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Abstract

Background: There is growing interest in the use of a Palliative care approach in Intensive care. However, it tends to remain
inconsistent, infrequent or non-existent, as does its acceptance by intensive care physicians. This study sought to explore the
perceptions, level of knowledge, perceived barriers, and practices of physicians regarding palliative care practices (PC) in Intensive
Care Units (ICU). Methods: Descriptive-correlational study. Participating physicians working in ICU in Colombia (n = 101)
completed an ad hoc questionnaire that included subscales of perceptions, knowledge, perceived barriers, and PC practices in
ICU. A Structural Equation Model (PLS-SEM) was used to examine the reciprocal relationships between the measured variables
and those that could predict interaction practices between the 2 specialties. Results: First, results from the measurement model
to examine the validity and reliability of the latent variables found (PC training, favorable perceptions about PC, institutional
barriers, and ICU-PC interaction practices) and their indicators were obtained. Second, the structural model found that, a greater
number of hours of PC training, a favorable perception of PC and a lower perception of institutional barriers are related to
greater interaction between PC and ICU, particularly when emotional or family problems are detected. Conclusions: PC-ICU
interactions are influenced by training, a positive perception of PC and less perceived institutional barriers. An integrated ICU-PC
model that strengthens the PC training of those who work in ICU and provides clearer guidelines for interaction practices, may
help overcome perceived barriers and improve the perception of the potential impact of PC.
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Introduction international multicenter study found that 4 out of 10 older
adults with cancer stayed in an ICU for an average of 5 days
in their last month of life.®

Different studies have shown that ICU patients frequently
present multiple symptoms (pain, emotional distress, dyspnea,

Intensive care focuses its efforts on the management of life-
threatening conditions, functional support, the reduction of
morbidity and mortality, and the active search for recovery in
critical situations'; sometimes even at the expense of patients’
quality of life. It is estimated that about 20% of patients in
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delirium, among others), which are managed sub-optimally.
For example, more than 2 decades ago the SUPPORT study’
pointed out that a high percentage of patients in ICU presented
comorbidities such as pain, weakness, fatigue, loss of appetite,
dyspnea and sleep disturbance. They also found important dif-
ficulties regarding team communication and a high frequency
of aggressive treatment in end-of-life patients. It has also been
pointed out that many ICU patients manifest psychological
impact and detriment in their quality of life,® particularly when
they experience threatening pre-existing diseases.’ This is not
surprising considering that they are constantly exposed to inva-
sive treatments, which can result in neuropsychiatric alterations
in up to 80% of cases."”

Palliative Care (PC) is an interdisciplinary approach to
health that seeks to alleviate suffering and improve the quality
of life of people facing life-threatening diseases, optimizing the
evaluation and treatment of physical, psychological, social, and
spiritual problems and integrating the family in the caregiving
process.'! Although it may seem to be an approach opposed to
that of the ICU, many patients require both and benefit from
their complementarity. Almost all critical patients and their
families have PC management needs: symptom control, effec-
tive communication for adequate care, adequacy of therapeutic
efforts to the patient’s prognosis and their values and prefer-
ences, and planning transitions to other care contexts, among
others.'” Integrating PC into ICU treatment can improve the
quality of life of patients and their families, help them under-
stand treatment processes and prognosis, and advise them in
decision-making. It can foster emotional and spiritual support;
improve end-of-life care; increase satisfaction for patients,
families and caregivers; encourage the appropriate use of lim-
ited and costly critical care resources; decrease ICU stays; and
bring economic benefits.''"'*> In the Ethicus study, aimed at
determining the frequency and types of end-of-life practices
in European ICUs,'® the importance of increasing interaction
and communication between the medical team, family mem-
bers, social workers, and religious support services was evi-
denced. On the other hand, in a qualitative study on what
patients and relatives considered quality PC in ICU, the fol-
lowing were reported: timely, clear and compassionate com-
munication on the part of the clinician; decision making
focused on the patients preferences, objectives and values; pre-
servation of dignity and comfort; easy access and proximity of
families; and interdisciplinary support during critical moments
and mourning."”

Although there is growing interest in the use of a palliative
care approach in ICU'® and the fact that a variety of models
and protocols have been developed for it,'""'*'” PC manage-
ment in ICU patients tends to remain inconsistent, late, infre-
quent or non-existent, as does its acceptance by intensive care
physicians.>'® Consequently, the management of pain and
other symptoms continues to be sub-optimal'*'*** and the
experience of critically ill or terminally ill patients and their
families is unsatisfactory, contributing to stress and conflict,
even for the healthcare team.?!-*

It should be noted that while many intensive care doctors
have experience in managing certain patient and family PC
needs, few have been specifically trained to provide this type
of care.'®? In this respect, it has been found that the lack of
knowledge in palliative care among resident doctors in ICU
and other specialties contributes, in addition to conflicts and
feelings of guilt, to a poor perception of the dying process and
end-of-life decisions, such as not initiating or suspending life
support.?>?* Tt is therefore recommended that professionals
working in ICU seek support from PC teams, in order to com-
plement their clinical and scientific tools to provide their
patients with comprehensive care rather than emphasizing
medical aspects of care. This includes, among other aspects,
communicating assertively with the patient and his or her fam-
ily in order to promote adequate decision-making, establishing
realistic and appropriate care goals, and help them understand
the patient’s condition and prognosis.lz’25 2% However, the use
of a palliative care approach in ICU continues to be a challenge
around the world, especially in countries where PC is as yet
being developed.':!"-1-27-28

In Latin America and in Low and Middle Income Countries
(LMIC) such as Colombia, studies on collaborative work
between PC and ICU are very scarce.®?” This is added to the
fact that PC is yet underdeveloped and access to this type of
care is still limited.? Given these conditions, it was considered
necessary to explore PC perceptions, level of knowledge, and
the perceived barriers experienced by physicians working in
ICU, as well as joint PC-ICU work practices.

Methods
Study Design and Population

A descriptive, cross-sectional and correlational study was con-
ducted. Physicians working in Colombia’s ICUs were invited
to participate in a nation-wide survey through the Colombian
Association of Critical Medicine and Intensive Care (AMCI)
between April and July 2016; also, direct invitations were
extended to doctors working in different ICUs in Medellin in
August 2016. According to the inclusion criteria, participants
had to be professional doctors certified by a university entity
and currently working in an ICU of healthcare institutions in
Colombia, who voluntarily decided to participate and gave
their informed consent. The study was approved by the insti-
tutional ethics committee at Universidad Pontificia Bolivari-
ana, approval number 26012016.

Instrument

An ad hoc questionnaire was drawn up from literature review
and expert judgment. The questionnaire consists of 63 items
that are scored on a 5-point Likert scale, with 0 indicating “no
agreement” and 4, “total agreement,” organized in 4 sub-
scales: perceptions (21 items), level of knowledge (19 items),
practices (14 items), and perceived barriers (9 items) about the
use of PC in ICUs. The instrument was reviewed by experts in
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intensive care and palliative care, to verify its content validity.
Also, sociodemographic (age, gender and city), work (years
working in ICU) and academic-related variables (PC training
hours) were also included.

Data Analysis

Descriptive statistics of all variables and totals per sub-scale
were obtained. Scores for each variable were standardized on a
0 to 100 scale to make comparison possible. A model explain-
ing the relationship between the variables was developed using
a structural equation model (PLS-SEM), which was tested
using the Smart-PLS> statistical package. Two models were
tested: a measurement model, which provides information
about the construct validity of latent variables included in the
theoretical model, and a structural regression model, which
reflects the theoretical relationships specified between training
hours, perceptions, barriers, and PC practices. The limit values
for testing the reliability of the constructs were: Cronbach’s
Alpha (> 0.70) and Composite Reliability Coefficient (CFC;
> 0.70). The following were used to test construct validity:
Factor loadings (>.60), AVE test (> 0.50 for each construct)
and HTMT (< 0.90 between constructs). The coefficients ana-
lyzed to test the structural regression model were the explained
variance (R2), effect size (f2), and standardized regression
coefficients. To calculate the significance of the coefficients,
the Bootstrapping technique was used, which provides t statis-
tics and the corresponding p-value. In PLS-SEM, the R2 values
equal to 0.75, 0.50, 0.25 are described as substantial, moderate,
and weak respectively. As for f2, the values 0.02, 0.15 and 0.35
are considered small, moderate and large respectively.’'">
Finally, sex and age were controlled for, and variance inflation
factor (VIF) for all latent variables was assessed to detect prob-
lems associated to common method variance (CMV). VIFs
greater than 3.3 may be indicative abnormal collinearity and
also CMV issues.*?

Results

Sample Characterization

The final sample was of 101 participants, of whom 69 were
men (68.3%) with an average age of 44.7 years (D.T. = 9.1
years, age range: 23 to 70 years). Regarding the specialty, 83
were specialists in intensive care, 13 were from other special-
ties, and 5 were general practitioners; 23.8% (n = 24) worked
in Bogota, 22.8% in Medellin (n = 23) and the rest in other
cities in Colombia; 30.7% of the participants (n = 31) indicated
that they had received some training in pain and PC. The aver-
age number of hours of training for these professionals was
61.24 (D.T. = 177.08, range = 0-1000).

Perceptions, Knowledge, Barriers, and Practices

With regard to perceptions, it was found that the mean score
was approximately 60 points (range: 6.58-88.16). Among the
perceptions that seem to present greater dispersion is the idea

that PC is unnecessary when the patient is unconscious or
deeply sedated, a statement with which 23.8% of the physicians
evaluated disagreed, while 28.7% totally agreed. Other per-
ceptions showed high scores indicating adequate knowledge
about PC and its application in ICUs. In terms of the practices,
the average was 46 points (range: 7.69-92.31). 61.4% of the
participants did not have the possibility to work with a PC
specialist in ICUs, and when requesting inter-consultations
with the PC team, it was found that 3% of the professionals
always do this when complex emotional problems are
detected and 5%, when they detect symptoms of difficult
control or refractory. It should be noted that 23.8% of the
participants always request a PC consultation to define joint
management and symptom control in patients with advanced
stages of disease. In terms of knowledge, the mean score was
64.4 points (range: 8.82-95.69). In general, participants tend
to have a moderate level of knowledge in PC. It was evi-
denced that 57.4% of physicians totally agree that this
approach is complementary to active and/or curative treat-
ments. Finally, the mean score for the barriers was 63.8 points
(range: 12.5-100.0) (Figure 1). The results indicate that 37.6%
of the professionals agree that institutional conditions that do
not favor the presence of a PC team supporting the ICU is a
barrier to ICU-PC interaction, while 46.5% agree that there is
little availability of PC professionals who can support ICUs at
institutional level.

PLS-SEM Model

The proposed model for examining the interrelationships
between all variables and examining which of them predicted
interaction practices was successful. Given that the subscale of
knowledge showed high collinearity with that of perceptions, it
had to be removed from the model, while hours of PC training
were included, given their predictive value in the model. The
other VIF coefficients ranging from 1 to 1.11 suggested
absence of issues associated to CMV. Regarding the reliability
of the scales used, the results exceed the limit values for all the
constructs present in the model (Table 1). The results were
equally satisfactory in terms of convergent (AVE) and discri-
minant (HTMT) validity (Table 2).

The results of the structural regression model suggest that
there is a significant relationship between PC training hours
and accurate perceptions about them. Also, perceptions are
positively related to ICU-PC interaction practices. Finally, it
was evidenced that perceived barriers mediate the relationship
between perceptions and practices. The introduction of partici-
pants’ sex and age as controls did not alter the significance of
the remaining paths. It should be noted that the only interaction
practices maintained in the model were inter-consultations
when emotional and family problems were encountered. The
results of the structural regression model partially support the
study’s hypotheses; the R2 values vary from weak to moderate,
while the results in terms of {2 range from small to substantial
(Table 3). Figure 2 shows the resulting structural model, which
includes the latent variables and their constituting items, as
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Figure |. Level of perceptions, knowledge, barriers and practices perceived by participating physicians.

Table I. Measurement Model: Scales Reliability.

Table 3. Structural Model.

Latent Cronbach’s Composite Average Original Mean Standard
variables alpha reliability variance Latent variables sample  values deviation T p
Barriers 0.749 0.822 0.540 Adjusted R?
Perceptions 0.946 0.955 0.727 Barriers 0.089  0.103 0.042  2.117 0.035
Practices 0.935 0.969 0.939 Perceptions 0.488  0.495 0.084  5.800 0.000
P;actices 0.388  0.403 0.103  3.784 0.000
F
Barriers to practices 0.028 0.036 0.029 0958 0.339
Table 2. Measurement Model: Discriminant Scale Validity (HTMT). Training to practices 0.974 1.059 0.353 2755 0.006
Latent variables Barriers Training Perceptions Perception to barriers  0.110  0.129 0.054  2.023 0.044
Perception to 0.501 0.566 0.289 1.732 0.084
Training 0.281 practices
Perceptions 0.299 0.713
Practices 0.320 0.558 0.648

well as the Beta values of each of the relationships between
them.

Discussion

This study focused on examining the perceptions and level of
knowledge that intensive care physicians in a LMIC have in
relation to PC, their interaction practices with PC, and the per-
ceived barriers to interacting with PC. Hours of PC training were
found to positively influence favorable perceptions of PC and
negatively influence perceived barriers, which in turn influence

increased interaction practices, particularly when emotional and
family problems arise. In this respect, it has been mentioned that
having more favorable perceptions of PC and fewer difficulties
in accessing it is related to a positive experience in caring for
terminally ill patients at home or in hospitals.** In the Liverpool
Care Pathway study, conducted in 2 Spanish-speaking countries
to examine the effects of the implementation of a quality care
program for end-of-life people, it was demonstrated that percep-
tions are mediated by socio-political, cultural and religious
aspects, as well as personal ones.®> Thus, it is important to
intervene in matters such as beliefs, customs, affective bonds,
and trust, among others, in order to change medical perceptions
about the use of PC. In a similar study carried out by Gatta and
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Figure 2. Resulting structural model: Relationship between training hours, perceptions, barriers and ICU-PC interaction practices found.

Turnbull,*® it was evidenced that intensive care physicians indi-
cated that PC was part of their work in the ICU and that they
were personally satisfied when applying it. Participants identi-
fied many activities performed by PC practitioners that are use-
ful for the intensive care team. They also described a variety of
motivations for inter-consulting with the PC group.
Unfortunately, there are very few studies that have been
conducted in the Latin American context or in countries where
PC is still in under development.?’* Some of them highlight
the lack of knowledge regarding PC in healthcare professionals
and even in senior undergraduates; the absence of institutional
protocols and government policies that offer a framework for
its application in the healthcare context and particularly with
patients in critical condition; as well as the difficulty to apply
PC in patients treated in ICU.>’>® A retrospective study that
examined the limitation of advanced support in ICU patients
found that only about 10% of patients who died in ICU received
PC and that this intervention favored discussions with families
and actions aimed at limiting therapeutic efforts, facilitating
orthothanasia or “good deaths.”*® Another study involving
HIV/AIDS patients admitted to ICU indicated that only 15%

of those who died in the unit received PC and inter-consultation
was delayed, even though their disease was in a very advanced
stage. However, it was found that receiving PC was related to a
significant decrease in potentially inappropriate interventions,
and 26% of patients were discharged from the unit, favoring
their contact with the family.*’

The results of these studies call for the need to establish an
integrative ICU-PC, model given the high mortality and unfa-
vorable events for ICU patients and their families, particularly
in LMIC. The interaction between the 2 specialties has multiple
advantages such as: increased patient comfort and family satis-
faction and understanding; decreased anxiety, depression and
family post-traumatic stress; decreased use of non-beneficial
treatments, hospital stays, mechanical ventilation, and fewer
conflicts regarding therapeutic goals®'”

It should be noted that to improve the ICU-PC interaction, it
is not only important to promote quality of life and patient
comfort, but also the mutual support of professionals from both
disciplines for optimal symptom management. It would be use-
ful to design and implement culturally adjusted protocols to
facilitate assessment and joint ICU-PC management of
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common symptoms and problems that affect quality of life,
communication and decision-making and problem-solving in
advanced disease and end-of-life.20-*32%-26-35

Limitations

The use of virtual surveys presents disadvantages that include a
sampling frame limited by technological barriers and lower
response rates than when using on-site modalities.*' In the
present study, the virtual response rate was less than 10%,
which lead to the use of on-site strategies in order to limit bias.
In addition, the results are based on participants’ self-reports,
which addresses their subjective perception but does not allow
access to more objective information, a matter that may threa-
ten the study’s validity. In order to avoid these drawbacks,
future studies should include objective variables such as actual
knowledge and skills in clinical exercise and real barriers and
PC interaction practices (e.g., number of inter-consultations
with PC). Finally, the study design makes it impossible to
determine whether the existence of PC teams in the institutions
where participants work influences their responses; thus, the
results of this study should be taken as a guide for future
hypotheses and intervention studies.

Conclussion

In sum, this study sought to examine the perceptions and level
of knowledge of intensive care physicians in a Latin American
country with respect to PC, as well as to identify joint PC-ICU
practices. It was found that PC practices in ICU are inversely
related to perceived barriers and positively related to favorable
PC perceptions. Also, perceptions have an influence on per-
ceived barriers, while training hours lead to better perceptions
of PC and fewer perceived barriers. The results indicate the
need to establish an integrative ICU-PC model that strengthens
the PC training of those who work in ICU and to implement
clearer guidelines for interaction practices that help to over-
come perceived barriers and improve the perception of the
potential impact of PC.

Authors’ Note

*Data are available upon request.

Acknowledgments

The authors wish to thank the Colombian Association of Critical
Medicine and Intensive Care for their support during data collection.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, author-
ship, and/or publication of this article.

ORCID iD

Alicia Krikorian (® https://orcid.org/0000-0003-2118-5692

References

1. Mercadante S, Gregoretti C, Cortegiani A. Palliative care in inten-
sive care units: why, where, what, who, when, how. BMC
Anesthesiol. 2018;18(1):106. doi:10.1186/s12871-018-0574-9

2. Adler K, Schlieper D, Kindgen-Milles D, et al. Integration of
palliative care into intensive care : systematic review [in Ger-
man)]. Anaesthesist. 2017;66(9):660-666. doi:10.1007/s00101-
017-0326-0

3. Angus DC, Barnato AE, Linde-Zwirble WT, et al. Use of inten-
sive care at the end of life in the United States: an epidemiologic
study. Crit Care Med. 2004;32(3):638-643.

4. Vincent JL, Marshall JC, Namendys-Silva SA, et al. Assessment
of the worldwide burden of critical illness: the intensive care over
nations (ICON) audit. Lancet Respir Med. 2014;2(5):380-386.
doi:10.1016/S2213-2600(14)70061-X

5. Teno JM, Gozalo PL, Bynum JPW, et al. Change in end-of-life
care for Medicare beneficiaries: site of death, place of care, and
health care transitions in 2000, 2005, and 2009. JAMA. 2013;
309(5):470-477. doi:10.1001/jama.2012.207624

6. Bekelman JE, Halpern SD, Blankart CR, et al. Comparison of site
of death, health care utilization, and hospital expenditures for
patients dying with cancer in 7 developed countries. JAMA.
2016;315(3):272-283. doi:10.1001/jama.2015.18603

7. A controlled trial to improve care for seriously ill hospitalized
patients. The Study to Understand Prognoses and Preferences for
Outcomes and Risks of Treatments (SUPPORT). The Support
Principal Investigators. JAMA. 1995;274(20):1591-1598.

8. Davydow DS, Gifford JM, Desai SV, Bienvenu OJ, Needham
DM. Depression in general intensive care unit survivors: a sys-
tematic review. Intensive Care Med. 2009;35(5):796-809. doi:10.
1007/s00134-009-1396-5

9. Orwelius L, Nordlund A, Nordlund P, et al. Pre-existing disease:
the most important factor for health related quality of life long-
term after critical illness: a prospective, longitudinal, multicentre
trial. Crit Care. 2010;14(2):R67. doi:10.1186/cc8967

10. Desai S, Chau T, George L. Intensive care unit delirium. Crit
Care Nurs Q. 2013;36(4):370-389. doi:10.1097/CNQ.
0b013e3182al0e8e

11. Baker M, Luce J, Bosslet GT. Integration of palliative care
services in the intensive care unit: a roadmap for overcoming
barriers. Clin Chest Med. 2015;36(3):441-448. do0i:10.1016/j.
ccm.2015.05.010

12. Nelson JE, Cortez TB, Curtis JR, et al. Integrating palliative care
in the ICU: the nurse in a leading role. J Hosp Palliat Nurs. 2011;
13(2):89-94. doi:10.1097/NJH.0b013e318203d9ff

13. Gutierrez C, Hsu W, Ouyang Q, Yao H, Pollack S, Pan CX.
Palliative care intervention in the intensive care unit: comparing
outcomes among seriously ill Asian patients and those of other
ethnicities. J Palliat Care. 2014;30(3):151-157.

14. Aslakson R, Cheng J, Vollenweider D, Galusca D, Smith TJ,
Pronovost PJ. Evidence-based palliative care in the intensive care
unit: a systematic review of interventions. J Palliat Med. 2014;
17(2):219-235. doi:10.1089/jpm.2013.0409

15. Chen C, Michaels J, Meeker MA. Family outcomes and percep-
tions of end-of-life care in the intensive care unit: a mixed-


https://orcid.org/0000-0003-2118-5692
https://orcid.org/0000-0003-2118-5692
https://orcid.org/0000-0003-2118-5692

Calle et al

551

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

methods review. J Palliat Care. 2020;35(3):143-153. doi:10
.1177/0825859719874767

Sprung CL, Cohen SL, Sjokvist P, et al. End-of-life practices in
European intensive care units: the Ethicus Study. JAMA. 2003;
290(6):790-797. doi:10.1001/jama.290.6.790

Nelson JE, Puntillo KA, Pronovost PJ, et al. In their own words:
patients and families define high-quality palliative care in the
intensive care unit. Crit Care Med. 2010;38(3):808-818.
Cortegiani A, Russotto V, Raineri SM, Gregoretti C, Giarratano
A, Mercadante S. Attitudes towards end-of-life issues in intensive
care unit among Italian anesthesiologists: a nation-wide survey.
Support Care Cancer. 2018;26(6):1773-1780. doi:10.1007/
s00520-017-4014-z

Wysham NG, Hua M, Hough CL, et al. Improving ICU-based
palliative care delivery: a multicenter, multidisciplinary survey
of critical care clinician attitudes and beliefs. Crit Care Med.
2017;45(4):e372-e378. doi:10.1097/CCM.0000000000002099
Nelson JE, Bassett R, Boss RD, et al. Models for structuring a
clinical initiative to enhance palliative care in the intensive care
unit: a report from the IPAL-ICU Project (Improving Palliative
Care in the ICU). Crit Care Med. 2010;38(9):1765-1772. doi:10.
1097/CCM.0b013e3181e8ad23

Nelson JE, Mercado AF, Camhi SL, et al. Communication about
chronic critical illness. Arch Intern Med. 2007;167(22):
2509-2515. doi:10.1001/archinte.167.22.2509

Azoulay E, Timsit J-F, Sprung CL, et al. Prevalence and factors of
intensive care unit conflicts: the conflicus study. Am J Respir Crit Care
Med. 2009;180(9):853-860. doi:10.1164/rccm.200810-16140C
Montagnini M, Smith H, Balistrieri T. Assessment of self-
perceived end-of-life care competencies of intensive care unit pro-
viders. J Palliat Med. 2011;15(1):29-36. doi:10.1089/jpm.2011
.0265

DeVita MA, Arnold RM, Barnard D. Teaching palliative care to
critical care medicine trainees. Crit Care Med. 2003;31(4):
1257-1262. doi:10.1097/01.CCM.0000060160.78227.35
Mosenthal AC, Weissman DE, Curtis JR, et al. Integrating pallia-
tive care in the surgical and trauma intensive care unit: a report
from the improving palliative care in the intensive care unit
(IPAL-ICU) project advisory board and the center to advance
palliative care. Crit Care Med. 2012;40(4):1199-1206. doi:10.
1097/CCM.0b013e31823bc8e7

Puntillo K, Nelson JE, Weissman D, et al. Palliative care in the
ICU: relief of pain, dyspnea, and thirst—a report from the IPAL-
ICU Advisory Board. Intensive Care Med. 2014;40(2):235-248.
doi:10.1007/s00134-013-3153-z

Costa Filho RC, Costa JL, Gutierrez FL, Mesquita AF. Como
implementar cuidados paliativos de qualidade na unidade de ter-
apia intensiva. Revista Brasileira de Terapia Intensiva. 2010;
20(1):88-92. doi:10.1590/S0103-507X2008000100014

Alberti M, Lores R, Menchaca A. Cuidados paliativos en la
unidad de cuidados intensivos pediatricos. Revista Médica del
Uruguay. 2008;24(1):50-55.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Pastrana T, De Lima L, Pons-Izquierdo JJ. Atlas de Cuidados
Paliativos en Latinoamérica. Edicion Cartografica 2013. Pub-
lished online 2013. Accessed February 19, 2019. http://dadun
.unav.edu/handle/10171/44910

Ringle CM, Wende S, Becker JM. SmartPLS 3. Published 2020.
Accessed December, 2019. http://wwwsmartplscom

Hair JF, Ringle CM, Sarstedt M. PLS-SEM: indeed a silver bullet.
J Mark Theory Pract. 2011;19(2):139-152. doi:10.2753/
MTP1069-6679190202

Henseler J, Ringle CM, Sarstedt M. A new criterion for assessing
discriminant validity in variance-based structural equation mod-
eling. J Acad Mark Sci. 2015;43(1):115-135. doi:10.1007/s11747-
014-0403-8

Hair J, Hult GTM, Ringle CM, Sarstedt M. 4 Primer on Partial
Least Squares Structural Equation Modeling. 2nd ed. Sage;
2016.

Shimizu M, Nishimura M, Ishii Y, Kuramochi M, Kakuta N,
Miyashita M. Development and validation of scales for attitudes,
self-reported practices, difficulties and knowledge among home
care nurses providing palliative care. Eur J Oncol Nurs. 2016;22:
8-22. d0i:10.1016/j.€jon.2016.02.009

Tripodoro VA, Luxardo N, Veloso V, et al. Implementacion del
Liverpool Care Pathway en espafiol en Argentina y en Espafa:
exploracion de las percepciones de los profesionales ante el final
de la vida. Med Paliat. 2015;22(3):84-99. doi:10.1016/j.medipa
.2013.07.001

Gatta B, Turnbull J. Providing palliative care in the medical ICU:
a qualitative study of MICU Physicians’ beliefs and practices. Am
J Hosp Palliat Care. 2018;35(10):1309-1313. doi:10.1177/
1049909118771378

Silva CF, Souza DM, Pedreira LC, Santos MR, Faustino TN.
Concepgdes da equipe multiprofissional sobre a implementacdo
dos cuidados paliativos na unidade de terapia intensiva. Ciéncia
& Saude Coletiva. 2013;18(9):2597-2604. doi:10.1590/S1413-
81232013000900014

Germano K dos S, Meneguin S. Significados atribuidos por gra-
duandos de enfermagem aos cuidados paliativos. Acta Paulista de
Enfermagem. 2013;26(6):522-528. doi:10.1590/S0103-
21002013000600003

Mazutti SRG, Nascimento A de F, Fumis RRL. Limitagdo de
Suporte Avangado de Vida em pacientes admitidos em unidade
de terapia intensiva com cuidados paliativos integrados. Revista
Brasileira de Terapia Intensiva. 2016;28(3):294-300. doi:10.
5935/0103-507X.20160042

Souza PN, Miranda EJP, Cruz R, Forte DN. Cuidados paliativos
no paciente com HIV/AIDS internado na unidade de terapia inten-
siva. Revista Brasileira de Terapia Intensiva. 2016;28(3):
301-309. doi:10.5935/0103-507X.20160054

Dykema J, Jones NR, Piché T, Stevenson J. Surveying clinicians
by web: current issues in design and administration. Eval Health
Prof. 2013;36(3):352-381. doi:10.1177/0163278713496630


http://dadun.unav.edu/handle/10171/44910
http://dadun.unav.edu/handle/10171/44910
http://wwwsmartplscom


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


