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Abstract Objective: To evaluate the
implementation and process of with-
holding and withdrawing life-sus-
taining treatment in an intensive care
unit. Design and setting: Prospective
observational study in the medical
intensive care unit of a university
hospital in Lebanon. Patients: Forty-
five consecutive adult patients ad-
mitted to the ICU for a 1-year period
and for whom a decision to with-
holding and withdrawal of life-sus-
taining treatment was made. Mea-
surements and results: Patients were
followed up until their death. Data
regarding all aspects of the imple-
mentation and the process of with-
holding and withdrawal of life-sus-
taining treatment were recorded by a
senior staff nurse. Withholding and
withdrawing life-sustaining treatment
was applied to 9.6% of all admitted
patients to ICU. Therapies were
withheld in 38% and were withdrawn
in 7% of patients who died. Futility
of care and poor quality of life were

the two most important factors sup-
porting these decisions. The nursing
staff was not involved in 26% of the
decisions to limit care. Families were
not implicated in 21% of the cases.
Decisions were not notified in the
patients’ medical record in 23% of
the cases. Sixty-three percent of pa-
tients did not have a sedative or an
analgesic to treat discomfort during
end-of-life care. Conclusions: Life-
sustaining treatment were frequently
withheld or withdrawn from adult
patients in the Lebanese ICU. Cul-
tural differences and the lack of
guidelines and official statements
could explain the ethical limitations
of the decision-making process
recorded in this study.
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Introduction

The withholding and withdrawal of life-sustaining treat-
ment refer to the process by which medical interventions
are not given or are removed from patients with the ex-
pectation that they will die as a result. Withholding and
withdrawal of life-sustaining treatment decisions inde-
pendently predict hospital death [1] and are the most
common causes of death in intensive care units (ICU),
accounting for 60–80% of ICU deaths [2, 3, 4]. These
decisions are, for patient’s physicians and relatives, dif-

ficult to take [5] and depend on ethical issues related to
social, cultural, moral, and religious values [6, 7]. The
high prevalence of withholding and withdrawal of life-
sustaining treatment, coupled with the associated ethical
issues and emotional burden for the families, emphasizes
the need to continuously evaluate the implementation and
process of withholding and withdrawal of life-sustaining
treatment in our medical practice [8]. A large number of
clinical studies have been published, especially from
North American [2, 3, 4, 9, 10, 11, 12, 13, 14] and Eu-
ropean countries [15, 16, 17, 18, 19, 20] describing and
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assessing withholding and withdrawal of life-sustaining
treatment practices. However, there are very few such
studies from Middle Eastern Arabic countries where
ethical values, medical resources, and financial limita-
tions are different from those in Western countries [21,
22, 23].

We undertook a prospective observational study on
withholding and withdrawal of life-sustaining treatment
practices in the ICU of a teaching hospital in Lebanon.
Our objectives were to assess the frequency of such
practices, the therapies withheld or withdrawn, the rea-
sons supporting these decisions, and how withholding and
withdrawal of life-sustaining treatment processes were
conducted.

Materials and methods

We conducted a prospective study over 12 months in the intensive
care unit of Hotel-Dieu Hospital in Beirut, Lebanon. Hotel-Dieu
Hospital is a 300-bed tertiary care facility with an eight-bed med-
ical intensive care unit for adult patients. The triage process for
admission to this ICU includes patients referred from in-hospital
medical services for unstable neurological, respiratory, or cardio-
circulatory vital functions. The admission process excludes patients
for whom a decision to forgo life-sustaining therapy has already
been taken by the primary physician. During the past 3 years pa-
tients were admitted in our ICU for respiratory diseases (30%),
neurological diseases (30%), cardiocirculatory diseases (20%), and
hepatic, renal and malignant diseases (20%). Hemodialysis was
needed in 20% of patients and mechanical ventilation in 40%, with
a mean duration of ventilation of 6 days and a mean ICU stay of
11 days. The nurse/patient ratio in this ICU is one nurse for two
patients. The ICU is the setting for an internship and resident
training program. The Hotel-Dieu Hospital institutional review
board approved the study design, stipulating that no collected in-
formation would identify any individual patient.

We included in our study all consecutive patients admitted to
the ICU between March 2003 and March 2004 and for whom a
decision to withholding and withdrawal of life-sustaining treatment
was made. Patients with brain death were excluded because with-
drawal of therapy from patients who are brain dead is a legal and
well accepted practice in Lebanon. All included patients were
followed up until death. Data were collected prospectively by a
senior member of the nursing staff who was not involved in the
decision of withholding and withdrawal of life-sustaining treatment
but who had knowledge of all steps of patient’s management and
interactions with families and surrogate. The collection of data for
the study did not interfere with the discussion, the implementation,
or process of withholding and withdrawal of life-sustaining treat-
ment.

Collected data from each patient included sex and gender,
Acute Physiology and Chronic Health Evaluation score at admis-
sion, terminal illnesses and organ system failures at the time of
withholding and withdrawal of life-sustaining treatment, and the
type of decision, whether it was withdrawal life-sustaining treat-
ment or withholding life-sustaining treatment. The reasons sup-
porting the decision of withholding and withdrawal of life-sus-
taining treatment were noted using prespecified items: age, futility
of care because of a terminal illness, poor quality of life, physical or
psychological uncontrollable pain, financial cost, and family re-
quest. Life-sustaining treatment modalities withheld or withdrawn
were noted as: mechanical ventilation, endotracheal intubation,
dialysis, vasopressors and inotrops, surgery, antimicrobial therapy,

transfusion of blood products, enteral or parenteral nutrition, and
intravenous fluids. The time from admission to ICU to taking the
decision of withholding and withdrawal of life-sustaining treatment
and the time from the beginning of withholding and withdrawal of
life-sustaining treatment to patient’s death were both noted. Indi-
viduals who made the decision to withholding and withdrawal of
life-sustaining treatment were identified, whether a physician alone,
the medical staff, or the medical and the nursing staff together.
Information and involvement of patients and families in the deci-
sion-making process were noted. The presence of a written account
of the withholding and withdrawal of life-sustaining treatment de-
cision in the patient’s medical record was also noted. Finally, the
administration of sedatives and analgesic agents during the process
of withholding and withdrawal of life-sustaining treatment were
recorded.

Each patient included in the study received a three-page data-
collection form. Aggregated data were reported as numbers and
percentages of patients for categorical variables and as median and
ranges for continuous variables. Statistical analysis was not used in
this descriptive study.

Results

Over the 1-year period of the study a total of 446 patients
were admitted to our ICU, 51 of whom died despite on-
going active treatment and 43 as a result of withholding
and withdrawal of life-sustaining treatment (9.6% of all
admitted patients and 45.7% of all dead patients). Patients
who died as a result of withholding and withdrawal of
life-sustaining treatment had a median age of 65 years
(range 16–90), a sex ratio of two men to three women,
and a median Acute Physiology and Chronic Health
Evaluation II score of 25 (range 6–45) at admission. Life-
sustaining treatment was withheld in 37 patients (86%)
and was withdrawn in 6 (14%). The reasons for admission
to the ICU among these patients were respiratory failure
(35%), circulatory failure (25%), coma (20%), and sepsis
(20%). The median length of stay in the ICU of these
patients was 8 days (range 1–40).

Terminal illnesses and organ system failures at the
time of withholding and withdrawal of life-sustaining
treatment are presented in Table 1, with multiple organ
failure, sepsis, and cardiovascular failure being the most
frequent. The reasons supporting the decision of with-
holding and withdrawal of life-sustaining treatment are
presented in Table 2. Futility of care because of a terminal

Table 1 Terminal illnesses and organ system failures at the time of
withdrawal or withholding life-sustaining treatment (n=43)

n %

Multiple organ failure 24 56
Cardiovascular failure 22 51
Respiratory failure 19 44
Coma 20 46
Hepatic failure 8 8
Renal failure 20 46
Sepsis 23 53
Malignant disease 11 26
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illness as well as poor quality of life were the two most
important factors supporting the decision of withholding
and withdrawal of life-sustaining treatment, while patient
age, uncontrollable pain, financial cost, and family re-
quest were significantly less important factors.

Life-sustaining treatment modalities withheld or
withdrawn are shown in Table 3. The most common
modalities withheld or withdrawn were dialysis, vaso-
pressors, and inotrops. Endotracheal intubation was
withheld in two patients only (4.6%). The median time
from admission to ICU to taking the decision of with-
holding and withdrawal of life-sustaining treatment was
5 days (range 1–30). The median time from the beginning
of withholding and withdrawal of life-sustaining treat-
ment to the time of patient’s death was 2 days (range 1–
21). In two patients (4.6%) the withdrawal decision was
later reconsidered by one of the closed family members,
and medical treatment was resumed. After 1–2 days a new
withdrawal of life-sustaining treatment was decided on in
the two cases. Of the 43 patients whose medical life-
sustaining treatment was withheld or withdrawn 40 (93%)
died in the ICU and 3 (7%) died in the general ward after
discharge from the ICU.

The decision to withhold and withdraw life-sustaining
treatment was made by a single physician in 3 cases (7%),
by medical staff without nursing staff in 8 (18.5%), and
by medical and nursing staff in 32 (74.5%). Information
and involvement of patients and families in the decision-
making process are presented in Table 4. Only one patient
(2.3%) was judged by his physicians to be competent to
participate in treatment decisions. In nine cases (21%) the
family was not involved, and the decision to withhold or
withdraw life-sustaining treatment rested on the critical

care medical staff and the primary physician. The hospital
ethics committee was consulted about one case.

A written account of the withholding and withdrawal
of life-sustaining treatment decision was present in the
medical record of 33 patients (77%). This written account
was always made by the attending critical care physician.
Sedatives and analgesic agents were administered during
the process of withholding or withdrawal of life-sustain-
ing treatment to 16 patients only (37%). Reasons for re-
stricting the use of sedatives and narcotic agents were
given as absence of pain, decreased awakening, and se-
vere hemodynamic or respiratory instability.

Discussion

This was the first prospective observational study as-
sessing the implementation and the process of withhold-
ing and withdrawal of life-sustaining treatment in a
Middle Eastern Arabic country. Lebanon is an Arab
country where Muslim and Christian beliefs as well as
oriental and occidental trends of life coexist, and where
relations among family members are close, and social
traditions are rather conservative. Clinical studies on
practices with regard to withholding and withdrawal of
life-sustaining treatment in Middle Eastern countries have
been reported from Israel [24] and Turkey [25]. However,
these two countries have different social lives, traditions,
languages, and religious beliefs than Arabic societies.
One study from Saudi Arabia focused only on the accu-
racy of decision to withdraw therapy in critically ill pa-
tients and did not evaluate other aspects of the decision
[22]. Another study from Lebanon assessed the attitudes
of Lebanese judges regarding end of life issues but did not
evaluate clinical practices regarding withholding and
withdrawal of life-sustaining treatment [21]. A prospec-
tive study from Oman was performed in a neonatal ICU
and did not evaluate withholding and withdrawal of life-
sustaining treatment in adults [23].

In our study 9% of admitted patients and 45% of dead
patients in ICU had a decision of withholding and with-
drawal of life-sustaining treatment. Similar figures have
been reported from Israel and Latin countries in Europe
[17, 19, 24]. However, the incidence of withholding and
withdrawal of life-sustaining treatment reported in
northern European and North American literature is much
higher and reaches 70–90% in patients who die in the ICU

Table 2 The reasons supporting the decision of withholding and
withdrawal of life-sustaining treatment (n=43)

n %

Futility of care 38 88
Poor quality of life 23 53
Uncontrollable pain 1 2.3
Advanced age 2 4.6
Economic cost 2 4.6
Family request 1 2.3

Table 3 Life support modalities withheld or withdrawn (n=43)

n %

Mechanical ventilation 13 30
Endotracheal intubation 2 4.6
Dialysis 29 67
Inotropics and vasopressors 31 72
Surgery 19 44
Antimicrobial therapy 8 19
Transfusion of blood products 12 28
Nutrition (enteral or parenteral) 4 9
Intravenous fluids 0 0

Table 4 Information and involvement of patients and families in
the decision-making process (n=43)

n %

Patient information only 0 0
Patient involvement 1 2.3
Family information only 9 21
Family involvement 34 79
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[2, 4, 9, 10, 16]. The relatively low incidence of with-
holding and withdrawal of life-sustaining treatment de-
cisions in Lebanon could be related to the absence of
consensus statements and guidelines from scientific so-
cieties and to the lack of information on attitudes toward
end-of life-sustaining treatment in the Lebanese media.
Another important finding of our study is that with-
drawing life-sustaining treatment is given to only 7% of
patients who die in the ICU. Eidelman et al. [24] reported
that withholding life-sustaining treatment is common in
an Israeli ICU whereas withdrawal of therapies is limited
to brain-dead patients. Iyilik�i et al. [25] reported that
Turkish physicians prefer limiting treatment rather than
discontinuing therapy in critically ill patients. Physicians
from the Middle East seem to consider that withholding
and withdrawal of life-sustaining treatment are not ethi-
cally equivalent and are reluctant to withdraw therapies in
critically ill patients. This attitude differs from that re-
ported in most European and North American studies, in
which decisions to withhold treatment are not distin-
guished from withdrawal decisions [3, 9, 10, 16, 17, 18].
This difference regarding withholding and withdrawing
therapies in different countries may be related to religious
beliefs and moral convictions.

The reasons for the withdrawal and withholding deci-
sions in our study did not differ from those reported in
most other studies [2, 3, 9, 16, 17, 20]. Futility of care and
poor quality of life were the most common reasons given
in more than 90% of withholding and withdrawing life-
sustaining treatment decisions, whereas advanced age,
uncontrollable pain, economic cost, and family request
were given in only 14% of decisions. This finding sug-
gests that a balance between the aggressiveness of ICU
care and poor medical prognosis or poor quality of life is
an ethical concept well accepted by Lebanese physicians.
On the other hand, advanced age and financial cost were
not found to be important factors in deciding withholding
and withdrawal of life-sustaining tratment, even though
Lebanese health-care system is economically very limit-
ed. Uncontrollable pain was infrequently considered as a
reason for withholding and withdrawal of life-sustaining
treatment in our study. Similarly, Wood and Martin [3]
considered suffering to be minimally to moderately im-
portant to the interviewed intensivists.

We observed several ethical limitations in the with-
holding and withdrawal of life-sustaining treatment pro-
cesses in our ICU. First, more than 50% of the decisions
were taken 5–30 days after admission to ICU and only
2 days before death. Similar figures have been reported in
several other studies [9, 20, 25, 26], raising the question
of whether the shift to palliative strategies takes place
inappropriately late in the course of illness. In Lebanon
the delay in taking a withholding or withdrawal of life-
sustaining treatment decision is frequently related to
families who insist on giving full medical support to the
patients and require several meeting with the medical

team before reaching a consensus. Second, a substantial
portion (26%) of decisions to limit care are taken without
involving the nursing staff. Nurses have a close rela-
tionship with critically ill patients and many studies [17,
20, 27] recommended their participation in ethical dis-
cussions and decisions. Third, 23% of decisions were not
noted in the patient medical record. This may reflect the
reluctance of some physicians to record their decisions
because of the Lebanese legal context. Lebanon does not
currently have clearcut legal guidelines related to end-of-
life care. There are no legal precedents to define whether
a physician has the authority to withhold or to withdraw
life-sustaining treatment in critically ill patients. Simi-
larly, Vincent [18] found in his European study that be-
cause of legal concerns physicians in Italy, Spain, and
Greece are willing to give verbal orders to restrict care but
not to write these orders down. A fourth worrying finding
in this study is that 63% of patients do not have a sedative
or an analgesic to treat discomfort during the process of
withholding and withdrawal of life-sustaining treatment.
Lebanese physicians seem reluctant to use sedatives and
analgesics after limitation of therapies because of the risk
of precipitating death and of so-called active euthanasia.
The SUPPORT [28] study showed that 50% of seriously
ill patients are in moderate to severe discomfort and pain
during the last 3 days of life. This raises the possibility
that unskilled cessation of life-sustaining treatment may
lead to unnecessary suffering in the final hours of life.
Even more, no evidence has been found that the use of
narcotics or benzodiazepines hastens death after the
withdrawal of life-sustaining treatment in critically ill
patients [11, 13]. The implementation of standardized
procedures in Lebanese ICU may help physicians to in-
crease medication delivery and to improve the quality of
dying.

An ethical process entails information and consent of
patients, families, or both. In our study only one patient
was judged competent to be consulted, and relatives were
not included in the withholding or withdrawal of life-
sustaining treatment decision in 21% of cases. The
grounds for deciding to avoid involving family members
are difficulty in establishing a trustful relationship and in
reaching a rational consensus between numerous surro-
gates. There are in Lebanon no guidelines governing the
relationship between physician, patient, and family. This
relationship is often limited to a traditional paternalism
based on the principle of benevolence. Similarly, studies
from Mediterranean and European countries report that a
high portion of decisions to limit therapy are not dis-
cussed with families. A study by Ferrand et al. [17] in
France found that families were informed in only 59% of
the cases. In a study in Swedish ICUs one-half the deci-
sions of withholding and withdrawal life-sustaining
treatment were made without a documented discussion
with the patient or the family [16]. Sonnenblick et al. [29]
reported that in an Israeli hospital families were involved
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