoms appeared on
symptom-related behavior-triggering forms with
less frequency: agitation and sedation on 23% (n =
17/114) of these forms, dyspnea on 11% (n =
8/114) of the forms, and confusion/delirium on 1%
(n = 1/114) of the symptom-related behavior-trig-
gering forms within the symptom management and
comfort care domain.

Preprinted nursing data entry forms included
cues and questions for the assessment and docu-
mentation of the patient’s physical, psychological,
social, and spiritual status. Pain assessment and
management cues were the EOL C items addressed
most frequently on formatted nursing behavior-
triggering forms, appearing on 30% (n = 19/63) of
the preprinted nursing behavior-triggering forms.
Preprinted medical forms included cues regarding
the assessment and ongoing documentation of data
related to the patient’s physiology and disease,
documented under system categories (ie, cardio-
vascular, neurological). Four of the 7 preprinted
medical progress notes included a section related
to counseling and communicating with patients
and families and a place for the physician to indi-
cate the time spent doing so. Cues for attending to
patients resuscitation status were the EOLC-re-
lated items that appeared most frequently on for-
matted physician behavior-triggering forms, ap-
pearing on 3% (n = 6/20) of the preprinted
medical behavior-triggering forms.

DISCUSSION

Limited Representation of Most EOLC Domains
on ICU Forms

Although certain aspects within the key EOLC
domains such as symptom management were in-
corporated into a variety of policies and routinely
used behavior-triggering forms, representation of
the majority of EOLC domains on materials across
the study ICUs was limited. For example, there
were few policies and behavior-triggering forms
that established and cued attention to communica-
tion with patients and families, despite the fact that
critically ill patients and families consistently rate
quality communication with ICU clinicians as one
of the most valued caregiver behaviors.5255 The
domain of patient and family centered decision-
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making was mainly represented in terms of cues
about advance directives, although it is now well-
established that advance directives are of limited
usefulness in the ICU.56-58 |n addition, there was
scant attention on forms to cueing caregivers about
offering spiritual or religious resources to dying
patients and their families.

Opportunities to Increase the Use of EOLC
Behavior-Triggering Forms

In our sample, there were ample opportunitiesto
convert EOLC policies or standards of care into
behavior-triggering forms so that there could be
more “cues-to-action” in the daily work environ-
ment. For example, the majority of ICUs had pol-
icies regarding forgoing life-sustaining treatments,
but only half of them had caremaps, protocols, or
standing orders to cue and guide clinicians in the
care of patients from whom mechanical ventilation
is being withdrawn. In a few ICUs, physicians
wrote orders for “comfort measures only (CMO),”
but it was difficult to determine how such orders
should be interpreted and how they affected
EOLC. Only 1 1CU had specific formatted standing
physician’s CMO orders for dying patients which
detailed which burdensome treatments and moni-
toring devices should be discontinued, the guide-
lines for sedation and analgesia, the sequence of
steps to be followed in ventilator withdrawal, and
the liberalization of visitation for dying patients.s°

Opportunities to Increase the Routine Use of
Symptom Assessment Scales, Particularly in Non-
Communicative Patients

Although 14 ICUs did report using a standard-
ized pain assessment scale for communicative pa-
tients, 13 ICUs did not use a standardized scale for
assessing pain indicators in non-communicative
patients. Some explanations for the consistent
omission across these | CUs of the use of standard-
ized scales to assess not only pain, but dyspnesa,
confusion, and delirium in non-communicative pa-
tients may be related to the difficulty in reliably
assessing and distinguishing symptom indicatorsin
many critically ill patients because of intubation,
severity of illness, and/or sedating medications. In
addition, until quite recently, there has been alack
of reliable standardized scales to assess symptoms
in non-communicative criticaly ill patients and
few studies comparing their usefullness. A number
of valid and reliable behavioral pain scales are now
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available for assessing pain indicators in sedated
non-communicative criticaly ill patients.so-63 Dys-
pnea severity assessment scales, such as the mod-
ified Borg Scale and the Bizek Agitation Scale,
have been used to assess symptoms associated with
breathlessness in those who are unable to commu-
nicate.846s [n addition, the Delirium Rating
Scale,%¢ the modified Memorial Delirium Assess-
ment Scale” and the Confusion Assessment
Method for 1CU%8-69 have also been validated for
the evaluation of delirium in the critically ill pa
tient.

Use of Computerized Forms, and Potential
Advantages Thereof

Using pain assessment and management as an
example, we observed that, in the majority of ICUs
using non-computerized (paper) formatted bedside
flowsheets where space is at a premium, one space
was provided for the documentation of a single
pain intensity score. There was no room for chart-
ing multiple pain locations, pain characteristics,
type of analgesia used, or post-treatment assess-
ment data on most of the flowsheets. In the 5 ICUs
where bedside flowsheets were computerized, this
additional data could be documented in a central
location. In addition, some computerized flow-
sheets had a number of “pop-up” menus designed
to trigger additional pain assessment and manage-
ment options. The use of computerized flowsheets
appears to enhance the clinician’s ahility to compre-
hensively assess, document, manage, and follow mul-
tiple pain loci over time, as directed by the current
pain standards of the Joint Commission on Accred-
itation of Healthcare Organizations (JCAHO).7°

Was the Documentation We Observed Indicative
of Poor EOLC?

We did not monitor clinical practice, collect
patient outcome data, interview physicians and
nurses, investigate ongoing quality improvement
efforts, or undertake chart review in the ICUs
included in this study. Therefore, we are unable to
correlate the limited representation of EOLC do-
mains on forms and other materials that we re-
viewed with the quality of EOLC in these units.
We have no reason to believe that the quality of
EOLC in these ICUs was poor; in fact, given the
interest of clinicians in improving EOLC in the
ICUs, one might expect the quality of such care
might be better than average. Nevertheless, docu-
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mentation is used both as an indicator of the degree
of attention given to a particular practice and as an
indicator of the quality of that practice by the
JCAHO and other organizations. Although the
shortcomings we observed do not necessarily
tranglate into poor EOL C, they suggest at the least
the need for improved documentation of EOLC, if
not a need for improving EOLC itself.

LIMITATIONS

We did not study a random sample of ICUs but
instead a select, abeit geographicaly diverse
group of ICUs whose medical and nursing |leader-
ship were represented in the RWJF Critical Care
End-of-Life Peer Workgroup. The ICUs were lim-
ited to North America, and most were from the
U.S. Furthermore, none of the ICUs admitted chil-
dren or neonates. Given that the members of the
Peer Workgroup share an interest in improving
EOLC, one might assume that the ICUs in which
they work have as many as or more policies, data
forms, and other materials that document and cue
attention to EOLC than ICUs elsewhere. That we
found an overal paucity of such materias sug-
gests, but does not prove, that EOLC materials
may be lacking in most ICUs.

Unfortunately, because we did not collect data
on the operational characteristics of our study
ICUs, we cannot explain the paucity of EOLC
forms and guidelines within them and, by exten-
sion, within ICUs elsewhere. Assuming that such
materials are useful, their incorporation into prac-
tice seemingly would depend on a number of fac-
tors, including a perceived need to improve such
practice, institutional acceptance of the use of
guidelines and forms, and their ongoing monitor-
ing and refinement. Although the physicians and
nurses in our study are interested in EOLC, local
conditions may have inhibited the development
and implementation of forms and guidelines within
their units. In addition, because our study was
performed from 2000-2002, the genera lack of
documentation of EOLC we observed may have
reflected a lack of consensus about EOLC and the
need to improve it at the time. Hopefully, such a
CONSeNsUS is emerging now.6-14.47.70-72

CONCLUSION AND RECOMMENDATIONS

The purpose of practice guidelines and deriva-
tive behavior-triggering clinica forms such as
caremaps, protocols, and standing orders that we
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sought in the ICUs in our study is not just to
document interventions but aso to standardize
clinical practice and improve patient care. This
approach appears to succeed in areas such as the
management of mechanical ventilation and the ad-
ministration of sedatives and analgesicsin the ICU,
provided site-specific factors and strategies are em-
ployed.15-22 Although the use of forms and guide-
lines has not been successful in al instances,23-26
numerous recent studies have demonstrated im-
proved patient outcomes when sufficient attention
is given to local implementation and follow-
up.27-36 These studies and others have identified the
factors needed to effect successful implementation
of evidence based guidelines at the local level.27-43
Attention to the same factors may be of potential
value in improving EOLC in ICUs. Although this
study could not demonstrate such improvement,
we have shown that opportunities exist to improve
and implement ICU guidelines and forms that
might trigger clinician responsiveness to EOLC
i Ssues.

Because we believe that the effective implemen-
tation of practice guidelines and behavior-trigger-
ing forms may help improve EOLC, we recom-
mend their development and implementation in the
critical care setting. At the same time, agreement
about the essential domains of EOLC in the ICU
should be sought through research; consensus
statements regarding how best to deliver EOLC,
such as the recent recommendations for end-of-life
care by the Ethics Committee of the Society of
Critical Care Medicine; and other medical and
nursing documents.5-1447.70-72 Once an EOLC
guideline or pathway iswritten, it could be put into
a computerized format and distributed among
ICUs. Then, other tools, such as those used to
assess pain and delirium in non-communicative
patients, could be developed and evaluated.

As indicated earlier, implementation of practice
guidelines are inhibited by insufficient attention to
a number of factors at the local level. At the very
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least, such implementation requires a perceived
need for improved care, ingtitutional commitment
and resources, endorsement by medical and nurs-
ing leaders, educational initiatives, and ongoing
quality assurance monitoring.2-43 To interest var-
ious institutions in adopting EOL C guidelines and
forms for use in ICUs, the successful implementa-
tion of these materials must be demonstrated in
pilot settings. Therefore, we recommend that, once
they are developed, EOL C guidelines and forms be
tested and implemented in interested sites sup-
ported by grant funding. Once they are refined,
implemented, and evaluated successfully, these
EOLC materials could be introduced into 1CUs
elsewhere. In this fashion, the opportunities for
improving and standardizing quality EOLC in the
ICU suggested by our study may be realized.
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