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Making the Decision to Withdraw or Withhold Life Support:

Thoughts and Questions

S. Gourgiotis, S. Aloizos

Abstract

Aim-Background The severity of illness of patients who enter the intensive care unit (ICU) render it a setting where
death is common. End-of-life decision-making for the ICU patient has been a hot topic in recent years. This paper
presents our comments, concerns and thoughts for making the decision to withdraw or withhold life support in the
ICU. What is the optimal approach to such decisions? What are the indications, benefits, and ethical dilemmas of
either choice? What is the current preference worldwide?

Methods The databases that were searched included The Cochrane Library Database, Medline, and EMBASE.
Articles were also identified through a general internet search using the Google search engine.

Results As a general principle, when the goals of care cannot be achieved with aggressive life-sustaining treatments,
itis appropriate to withdraw these treatments and to allow death to occur. However, decisions concerning withdrawal
of life support remain one of the most difficult emotional burdens for an ICU team given that these decisions en-
compass complex emotional and ethical questions that affect patients, family members, and care providers.

Conclusions Doctors must have the conscience or the “courage” to stop a treatment which no longer makes sense,
provides no further benefit to the patient, causes discomfort or pain and prolongs the use of limited resources. Doc-
tors are privileged to be able to assist their patients in their final journey through the dying process. As such, they
have a duty to ensure that their patients die with dignity. Although doctors may stop active treatment, they must

never stop patient care; withdrawal of therapy does not mean withdrawal of care.
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Introduction

The severity of illness in patients who enter the intensive
care unit (ICU) lends itself to a setting commonly associ-
ated with death. Approximately 20% of all deaths in the
United States occur after admission to an ICU [1], while
approximately 50% of deaths in an ICU occur following the
withdrawal or withholding of life support [2].

In spite of great advances in technology and medical
knowledge, ICU physicians are well aware that some patients
will inevitably die despite their brave efforts. End-of-life
decision making for the ICU patient has been a topic of
heated debate in recent years, in the knowledge that such
practice is common worldwide [3]. As a general principle,
when the goals of care cannot be achieved with aggressive
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life-sustaining treatments, it is appropriate to withdraw
these treatments and to allow death to occur [3]. However,
decisions concerning the withdrawal of life support remain
one of the most difficult emotional burdens for an ICU
team due to the fact that such decisions encompass difficult
emotional and ethical questions that affect patients, family
members and care providers.

Withholding and withdrawing therapy
concepts

Withholding or withdrawing represent the two prac-
tices that could be adopted following the decision to limit
life-sustaining therapy. Withdrawal of therapy is defined as
the removal of a therapy that was initiated in an attempt to
sustain life but has become futile and merely prolongs the
dying process. Withdrawal usually entails therapies such
as mechanical ventilation and administration of vasoactive
agents. Withdrawing has been seen as an ‘action’ rather than
the passive ‘omission’ of withholding [4]. For example, the
immediate consequences of an active decision to withdraw
mechanical ventilation in a patient who is unable to breathe
spontaneously will not differ from those of a “passive” deci-
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sion not to start mechanical ventilation.

Most physicians have experience with life support with-
drawal and greater exposure to ICU patients is associated
with more withdrawal experience. This attitude reflects a
physician’s intended behaviour rather than actual prac-
tice while the willingness to withdraw life support does
not represent a disposition independent of the context
of clinical management. It seems that younger physicians
are more likely to withdraw life support and physicians at
tertiary care medical centres are more willing to than those
in non-tertiary care hospitals [5].

Withholding therapy involves the concept of no thera-
peutic escalation. Perhaps the most common example of
this is the “do not resuscitate” (DNR) or the “do not at-
tempt to resuscitate” (DNAR) order. The vast majority of
doctors accept the principal of withholding; were they not
to withhold life-sustaining therapies from some patients,
ICUs would be full of terminally ill patients with no hope
of recovery. The only people to challenge the withholding
of therapy are those who hold a very strong religious belief
that life must be sustained at all costs.

Decision making variables

Several significant variables could be implicated in a
decision to withhold life-sustaining treatments in the ICU.
These variables represent patient demographics, severity of
illness, comorbidities, diagnosis on ICU admission, ICU
admission source, patient’s initial response to treatment,
baseline quality-of-life assessments, religion, concerns about
becoming a burden, and patient and family preferences for
life-sustaining treatments.

Ethical conflicts are not uncommon between critical care
physicians and nurses involved in end-of-life care. These
conflicts can arise as a consequence of multiple factors in-
cluding physician withdrawal from physical and emotional
contact with the patient and family; a feeling among some
nurses is that they have more of a moral position because
they provide minute to minute continuity of care, and while
physicians write instructions regarding end-of-life manage-
ment, it is the nurses that implement them [6].

Several factors account for the great variability in the
end-of-life categories between countries. First and foremost
are the different religions and cultures. Religious affiliations
have been shown to influence physician attitudes toward
withdrawal of life support [5,7]. Research has demonstrated
that physicians who are Protestant, Catholic or of no reli-
gious faith more readily use withdrawal of life sustaining
treatments than those physicians who are Greek Orthodox,
Jewish, or Muslim [5]. Second, different cultures among
countries adopt diverse approaches; in the United States, the
medical model promotes autonomy and self-determination
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while in Europe, patient-physician relationships remain
somewhat paternalistic [8].

Current questions, possible answers,
and future expectations

We wonder whether we have gone too far in recom-
mending that life support be withheld or withdrawn from
some patients for whom further care would not be futile
and in suggesting that care could be forgone in certain
circumstances without the agreement of patients or their
surrogates. Furthermore, we always have in mind that as
regards our view of limiting care for certain critically ill
patients, the majority of physicians feel comfortable with
the idea that not all demands upon them must be met and
that life need not be supported at all cost. Nevertheless, we
have realized that we must be very cautious in exercising our
influence over patients to forego life sustaining therapy in the
ICU. We argue that physicians do not have a responsibility
to provide futile or unreasonable care even if a patient or
surrogate insists on it. Our argument is based on the belief
that physicians have a professional obligation and a social
sanction to provide only therapies that are beneficial, to
avoid harm, and to allocate medical resources wisely. We
also believe that physicians may misjudge the probability
of survival following an intervention and fail to determine
what quality of life is acceptable to their patients while
the recommendation to limit care may be preceded by a
discussion of quality-of-life issues between physicians and
patients or their surrogates. Furthermore, we think that
recommendations made after these requirements reflect
the physician’s obligation to seek benefit and do no harm.

In most instances, patients and surrogates accept phy-
sician recommendations to limit care if sufficient time is
afforded them to consider these recommendations. Never-
theless, on rare occasions, they insist that care be continued
and cannot be dissuaded from this position, presumably
because they disagree with the prognosis physicians have
provided them. When this occurs, our belief is that we
should not withhold or withdraw life support on the sole
basis of our personal notions of futility, but instead should
rely on institutional or multi-institutional futility policies.
Although their input is desirable, administrators, even if
they are physicians, should not be allowed to impose futility
policies that serve primarily to protect the bottom line of
their business. Preferably, policies should be developed by
physicians, nurses, and other health professionals in concert
with patients, community leaders and, when appropriate,
participants in managed-care organizations.

What is the quality of life of those patients who are
permanently unconscious and totally reliant on medical
expertise for even the most basic of bodily functions?
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Though the medical progress in supportive therapies that
enable organ functions to be maintained while a patient
recovers from a serious illness is indeed remarkable, it
should be restricted to those who stand to benefit from
such therapies, and not be abused to maintain “life” without
quality or meaning indefinitely. We argue that withdrawal
should be permitted. We consider this practice to be ethi-
cally equivalent to withholding, if not more appropriate in
some cases. Were the withdrawal of therapy not permitted,
ICUs would be full of hopelessly ill patients receiving often
costly treatment and, more to the point, of no benefit to
them. This process would be against the ethical principles
of autonomy, beneficence, non-maleficence, and distribu-
tive justice. Furthermore, if withdrawal of therapy is not
permitted, this may introduce a degree of hesitation in
our actions when time is of the essence. For example, we
may hesitate before instituting mechanical ventilation in
a patient with acute respiratory failure because we are not
in possession of that patient’s full history and the therapy
may emerge as futile, and its later withdrawal may be im-
practicable. However, the slightest hesitation in a patient
who stands to benefit from the therapy could make all the
difference to their chances of survival. The knowledge that
we can withdraw a therapy at a later date could allow the
patient to receive timely emergency care.

So what is the optimal approach to such decisions?
End-of-life decisions should be made in advance whenever
possible. These are difficult issues, and it is often easier to
postpone them; however, death should be seen as a natural
and necessary process, not as a failure. Our standpoint
is that all eventualities should be discussed and covered
before they arise. This applies particularly to decisions to
withhold therapy because there is often very little time to
decide when the situation arises. Preparing for the worst
outcome in advance allows everyone time to reflect, to
say what they feel, and to be involved in the decision. It is
also important that end-of-life decisions are made by the
“paternalistic” physician, by consensus, after open discus-
sion involving nurses, the patient - although this is an
uncommon situation in the ICU - and the relatives. When
patients are not in a position to make an informed decision
themselves, relatives must be informed and involved in the
discussions, but they should not be the ones to decide. We
strongly believe that to ask relatives to make such end-of-
life decisions is unacceptable; to burden them with such a
heavy responsibility at an already difficult time would be
most unfair, particularly given that they possess neither
the required medical knowledge nor expertise. In addition,
their decision process may be altered by emotive personal
reactions and possibly even by personal interest. Any such
discussions and decisions should be documented clearly
in the patient notes.
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We support that enough time must be allowed for end-
of-life discussions for the medical and ICU team on one
side and for the patient and the surrogates on the other. The
gravity of the situation requires that the patient’s family has
the time to understand the remaining option and receives
transparent, timely, individualized, balanced information
that allows them to make a genuinely informed choice
among the treatment options or early withdrawal of treat-
ment because of the poor odds of a meaningful recovery.
Ideally, such decisions would be made with the patient’s
family on the basis of input from clinicians and commu-
nicated data concerning overall prognosis.

To achieve this optimal approach, we must first recognize
“patient centredness” as an end in itself and a legitimate
aspect of health care quality that must be measured and
improved. Evidence-based medicine must be combined
with preference-based medicine, especially in situations
in which evidence fails to provide a clear verdict to guide
treatment. In situations involving significant trade-offs
between a patient’s quality of life and length of life, qual-
ity of care cannot be measured by the rate of death alone;
its assessment must also include key information about
prognosis, morbidity, and patient preferences.

Over the last decades, there has been growing concern
regarding end-of-life care in patients with either advanced
cancer or other terminal illnesses. The financial cost, emo-
tional burden, and failed expectations of this situation
can take a heavy toll on patients, family members, and
society. Longstanding economic constraints, common to
all healthcare systems, exert pressure on the need to ration
ICU care ethically. Curbing the demand for futile medical
services by limiting access to the ICU of patients who are
most likely to die has been proposed as a theoretical model
to lower expenditures. For example, in patients with a
sudden cardiac arrest, their time in the ICU and length of
hospitalization is often protracted, thereby incurring high
healthcare costs. The prognosis for patients who survive
cardiac arrest is often considered dismal, posing the ques-
tion as to whether they should be admitted to the ICU: costs
are expected to be high and benefits are anticipated to be
moderate at best. Objective cost-outcome studies, integrating
costs and quality-adjusted life years gained are required to
determine whether ICU admission constitutes a reasonable
use of constrained resources in this patient population.
Furthermore, there is a dilemma as to patients surviving
hospital discharge with severe neurological deficits (with a
GCS score of less than 6 points). What is the quality of life
of such a patient? To the best of our knowledge, we cannot
judge. On a utility scale from zero (death) to one (perfect
health), such patients would definitely not be rated as one
but, in all probability, could not be considered as zero either.

An increasing number of healthcare alternatives, such as
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home hospice care, have now become available for patients
with advanced cancer or other terminal illnesses. These aim
at providing less aggressive but more patient-centred care
during the last months of life. As an alternative to the more
aggressive end-of-life care, hospice care emerges as a more
humane and appropriate way of caring for the terminally
ill, incurring less cost than traditional care.

Conclusions

In all cases, the patient should be our main concern.
However, in futile cases, we have a duty to stop therapy
without further delay; to continue mechanical ventilation
or extra support in a patient who has no real chances of
recovering a meaningful life serves no purpose. Indeed, it
should not be commenced if the benefit to the patient is
negligible. We strongly believe that we must have the con-
science or fortitude to stop a treatment which no longer
makes sense, provides no further benefit to the patient,
causes discomfort or pain, and prolongs the use of limited
resources. As doctors, we are privileged to be able to sup-
port our patients throughout their final journey, and ensure
that they die with dignity. To cease active treatment is not
to cease patient care.
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Maipvovtag tnv Anoégaon yia tn un KAipdkwon r tnv Amécupon
™G Ymootip&ng TN ZwnNg: ZKEPEIC Kat AINAPUATA

2. Toupywng, X. AhoiCog

NepiAnyn

ZKomog Adyw NG coPapoOTNTOG TNG KATAOTAONS TwV acBevay Tov eloépyovtal oTn povada evtatikng Oepameiag
(ME®), awtn anote)ei éva mepipdAlov, 6mov o Bdvatog anotelei kotviy tapadoxr. H andgaon tov va tebel téhog
ot {wr| kamotov Papéws tdoxovtog acbevovg ot ME® anotelel onpaivov Bépa ta tedevtaia xpovia. H mapov-
oa gpyaocia katadetkviel TIG TAPATNPHOELS, AVIOLXIEG KAl OKEWELG HAG Ylot T AW ATOQACEWY OXETIKA e TN [N
KApdkwon 1 Ty anocvpon g vrootpEng e {wng otn ME®. Iow givar n BEATIOTH TIPOOEYYLON YLa TETOLEG
anopaoelg; ITToteg eivan ot evieiels, Ta opéAn kat Ta nOwd Shfuparta tng kabe emhoyng; Mot eivat n Tpéxovoa
avTiANyn ToyKoopiwg;

Mé6080¢ Ot Pdoelg dedopévwv mov epevvnOnkav mepteddpBavayv tnv Cochrane Library Database, Medline kat
EMBASE. Ta dpBpa evtomiotnkav emiong péoa and pia yevikr avalitnon oto Stadiktvo Xpnolpomowwyvtag T

unxavn avalnnong Google.

Amoteléopata (g yevikn apxn, OTav oL 6ToxoL TG PpovTidag Tov acbevoig dev pmopolv va emitevxBovv pe Tig
Sabéoipeg Oepameieg, elval GKOTIHO KATIOLOG Va amoaVpeL avTEG Tig Oepameieg kat va eméNBet o Bdvatog. Qotdoo, N
ATOPAOT| OXETIKA [e TNV andovpon TG voaTtnpEng T {wiig mapapévet éva and ta o SVokola cuvatoOnpatika
@optia yta v opdda tatpv g ME® yeyovog mov ogeiletat 0To OTL 0L amo@aoels avtég mepthappdvovy Shoko-
\eg ovvaroBnuatikég kat nBikég epwtnoelg mov ennpedlovy Tovg acheveic, Ta péAn TG OLKOYEVELAG TOVG KAl TOVG
TAPOYOLG VYeiag (LATPIKO KAl VOGTIAEVTIKO TPOCWTIKO).

Zvunepdoparta Ot ylatpoi mpémel va €xovy Tn ovveidnon 1 To «Bdppog» yla va otaparioovy pia Beparmeio n omoia
dev éxet mAéov vonua, dev poPAémet mepautépw 6@eA0g yla Tov acBevr), pokadel Suo@opio 1§ TOVO, Kal TapATELVEL
™ Xpron meploplopéveoy opwv. Ot ylatpol éxovy To Tpovopio va eivat oe Béon va «Bondroovv» Tovg acBeveig
ToVG péoa amd TN Stadikacia Tov Bavdtov. Q¢ ek TOVTOV, ot ylatpoi £xovv kabnkov va eEao@alilovy Tt ot acbeveic
Toug va teBavouy pe aflompénela. Av kal ot ylatpol popovv va otapatioovy tnv evepyn Bepameia, dev Oa mpémel
VA CTAHATHOOVY TOTE TN PpovTida Twv acBevwv? Alakomi tng Oepamneiag Sev onuaiver andovpon TG povTidag.

Né€erg kAard1a MEO, andpaon tédovs ¢ (wis, un khpdkwoy, andovpoy, voothpiéns ne {wihg

2. Tovpydtng, 2. Aloiog
Movada Evratikns Oepamneiog, Ztpatiwtiké Noookoueio ABnvav 417
NIMTE
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