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courage curiosity, promote competence, 
and strengthen communication with 
patients and the healthcare team by en-
couraging new nurses to ask questions, 
seek understanding, and explore solu-
tions. Nurse leaders cultivate curiosity in 
the following ways:
•	 Incorporate clinical questioning into 

the day
•	 Promote communication with SBAR 
•	 Work together to find answers 

•	 Is the information in the chart?
•	 Is there a policy?

•	 What’s the evidence? 
•	 Use reflection: What do you think 

would happen if…
•	 Use probative questions - “tell me 

more.”
•	 Build trust with patients by asking, “ 

What matters to you?

By integrating communication 
training and critical thinking into the 
curriculum, nurse educators facilitate 
the transition to practice and promote 
professional curiosity. Nurse leaders must 

create a safe work environment where 
professional curiosity is encouraged by 
trained preceptors. When we foster a 
culture of inquiry, new nurses gain critical 
thinking, build confidence and compe-
tence, and ultimately improve new nurse 
retention. n
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Introduction
Early palliative care involvement in the intensive care unit (ICU) 
is strongly associated with better symptom control, enhanced 
communication, and better alignment of treatment with pa-
tient values (Haroen et al., 2025; Temel et al., 2010); yet, in many 
ICUs, palliative care referrals remain inconsistent and often 
occur late in the admission. Referral patterns frequently depend 
on individual provider discretion, variable comfort of providers 
with palliative principles, and the absence of a standardized 
process to identify patients with unmet palliative needs.

At a community hospital in Ohio, these inconsistencies led to 
fluctuating consult volumes, missed opportunities for goal-con-
cordant care, and uncertainty among clinicians about when 
to engage the palliative care specialists. These issues mirror 
broader statewide and national trends (Courtright et al., 2024; 
Gesensway, 2016), in which ICU teams balance high acuity, 
rapid decision-making, and complex family dynamics without a 
reliable framework to guide timely palliative involvement.

In response, the Palliative Care Nurse Practitioner team de-
veloped and implemented a quality improvement initiative to 
standardize palliative care referral practices. The goal was to cre-
ate a standardized, practical, evidencebased process that would 
support ICU clinicians and nurses, improve identification of 

patients with palliative needs, and enhance the overall quality 
of care for critically ill patients and their loved ones.

Methods and Interventions
To achieve a highly standardized process, the Lean Six Sigma 
DMAIC framework (Define, Measure, Analyze, Improve, Control) 
was chosen (The Council for Six Sigma Certification, 2026). This 
was considered an internal quality improvement initiative and 
IRB approval was not required. No protected health information 
was collected.

A process and variations analysis was conducted through 
observation and internal review of perceived patterns followed 
by a qualitative data collection through targeted conversations 
and an anonymous survey for gap analysis. The team then iden-
tified stakeholders and process barriers. The main themes that 
emerged were gaps in provider knowledge of processes and 
resources, fluctuating language and communication practices, 
team expectations, and varying assessment approaches of 
patient palliative care needs including timing, frequency, and 
factors considered. Three key stakeholders were evident: pa-
tients and their families, the ICU provider and nursing team, and 
the Palliative Care team. To address all stakeholders’ needs, the 
team designed several multi-dimensional interventions.
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The first intervention developed was a scoring tool based on 
standardized referral criteria as suggested by literature review 
and already existing scoring tools (Nelson et al, 2010; Nelson 
et al, n.d.; LifeChoices Program of Palliative Care, n.d.; Stratis 
Health, n.d.). The four criteria included end-stage disease or 
near-end-of-life status, symptom burden, length of stay, and 
unclear goals of care (Figure 1). The tool allows caregivers to 
quickly answer four yes-or-no questions, yielding scores from 0 
to 4. A higher score indicated greater palliative care needs and 
prompted the user to consider referral for scores of 3 and 4. To 
test the potential impact of the Scoring Tool on referral prac-
tices, quantitative baseline data was collected before its imple-
mentation. Each occupied ICU room was scored using the tool 
to determine whether a palliative care consult had been placed 
on that patient. 

This was followed by training the provider and nursing team 
on the Quality Improvement initiative, content on the areas 
with identified knowledge gaps, and on the purposes and 
implementation processes surrounding the scoring tool. This 
training was mandatory for providers and voluntary for nursing 
and provided continuing education credit to entice participa-
tion. The event was recorded and made available for those who 
could not attend live as well as to serve as a resource by ICU 
team members. 

The second intervention aimed at standardizing the knowl-
edge and language used by providers and nurses when ad-
dressing the most common palliative care topics, such as end 
of life and surrogate decision making. A reference card with the 
Advanced Care Planning principles, including a QR code to the 
relevant Ohio Revised Code section, was posted at all provider 
and nurse ICU workstations (Figure 2). 

The team then designed two types of educational materials 
for patients that were placed in patient ICU welcome folders 
and could readily be referenced in conversations with the medi-
cal and nursing team. One handout included information about 
options and language regarding Code Status (Figure 3) and 
the other about available ICU resources and services, including 
ways to access palliative care services (Figure 4).

Finally, the scoring tool was implemented for use at ICU 
team rounds for four weeks: for every patient, every day. 
Post-intervention, data about patient scores in occupied ICU 
rooms was collected. Parallel to this, qualitative data was col-
lected through surveys and targeted conversations throughout 
this timeframe. At the end of the trial period, the scoring tool 
results and feedback on the interventions were presented to 
senior hospital and ICU leadership. The process and the scoring 
tool were refined based on feedback and handed off to the ICU 
team as permanent process owners.

Results 
Implementation of the Code Comfort interventions led to mea-
surable improvements in the identification of ICU patients with 
unmet palliative care needs. During the four-week pre-inter-
vention period, the 21-bed ICU recorded 241 patient days (beds 
occupied), of which 44 were palliative patient days (beds had a 
palliative referral in place), averaging 1.7 palliative patients per 
day. Scoring was completed by bedside nurses, and patients 
with palliative referrals in place were also scored by the pallia-
tive care nurse practitioner. This allowed at least partial validity 
testing of the tool. Results showed wide variation in how palli-
ative needs were assessed, with some patients having a score 
that was as much as 3 points lower when scored by the nurse 
than by the palliative care nurse practitioner.

In the four weeks following implementation, 223 patient 
days were recorded, including 59 palliative patient days, in-
creasing the daily average to 2.36 palliative patients per day. 
This represents a 34% increase in patients with palliative 
consults. Throughout this timeframe, primary scoring was 
completed by ICU providers during daily rounds and although 
variation persisted, the range narrowed, suggesting improved 
consistency in the application of criteria. While the average 
palliative score per patient did not increase, more patients were 
recognized as meeting referral criteria, indicating that the in-
tervention improved detection even though it has to be noted 
that unless the patient was deemed end-stage disease or being 
near the end of life, they still were not referred to palliative care 
even if they met the other three criteria.

Qualitative feedback reinforced these findings. In the 
post-intervention survey (N=14), which included all members 
of the ICU team, 100% of respondents agreed that the scoring 
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tool and its associated materials were beneficial and 50% re-
ported experiencing less moral injury and distress now (Table 
1). The ICU team confirmed enhanced communication, stronger 
collaboration between ICU and palliative teams, and a clearer 
appreciation of palliative care beyond endoflife discussions. 
Participants also identified opportunities for future refinement, 
including integrating the scoring tool into the electronic medi-
cal record and ensuring consistent use during rounds. 

Interpretation 
The Code Comfort initiative demonstrated that a structured 
process can meaningfully improve ICU teams’ identification of 
patients with unmet palliative care needs. The decreased moral 
distress in nursing and provider staff speaks to the ability to 
better address human suffering and to treat patients holistically, 
meeting ICU team members’ and patients’ needs. Although the 
average palliative score per patient did not increase, the number 
of patients recognized as appropriate for referral rose by more 
than onethird. This suggests that the intervention improved de-
tection. The narrowing of scoring variation indicates that shared 
language, education, and standardized criteria helped clinicians 
apply the tool more consistently during daily rounds.

Qualitative feedback reinforced these quantitative gains. The 
ICU team reported clearer expectations, improved collaboration 
with the palliative care team, and a broader understanding of 
palliative care as supportive care rather than solely endoflife 
planning.  These cultural shifts are essential for sustaining prac-

tice changes in highacuity environments. At the same time, 
persistent reliance on terminal status as the primary trigger for 
referral underscores the need for ongoing education and rein-
forcement of upstream palliative principles. 

Limitations and Discussion
This project was conducted as a singlesite quality improvement 
initiative, and its findings are therefore specific to the workflow, 
culture, and staffing patterns of one ICU. Data were collected 
anonymously, “per bed,” rather than patient-specific, in accor-
dance with non-IRB QI standards. Hence, the team was   unable 
to analyze patient-specific scoring trends or determine how 
individual clinicians scored or otherwise adapted their practice 
over time. Variation among attending physicians persisted, 
suggesting that personal clinical style continues to influence 

Figure 2: Decision Making and Legal  
Surrogacy in Healthcare

Figure 5: Final UH Lake ICU Palliative Care 
Needs Score

Figure 3-4: Code Status Options and ICU 
Supportive Services
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referral decisions despite standardized criteria. 
Additionally, the scoring tool was not integrated into the 

electronic medical record, limiting automation and potentially 
affecting consistency during rounds. While early outcomes are 
promising, longerterm effects, such as changes in length of stay 
and patient experience, were beyond the scope of this initial 
project and warrant future evaluation.

Conclusion
Adapting elements of QI and process management to hospi-
tal-based referral processes is a viable approach to conducting 
gap analyses, identifying key stakeholders, clarifying process 

ownership, and standardizing language and workflow. To 
advance generalized knowledge on this topic, multi-site imple-
mentation with IRB approval and the ability to track individu-
alized data would be beneficial. Overall, the multidimensional 
interventions throughout this project targeted the needs of 
patients, the ICU team, and the palliative team: they strength-
ened collaboration, improved recognition of patient needs, and 
laid the groundwork for a more reliable and equitable referral 
process across the institution. n
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