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Whilst critical care has historically been perceived as the antithesis of palliative care, there is 

growing recognition that these two clinical specialties offer important complementary skills.  Both 

can claim that they were founded in the early 1950s, when intensive ventilator units were 

established to support patients suffering from respiratory failure caused by the polio epidemics 

sweeping Europe and North America, while at the same time Cicely Saunders was starting her 

training in medicine to deliver her vision of compassionate and effective palliative care for those 

nearing the end of their lives.  Critical and palliative care have gradually converged in clinical 

practice, research and quality initiatives to focus on the transition from saving lives to easing the 

burden of terminal critical illness.   

This convergence has been fostered by several factors. Critical care units have progressed from 

delivering single system support measures to providing complex multi-system interventions for 
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patients with multiple organ failure, many of whom would not have survived forty years ago, raising 

expectations that death can usually be deferred.  At the same time, critical care units have become a 

common final destination before death for the increasing proportion of the frail elderly with 

multimorbidity, who might , with prior knowledge, have chosen an alternative care pathway with 

fewer interventions and burdens.  Critical care has also become more patient- and family-focused: 

units no longer operated severely restricted visiting hours for family members and a closed door 

policy for other clinical teams but now provide an intensive clinical service where collaboration 

within and across clinical teams is fostered and where all have a voice in a patient-centered 

environment.   Of particular importance, patients and families have become better-empowered 

participants in decision-making. This is a welcome change but one which requires an informed and 

negotiated approach to enable patients and families to make choices about treatment options 

without becoming over-burdened with responsibilities.  Doctors, nurses and allied health 

professionals in intensive care and palliative care teams  bring to these difficult discussions 

complementary knowledge and skills which can inform and assist compassionate decision-making.  

 

This issue of Palliative Medicine has been two years in the making and gives expression to this 

important collaboration. We received in excess of forty five submissions from across Asia, 

Australasia, North America and Europe emphasising the significant international body of work being 

undertaken in this area.  The final selection of XX papers for publication was challenging but we have 

chosen high quality papers whose content can stimulate thinking and inform the practice of 

clinicians, researchers, educators, managers and policy makers in the field.  

 

Several themes emerge from the papers selected for this Critical Care Special Edition. The first 

highlights the importance of developing a shared understanding of the goals and limits of medical 

interventions within  healthcare professions and with  the critically ill patient and their family (1, 2, 

3, 4) .  This also requires a more comprehensive understanding of the role and function of 

contemporary palliative care services. Such ‘mental models’ of clinical practice must be evidence-

based, culturally sensitive, and implemented in practice.  Although it is possible to develop 

consensus on the principles of end-of-life care between professionals from widely differing 

backgrounds (5), the realities of practice and cultural differences may tell a different story at the 

bedside (6,7) .    

 

The second area to emerge from this edition highlights that knowledge and developed 

communication skills are essential for negotiating an approach to terminal care which meets the 

needs of patients and families and minimizes avoidable unhappiness for them and for staff (8,9).  

The application of knowledge in practice includes a better understanding by health care 

professionals and the lay public of how to translate group probabilities for survival from critical 

illness into individual outcomes (10) and an appreciation of factors that influence a clinician’s 
decision making about end of life care (11). The continued importance placed on communication is 

well -evidenced by the many established programmes designed to maximise the effectiveness of 

compassionate discussions with families using structured communication tools which reduce 

physician variability and long-term family distress (12,13) . 

 



The third and final area reminds us that whilst excellence in care at end of life is often delivered and 

evaluated at the level of the individual patient, family and clinical team, organisational change is 

sometimes required to enable such palliative care initiatives to occur. A systems-based approach 

must be considered to facilitate earlier intervention to  reduce undesirable outcomes (14, 15) and to 

support a more patient-focused approach at the end of life (16). 

 

As these papers outline the developing evidence base that informs clinical practice, we can also 

draw some conclusions on the emerging trends and gaps in empirical work in this area. Papers 

published here use a range of research methods. There is representation from studies using 

qualitative data collection methods, survey, and cohort based non-experimental design. The 

research literature on palliative care in critical illness has tended to rely on these approaches with 

comparatively few randomized trials of interventions to improve outcomes (17).  Our invited 

international guest who is well-placed to comment on this (18) does so in the  following Editorial.    

 

So if this Special Edition of Palliative Medicine gives insight into the developments that have 

occurred in the field over the past forty years, then what new challenges and opportunities do the 

coming decades hold? Some of these have already been highlighted here including the continued 

importance of communication and the need for more understanding about prognostication. Perhaps 

future work may include insight into complex grief patterns in the context of critical care, or greater 

exploration of further therapeutic interventions to support patients and families in promoting 

normal grieving patterns.  Finally in considering the importance of bridging the scientific and clinical 

gap, we are reminded that end of life in critical care is an area where co-design strategies could be 

usefully employed to enhance the effectiveness of interventions and help develop rigorous 

evaluations. In using co-design strategies and processes patient, family and staff experiences can 

provide rich material for the development of studies and care improvement programmes and give 

families the opportunity to realise their potential as powerful allies in improving the quality of care 

at end of life.  Palliative care and critical care together gives meaning to the aphorism ‘cure 
sometimes, relieve often, comfort always’. 
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