
Quality End-of-Life Care and 
Intensive Care Unit Involvement

‘Processes of care’
(Ranked in order of frequency in documentation)

1. Emergency contact documented 11. Non-essential medications ceased

2. GP/Specialist notified of death 12. Benzodiazepine prescribed

3. GP Details present 13. Social support offered

4. Not-for-Resuscitation order present 14. Religious support offered

5. Documented that patient is dying 15. Antiemetic prescribed

6. Discussed with patient/family patient dying 16. Syringe driver for EOL care medications

7. Opiate prescribed 17. Antisialogue prescribed

8. Most appropriate venue of care discussed 18. Specialist palliative care consulted

9. Nursing Care plan revised
19. Advanced Care Directives (ACD) /Medical Enduring Power of 
Attorney (MEPOA) asked about

10. Other non-essential care ceased 20. Bereavement follow up offered
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Introduction
More Australians die in hospital than any other setting. The aims of this project were to (i) evaluate the quality of end-of-life 
care against Standard Five: Comprehensive Care of the National Standards; and (ii) evaluate the impact of Intensive Care Unit
(ICU) personnel involvement on end-of-life care quality.

Methods
We conducted a retrospective medical record audit of the 297 adult in-patients who died during admission in 2017 in one 
private tertiary hospital in Melbourne, Australia. Data collected related to 20 factors representative of quality end-of-life 
care. The sample was separated into three groups: No ICU involvement (n = 102), ICU admission (n = 106) or ICU outreach 
only (n = 89), for comparative analyses. 
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Conclusions
End-of-life care was provided in accordance with Standard Five but there was significant variation in quality of care overall, 
and in particular, associated with ICU personnel involvement. Given the high ICU personnel involvement in inpatient deaths, 
consideration of how this expertise can be used to improve quality end-of-life care is needed. Improvement is needed in 
early recognition of dying patients to ensure timely and appropriate care is provided.

Results
Median age of decedents was 81 years (IQR = 16, 25th - 75th percentile = 72-88). Median tally for end-of-life care quality 
overall was 16 (IQR = 4, 13-17), but higher for No ICU involvement (Mdn = 17, IQR = 3, 15-18) compared to ICU outreach 
only (Mdn = 16, IQR = 10, 7-17) and ICU admission (Mdn = 15, IQR = 4, 12-16) groups, (p < .001). ICU personnel were 
involved in end-of-life care in 195 (65.7%) cases. Specialist palliative care clinicians were involved in 156 (52.5%) cases. 
Written entries indicating the patient was dying were present in 261 (87.9%) cases and Not-for-Resuscitation orders 
present in 260 (87.5%) cases. Process of care items with the lowest frequency were documentation of ACD/MEPOA 
(n=74, 25%) and offer of bereavement follow-up for families (n=34, 11.5%).
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