Intensive Care Med (2012) 38:145-152
DOI 10.1007/s00134-011-2405-z

N. Jacquiot
B. Blettery
C. Hervé

P. E. Charles
G. Moutel

Received: 13 April 2011

Accepted: 29 September 2011

Published online: 30 November 2011

© Copyright jointly held by Springer and
ESICM 2011

Electronic supplementary material

The online version of this article
(doi:10.1007/s00134-011-2405-z) contains
supplementary material, which is available
to authorized users.

J. P. Quenot (&) - S. Prin -

S. Barbar - A. Pavon - M. Hamet -

N. Jacquiot - B. Blettery - P. E. Charles
Service de Réanimation Médicale,
CHU Dijon, Dijon, France

e-mail: jean-pierre.quenot@chu-dijon.fr

J. P. Rigaud
Service de Réanimation Polyvalente,
CH Dieppe, Dieppe, France

C. Hervé - G. Moutel
Laboratoire d’éthique médicale,
faculté de médecine Paris V,
Université Paris-5, Paris, France

END OF LIFE: NATIONAL LEGISLATIONS

Impact of an intensive communication strategy
on end-of-life practices in the intensive care

unit

Abstract Purpose: Since the
2005 French law on end of life and
patients’ rights, it is unclear whether
practices have evolved. We investi-
gated whether an intensive
communication strategy based on this
law would influence practices in
terms of withholding and withdraw-
ing treatment (WWT), and outcome
of patients hospitalised in intensive
care (ICU). Methods: This was a
single-centre, two-period study per-
formed before and after the 2005 law.
Between these periods, an intensive
strategy for communication was
developed and implemented, com-
prising regular meetings and
modalities for WWT. We examined
medical records of all patients who
died in the ICU or in hospital during
both periods. Results: In total, out
of 2,478 patients admitted in period 1,
678 (27%) died in the ICU and
823/2,940 (28%) in period 2. In per-
iod 1, among patients who died in the
ICU, 45% died subsequent to a deci-
sion to WWT versus 85% in period 2

Introduction

(p < 0.01). Among these, median
time delay between ICU admission
and initiation of decision-making
process was significantly different
(6-7 days in period 1 vs. 3-5 days in
period 2, p < 0.05). Similarly, med-
ian time from admission to actual
WWT decision was significantly
shorter in period 2 (11-13 days in
period 1 vs. 4-6 days in period 2,

p < 0.05). Finally, median time from
admission to death in the ICU sub-
sequent to a decision to WWT was
13—15 days in period 1 versus

7-8 days in period 2, p < 0.05. Rea-
sons for WWT were not significantly
different between periods. Conclu-
sion: Intensive communication
brings about quicker end-of-life
decision-making in the ICU. The new
law has the advantage of providing a
legal framework.

Keywords Ethics - Intensive care -
Communication

Early studies exploring this concept led to the proposal

Since the advent of the discipline of critical care almost half a
century ago, it has become clear that in some patients, there
are limits to the therapeutic engagement. The use of all
available resources to maintain artificial life support can
sometimes border on the excessive, not to say unreasonable,
given the hopeless prognosis and low quality of life expected
for the patient, or the excessive economic cost [1-3].

of a scale of therapeutic engagement [4]. Further reports
evaluating practices in terms of withholding and with-
drawing treatment in critical care in France [1, 5] brought
the medical community to a collective realisation that the
conceptual framework needed to be reviewed. This ush-
ered in an era of profound reflection on the role of the
patient, their proxies, and the responsibility of physicians
and paramedical staff in end-of-life decision-making. The
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results of this reflection have materialised in different
forms in different countries, depending on the local legal
and cultural context [6—11].

In France, this process of reflection led to new legis-
lation, dating from 22 April 2005, relative to patient rights
at the end-of-life, the so-called Leonetti law [12, 13].
Briefly, this law gives new rights to patients and clarifies
medical practices regarding end-of-life care.

We performed a before-and-after, interventional study
to investigate whether an intensive communication strat-
egy regarding end-of-life decisions, taking into account
the dispositions of the law dated 22 April 2005, would
have an influence on practices in terms of withholding
and withdrawing treatment, and on the outcome of
patients hospitalised in critical care.

Methods

This single-centre study was performed over two periods,
namely before the law of 22 April 2005, from January
2000-March 2005 (period 1), and after the law, from
January 2006 to December 2009 (period 2). The institu-
tional review board (Comité de Protection des Personnes,
Dijon) approved the protocol.

Between the two phases, our healthcare team (physi-
cians, nurses, nurses’ aids, psychologist) developed an
intensive strategy for communication on the level of
therapeutic engagement for every patient in the intensive
care unit (ICU) according to clinical severity and expec-
ted prognosis. The communication strategy and related
structural organisation within the department are descri-
bed in Table 1.

Data collection

We examined the medical records of all patients who died
in the ICU or in hospital after discharge to another
department, during the two study periods.

We recorded for all patients: age, sex, simplified acute
physiological score (SAPS II), comorbidities and diagnosis
at admission as defined by the International Classification
of Disease, 9th edn, clinical modification (ICD-9-CM);
Knaus score, type of admission (medical or surgical), the
person who initiated the decision-making process on
withholding of withdrawal of treatment for each patient;
reasons for withholding or withdrawing treatment (choice
of prespecified items); whether an external expert was
consulted (clinician specialist of the main disease presented
by the patient); existence of any information concerning
withholding or withdrawal of treatment emanating from the
patient or their proxies; whether any end-of-life deci-
sions were noted in the medical file; frequency of use of

Table 1 Description of the elements comprising the intensive
communication strategy regarding end-of-life decisions imple-
mented in the ICU according to the French law of 22 April 2005

Organisation

Introduce unrestricted visiting hours

Increase availability of the caregiving team to discuss clinical
evolution and therapeutic engagement

Assign a meeting room specifically reserved for meetings with
patients’ families

Define fixed appointments with families for meetings, without
interruptions (physicians’ telephones switched off)

Apprise entire caregiving team of new communication strategy
(defined below)

Implement continuing medical education training in end-of-life
ethics before introduction of new communication strategy

Communication

Daily meetings of the caregiving team and with the patient and/or
their family to
Decide on the level of therapeutic engagement (according to
diagnosis, prognosis, comorbidities, previous quality of life, life
expectancy, patient’s wishes as expressed either directly or
indirectly through advance directives)
Define modalities for withholding or withdrawing treatment, in
accordance with the 2005 law, and initiate collegial procedure in
concert with an outside expert
Discuss options for use of pain- and anxiety-relieving medications

Create a special “Ethics” section in every patient’s medical
record, accessible to all members of the caregiving team, to
document all discussions and decisions relating to the level of
therapeutic engagement

Organise debriefing for members of caregiving team to discuss
emotionally stressful cases

morphine and/or midazolam; whether the patient died in
the ICU or in hospital.

Withholding was defined as a planned decision not to
initiate treatment that was otherwise indicated. With-
drawal was defined as interruption of ongoing treatments.
Withholding or withdrawal of treatment included the
possibility that a patient could be transferred to another
hospital department with instructions not be to readmitted
to the ICU.

For all patients who had died in the ICU or in hospital
subsequent to discharge from the ICU to another depart-
ment in period 1, we examined the medical records to
identify whether death was due to limitation or withdrawal
of ongoing treatment; and in cases where a decision to
withhold or withdraw treatment had been made, what had
been the reasons for this decision. Overall, 99% of all
deaths from both periods were analysed.

Data relating to advance directives were noted as “not
applicable” in period 1, since they predated the 2005
legislation. Similarly, the first data on officially appointed
proxies appeared in 2002, when a specific law allowing
for the appointment of surrogates was introduced and put
into practice in all hospitals nationwide.

It should be noted that the ICU comprised 8 beds in
period 1, and 15 in period 2, with an intermediate tran-
sitional period with an incremental increase of capacity to
11 then 13 beds.
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Statistical analysis

Quantitative variables are presented as median [inter-
quartile range, IQR] and qualitative variables as number
(percentage). Quantitative variables were compared using
the Wilcoxon test and qualitative data with the chi-squared
test or Fisher’s exact test. All tests were two-tailed and a
p value less than 0.05 was considered statistically signif-
icant. Bonferroni correction for multiple comparisons was
applied where appropriate. All analyses were performed
using SAS version 9.1 (SAS Institute, Cary, NC, USA).

Results

In total, 2,478 patients were admitted in period 1, of
whom 520 (21%) died in critical care, and 158 (6%) in
hospital after discharge from critical care. In period 2,
2,940 patients were admitted, of whom 672 (23%) died in
critical care, and 151 (5%) in hospital.

The baseline characteristics of all patients who died in
critical care or in hospital after discharge to another
department are displayed in Table 2.

Median age [IQR] was 65 [53-78] in period 1 and 66
[54-78] in period 2. Median [IQR] SAPS II scores were
respectively 65 [57-72] and 63 [54-75] in periods 1 and
2. Most admissions were for medical pathologies (93% in
period 1, 92% in period 2). Previous state of health as
evaluated by the Knaus score did not differ significantly
between periods. Similarly, no significant difference
between periods was observed in admission diagnosis or
comorbidities.

In period 1, a written notification of a decision to
withhold or withdraw treatment was found in the medical
files of 306 (45%) patients who died, versus 700 (85%) in
period 2 (p < 0.01). The difference was statistically sig-
nificant for withholding alone, withdrawal alone, and for
withholding plus withdrawal (Table 2).

In the majority of cases, the decision to withhold or
withdraw therapy was made in the critical care depart-
ment (95% in period 1 vs. 93% in period 2).

For the subsequent analyses, we considered only the
306 patients in period 1 and the 700 patients in period 2
who died subsequent to a decision to withhold or with-
draw treatment.

Time between admission to ICU and initiation of end-
of-life decision-making process

The median time delay (in days) between admission to the
ICU and the initiation of a decision-making process
regarding possible withholding or withdrawal of therapy
was significantly different between periods (Table 3).
Similarly, the median time delay from admission to the

Table 2 Main characteristics of patients who died in ICU or hos-
pital during the two study periods

Variable Period 1 Period 2
(N = 678) (N = 823)
Age, years, median [IQR] 65 [53-78] 66 [54-78]
Male sex, no. (%) 420 (62) 485 (59)
Coexisting conditions, no. (%)
Immunodepression 74 (8) 81 (10)
Of which cancer 61/74 (82) 67/81 (83)
Chronic obstructive pulmonary 101 (15) 115 (14)
disease
Chronic heart failure 61 (9) 66 (8)
Chronic renal failure 47 (7) 57 (7)
Cirrhosis 41 (6) 66 (8)
Diabetes mellitus 95 (14) 107 (13)
Knaus, N (%)
1 74 (11) 99 (12)
II 359 (53) 461 (56)
11 189 (28) 197 (24)
v 498 (8) 66 (8)
SAPS II, median [IQR] 65 [57-72] 63 [54-75]
Category of admission, no. (%)
Medical 630 (93) 758 (92)
Scheduled surgery 28 (4) 41 (5)
Emergency surgery 20 (3) 24 (3)
Reason for ICU admission, no. (%)
Acute respiratory failure 387 (57) 478 (58)
Shock 149 (22) 198 (24)
Coma 61 (9) 58 (7)
Post-operative 48 (7) 65 (8)
Acute renal failure 20 (3) 8 (1)
Other 13 (2) 16 (2)
Withholding only, no. (%#)# 68 (10) 165 (20)
Withdrawal only, no (%) 102 (15) 288 (35)
Both withholding and withdrawal, 136 (20) 247 (30)
no (%)*
% Decisions to withhold or 95 93

withdraw made in ICU

IQOR interquartile range
# p < 0.05 for comparison between periods; all other patients died
with full support

actual decision to withhold or withdraw therapy was sig-
nificantly shorter in period 2 (Table 3). We also observed
a statistically significant difference between periods in
median time delays [IQR] (in days) from admission to
death in the ICU and in hospital, subsequent to a decision
to withhold treatment, withdraw treatment, or both.

Reasons for withholding or withdrawing treatment
in both periods

The reasons leading to a decision to withhold or withdraw
treatment were documented in 68% of medical files in
period 1 versus 99% in period 2 (p < 0.01). There was no
significant change in the main reasons cited in both periods,
with the exception of expected future quality of life for the
patient, which was cited significantly more frequently in
period 2 as a reason for withholding or withdrawing therapy
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Table 3 Time delay between admission and initiation of end-of-life decision-making process, actual decision to withhold or withdraw

therapy, and death in ICU or hospital in the two study periods

Time delay, days Period 1 (N = 306)

Period 2 (N = 700)

Withholding  Withdrawal =~ Withholding Withholding Withdrawal =~ Withholding
only only and withdrawal only only and withdrawal
(N = 68) (N=102) (N =136) (N = 165) (N=1288) (N=247)

Initiation of decision-making process#, 6 [3-9] 7 [3-10] 7 [4-10] 3 [2-6] 5 [2-7] 5 [2-7]

median, [IQR]

Decision”, median [IQR] 11 [7-15] 13 [7-18] 11 [8-16] 4 [2-7] 6 [3-8] 6 [3-8]

Death in ICU*, median [IQR] 15 [11-21] 14 [9-17] 13 [10-19] 8 [6-13] 7 [4-9] 7 [4-9]

Death in hospital”, median [IQR] 25 [14-31] 15 [12-17] 14 [11-22] 11 [9-16] 8 [6-11] 10 [7-15]

# p < 0.05 between periods for each category

Table 4 Reasons cited to justify a decision to withhold or withdraw therapy in periods 1 and 2

Reason Period 1 (N = 306) Period 2 (N = 700)

Withholding  Withdrawal =~ Withholding and ~ Withholding  Withdrawal =~ Withholding and

only only withdrawal only only withdrawal

(N = 68) (N =102) (N = 136) (N = 165) (N = 288) (N = 247)
Age 22 (32) 36 (35) 45 (33) 56 (34) 106 (37) 94 (38)
Previous autonomy 18 (27) 21 (21) 26 (19) 31 (19) 69 (24) 44 (18)
Comorbidities 26 (39) 42 (41) 39 (29) 56 (34) 103 (36) 86 (35)
Expected future quality of life 37 (54) 48 (47) 53 (39) 79 (48) 146 (51) 132 (46)
Diagnosis at admission 8 (12) 99 20 (15) 23 (14) 32 (11) 42 (17)
Non-response to maximal therapy 37 (55) 49 (48) 18 (43) 74 (45) 147 (51) 113 (46)
Multi-organ failure 14 (21) 19 (19) 20 (15) 26 (16) 49 (17) 32 (13)

Data are presented as numbers with percentages in parentheses. Totals exceed 100% as more than one reason could be cited for each

decision to withhold or withdraw therapy

(see Electronic Supplementary Material). Similarly, there
was also a significant difference between periods in the
citation rate of non-response to optimal therapy (Table 4).

Persons who initiated the decision-making process

The person(s) who initiated the decision-making process
regarding the need to withhold or withdraw therapy
(expressed as a percentage of patients) differed significantly
between periods (Table 5). In period 2, the process was more
often initiated by close family members and non-physician
staff members (nurses, nurses’ aids) and this information was
significantly less frequently unknown. Only four patients had
prepared advance directives (all in period 2).

Use of morphine and midazolam during withholding
or withdrawal of treatment

The pharmacological environment used for pain and
anxiety relief in patients in whom a decision to withhold

or withdraw treatment had been made showed signifi-
cantly more frequent use of morphine and midazolam
during period 2 as compared to period 1 (Table 6).

The information regarding any decision to withhold or
withdraw treatment was given to the patient in 5% of
cases in period 1, versus 9% in period 2 (p = not sig-
nificant, NS). The same information was given to the
families of 65% of patients in period 1 versus 95% in
period 2 (p < 0.01).

An external expert (clinician from another discipline)
was consulted in an advisory capacity for 45% of deci-
sions to withhold or withdraw therapy in period 1 versus
65% in period 2 (p < 0.01). Experts were mainly con-
sulted by telephone in both periods (85% in period 1 vs.
87% in period 2, p = NS).

Discussion

Our study shows that the number of deaths occurring
subsequent to a decision to withhold or withdraw therapy
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Table 5 Person who initiated the decision-making process in both periods

Person Period 1 (N = 306) Period 2 (N = 700)
Withholding Withdrawal Withholding and Withholding Withdrawal Withholding and
only only withdrawal only only withdrawal
(N = 68) (N =102) (N =136) (N=165) (N =288) (N=247)
Patient
Competent to make decision 2 (3) 303 6 (4) 8 (5) 8 (3) 12 (5)
By advance directives N/A N/A N/A 1 (0.5) 1(0.3) 2 (0.8)
Close family members* 5(8) 7(7) 9 (7) 30 (18) 60 (21) 47 (19)
Appointed surrogate 7 (10) 6 (6) 6 4) 20 (12) 32 (11) 22 (9)
Non-physician caregiver (nurse, nurse’s aid)* 5 (8) 44 14 (10) 55 (33) 83 (29) 96 (39)
Medical staff (physician) 46 (68) 66 (65) 94 (69) 119 (71) 210 (73) 170 (69)
Unknown’* 16 (23) 18 (18) 26 (19) 32 1(0.3) 1(0.4)

Data are presented as numbers with percentages in parentheses. Totals exceed 100% as more than one person could initiate each decision

to withhold or withdraw therapy simultaneously
N/A not applicable

* p < 0.05 for comparison period 1 versus period 2 for each category

Table 6 Use of morphine and midazolam during withholding or withdrawal of therapy in both periods

Pain and anxiety Period 1 (N = 306)

Period 2 (N = 700)

relieving medication

Withholding Withdrawal only Withholding and Withholding Withdrawal only Withholding
only (N = 68) (N = 102) withdrawal (N = 136) only (N = 165) (N = 288) and withdrawal
(N = 247)
Morphine* 2(3) 10 (10) 20 (15) 20 (12) 167 (58) 163 (66)
Midazolam* 2(3) 8 (8) 17 (13) 15 9) 129 (45) 133 (54)

Data are presented as numbers with percentages in parentheses. Totals exceed 100% as both drugs could be used in the same patient
* p < 0.05 for comparison period 1 versus period 2 for the three categories

in patients hospitalised in the ICU differed significantly
between the period before the new French law on
patients’ rights at the end of life (45%), and the period
after the new legislation (85%), when an intensive com-
munication strategy around the dispositions of this law
had been put in place. This study mainly relates to the
process of reflection and introspection concerning the
ethics of end-of-life care, and how this process can and
should become more consensual. The results of our
intensive communication strategy have been to bring
about a collective raising of awareness within the ICU.
Official guidelines from national societies published in
2000 had previously made a start at laying down a
framework for this difficult domain [14]. There was a
clear need to allay the fears of caregivers who, although
not trained in end-of-life care, were almost “obliged” to
make difficult end-of-life decisions on a routine basis.
Similarly, there was a need to communicate, in a clear and
transparent manner, on the ethics of end-of-life decisions,
and to allow all those involved in end-of-life care to have
access to the medical and ethical knowledge that could
help them to make and follow their decisions through.
Previous studies have reported death rates of 50-78%
after WWT decisions [1, 15]. These studies were per-
formed before the 2005 law and indeed, our results from

period 1 are in line with these results, with 45% of deaths
occurring subsequent to a decision to forego therapy.

The second period of our study, after the new French
legislation of 2005, saw the rate of deaths after limiting of
life-sustaining therapy increase to 85% in our department,
which is coherent with the rates reported in other studies
conducted after 2005 [2, 16-18]. It should be noted that
studies conducted in different religious or geographic
contexts, particularly within Europe, can give differing
results.

This could reflect not a true evolution in practices, but
rather a better communication regarding what really
happens, facilitated by the law of 2005, which rendered it
easier to make such decisions and note them in the
patient’s file. By creating a legal framework for end-of-
life decisions, the new law has helped to exculpate phy-
sicians who previously laboured in a no-man’s-land of
uncertainty about the ethics of end-of-life practices.

Our results further underline the importance of a clear
decision-making procedure within an ICU that includes
good communication and regular collegial meetings to
facilitate discussion. The new strategy we introduced
comprising open communication and daily meetings with
all staff members made it possible for all relevant parties
to advance their opinions and reach—within a shorter
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time frame—a consensual decision about WWT options.
Again, before the law of 22 April 2005, physicians in
France had great difficulty in making decisions pertaining
to suspension of life-sustaining therapies, and it was
especially problematic to document such a decision in the
medical file. With the legal framework created by the new
law, the decision-making process has been greatly facili-
tated, and has been greeted with widespread relief among
the medical profession. In the study by Ferrand et al. [1],
among the patients in whom a decision to forego life-sus-
taining therapy was made, this decision was generally made
within 2 days (in 40.5%), and within 30 days of admission
to the ICU for 50%. In our study, the decision-making
process was initiated after a median of 6-7 days in period 1,
and 3-5 days in period 2, leading to a decision being made
within a median of 11-13 days versus 4-6 days in period 1
versus 2 respectively. This clearly underlines that the
greater communication facilitated the initiation of the
decision-making process, even though the consequence
was a significant reduction in the time delay to death.

The main motives cited as justification for deciding to
withhold or withdraw therapy did not change significantly
after the new legislation, except for quality of life and non-
response to maximal medical therapy, which were more
frequently cited in the later period (see Electronic Sup-
plementary Material). The new law specifically mentions
that excessively burdensome treatment should be avoided
and future quality of life taken into consideration, whereby
the likelihood of a very low future quality of life would be
considered suitable justification for WWT. Thus, these
factors are legitimised by the law as reasons for foregoing
life-sustaining therapy. In the literature, other reported
reasons for suspending life-sustaining therapy include
physical or psychological suffering, or economic reasons
[1, 18]. However, cost was not a factor in our study, since
in the French medical health system, neither the patients
nor the doctors are directly concerned by the cost of care.

We noted an increase in the proportion of end-of-life
decisions initiated by the patient’s close family or the non-
physician personnel (nurses, nurses’ aids). Several studies
assessing the collegial nature of decisions to forego life-
sustaining therapy mention the lack of communication and
interaction between the caregivers and the patient’s close
family members when discussing the patient’s future [19-
21]. Indeed, Stricker et al. [16, 22] highlighted the need for
improved emotional support, coordination of care and
communication in their study of family satisfaction among
the relatives of 996 Swiss ICU patients. Therefore, it is of
particular importance to have an intensive communication
strategy involving all staff members as well as the
patient’s family and/or appointed surrogates. Contrary to
reports that nurses are not sufficiently involved in end-
of-life decisions [1, 15, 23-34], we observed in our study
that the intensive communication helped to increase the
participation of nursing staff. Indeed, Ferrand et al. [35]
previously reported that nurses often cited emotional

distress as a source of dissatisfaction, whereas in our
study, the greater implication of nurses in the end-of-life
decision-making process may have helped them to avoid
this moral distress through greater communication.

The intensive communication strategy introduced in
our department made it possible to identify at an earlier
stage patients who were likely to later have withholding
or withdrawal of treatment. In view of the fact that there
is a now a legal basis for such decisions, perhaps it has
simply become easier to reach such decisions. Despite the
improvements achieved with an intensive communication
strategy in our department after the new French legisla-
tion on end-of-life patient rights, there are undoubtedly
several areas where there is still room for further progress.
Many patients do not have officially appointed surrogates
or proxies, and the level of communication regarding this
possibility could likely be improved. Secondly, external
consultants are often just consulted by telephone. More
active involvement in grand rounds or interprofessional
meetings could help to yield a more positive contribution
from outside experts. Third, while the new law lays down
good principles for end-of-life care, these dispositions are
of little use and impossible to put into application if the
whole medical and non-physician staff is not sufficiently
aware and involved. Thus, regular training and constant
communication are necessary, as well as psychological
support. End-of-life care should be seen as extending
beyond the patient to include the patient’s family, and is
not simply a question of treating a specific disease.

Limitations

This was a single-centre study, including mainly medical
patients (90%). Thus, our results may not be extrapolated to
all ICU populations, or multiple centres, as it would be
difficult to obtain uniform practices. Secondly, data from
period 1 were retrospective, and there were probably
missing data or insufficiently exploited files. Thirdly,
decisions to withhold or withdraw treatment were not
generally made during the night or during the weekend,
because of the absence of sufficient staff to guarantee the
collegial decision-making procedures. Fourthly, the person
who initiated the decision-making process regarding end-
of-life options can be difficult to identify, particularly in
period 1, where notations in the medical file were less
frequent and less detailed. Fifth, our strategy of intensive
communication was developed as a policy in the depart-
ment and is not necessarily replicable in other departments.
In addition, it is not possible to conclude that the changes
observed in our practices were due solely to the introduc-
tion of the new legislation. Sixth, since the ICU capacity
increased between periods, there is a possibility that the
patient profile changed between periods. Lastly, while
doctors in France are not directly concerned by the cost of
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care, we cannot exclude that economical considerations
due to limited resources may have influenced their deci-
sions to withhold or withdraw therapy.

true legal framework, probably limiting excessively bur-
densome treatment.

Intensive communication makes it possible to identify
earlier patients who are likely to evolve towards WWT,
which brings about quicker decision-making regarding

Conclusions

The new law of 2005 in France on patient rights at end of
life has made it possible to introduce an active commu-
nication strategy regarding end-of-life decisions, with a

end-of-life in the ICU.

We noted greater involvement of close family and
nursing staff in initiating decisions relating to end of life.

The new law has the advantage of providing a legal
framework to free physicians of the burden of unguided
decision-making in this difficult context.

References

1.

Ferrand E, Robert R, Ingrand P,
Lemaire F (2001) Withholding and
withdrawal of life support in intensive-
care units in France: a prospective
survey. French LATAREA Group.
Lancet 357:9-14

. Prendergast TJ, Luce JM (1997)

Increasing incidence of withholding and
withdrawal of life support from the
critically ill. Am J Respir Crit Care Med
155:15-20

. Smedira NG, Evans BH, Grais LS,

Cohen NH, Lo B, Cooke M, Schecter
WP, Fink C, Epstein-Jaffe E, May C
et al (1990) Withholding and
withdrawal of life support from the
critically ill. N Engl J Med
322:309-315

. Rapin M, Le Gall JR (1979) [Palliative

comfort therapy in critically ill
patients]. Bull Acad Natl Med
163:566-571 (discussion 571)

. Knaus WA, Rauss A, Alperovitch A, Le

Gall JR, Loirat P, Patois E, Marcus SE
(1990) Do objective estimates of
chances for survival influence decisions
to withhold or withdraw treatment? The
French Multicentric Group of ICU
Research. Med Decis Making
10:163-171

. Lilly CM, De Meo DL, Sonna LA,

Haley KJ, Massaro AF, Wallace RF,
Cody S (2000) An intensive
communication intervention for the
critically ill. Am J Med 109:469-475

. Deliens L, Mortier F, Bilsen J, Cosyns

M, Vander Stichele R, Vanoverloop J,
Ingels K (2000) End-of-life decisions in
medical practice in Flanders, Belgium:
a nationwide survey. Lancet
356:1806-1811

. Cook DJ, Guyatt G, Rocker G, Sjokvist

P, Weaver B, Dodek P, Marshall J,
Leasa D, Levy M, Varon J, Fisher M,
Cook R (2001) Cardiopulmonary
resuscitation directives on admission to
intensive-care unit: an international
observational study. Lancet
358:1941-1945

10.

11.

13.

15.

16.

. Drazen JM (2003) Decisions at the end

of life. N Engl J Med 349:1109-1110
van der Heide A, Deliens L, Faisst K,
Nilstun T, Norup M, Paci E, van der
Wal G, van der Maas PJ (2003) End-of-
life decision-making in six European
countries: descriptive study. Lancet
362:345-350

Quill TE (2004) Dying and decision
making—evolution of end-of-life
options. N Engl J Med 350:2029-2032

. Baumann A, Audibert G, Claudot F,

Puybasset L (2009) Ethics review: end
of life legislation—the French model.
Crit Care 13:204

(2005) Loi n° 2005-370 du 22 avril
2005 relative aux droits des malades et
a la fin de vie. Code de la Santé
Publique. JORF 95:7089

. Ferrand E (2002) Active withholding

and withdrawal of therapy in adult
intensive care units. Reanimation
11:442-449

Pochard F, Azoulay E, Chevret S,
Vinsonneau C, Grassin M, Lemaire F,
Herve C, Schlemmer B, Zittoun R,
Dhainaut JF (2001) French intensivists
do not apply American
recommendations regarding decisions
to forgo life-sustaining therapy. Crit
Care Med 29:1887-1892

Antonelli M, Azoulay E, Bonten M,
Chastre J, Citerio G, Conti G, De
Backer D, Lemaire F, Gerlach H,
Hedenstierna G, Joannidis M, Macrae
D, Mancebo J, Maggiore SM, Mebazaa
A, Preiser JC, Pugin J, Wernerman J,
Zhang H (2010) Year in review in
Intensive Care Medicine 2009. Part III:
mechanical ventilation, acute lung
injury and respiratory distress
syndrome, pediatrics, ethics, and
miscellanea. Intensive Care Med
36:567-584

17.

18.

19.

20.

21.

22.

23.

24.

Azoulay E, Metnitz B, Sprung CL,
Timsit JF, Lemaire F, Bauer P,
Schlemmer B, Moreno R, Metnitz P
(2009) End-of-life practices in 282
intensive care units: data from the
SAPS 3 database. Intensive Care Med
35:623-630

Sprung CL, Cohen SL, Sjokvist P,
Baras M, Bulow HH, Hovilehto S,
Ledoux D, Lippert A, Maia P, Phelan
D, Schobersberger W, Wennberg E,
Woodcock T (2003) End-of-life
practices in European intensive care
units: the Ethicus Study. JAMA
290:790-797

Baggs JG, Ryan SA, Phelps CE,
Richeson JF, Johnson JE (1992) The
association between interdisciplinary
collaboration and patient outcomes in a
medical intensive care unit. Heart Lung
21:18-24

Fagin CM (1992) Collaboration
between nurses and physicians: no
longer a choice. Acad Med 67:295-303
Gramelspacher GP, Howell JD, Young
M1J (1986) Perceptions of ethical
problems by nurses and doctors. Arch
Intern Med 146:577-578

Stricker KH, Kimberger O, Schmidlin
K, Zwahlen M, Mohr U, Rothen HU
(2009) Family satisfaction in the
intensive care unit: what makes the
difference? Intensive Care Med
35:2051-2059

(1995) 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 274:1591-1598

Truog RD, Cist AF, Brackett SE, Burns
JP, Curley MA, Danis M, DeVita MA,
Rosenbaum SH, Rothenberg DM,
Sprung CL, Webb SA, Wlody GS,
Hurford WE (2001) Recommendations
for end-of-life care in the intensive care
unit: The Ethics Committee of the
Society of Critical Care Medicine. Crit
Care Med 29:2332-2348



152

25. Stevens L, Cook D, Guyatt G, Griffith
L, Walter S, McMullin J (2002)
Education, ethics, and end-of-life
decisions in the intensive care unit. Crit
Care Med 30:290-296

Cook DI, Giacomini M, Johnson N,
Willms D (1999) Life support in the
intensive care unit: a qualitative
investigation of technological purposes.
Canadian Critical Care Trials Group.
CMAJ 161:1109-1113

Asch DA, Hansen-Flaschen J, Lanken
PN (1995) Decisions to limit or
continue life-sustaining treatment by
critical care physicians in the United
States: conflicts between physicians’
practices and patients’ wishes. Am J
Respir Crit Care Med 151:288-292
Ferrand E, Bachoud-Levi AC,
Rodrigues M, Maggiore S, Brun-
Buisson C, Lemaire F (2001) Decision-
making capacity and surrogate
designation in French ICU patients.
Intensive Care Med 27:1360-1364

26.

217.

28.

29.

30.

31.

32.

Sprung CL, Eidelman LA (1996)
Worldwide similarities and differences
in the foregoing of life-sustaining
treatments. Intensive Care Med
22:1003-1005

Vincent JL (1990) European attitudes
towards ethical problems in intensive
care medicine: results of an ethical
questionnaire. Intensive Care Med
16:256-264

Stanley JM (1992) The Appleton
international conference: developing
guidelines for decisions to forgo life-
prolonging medical treatment—
Preamble, Parts I, II, III, and IV. J Med
Ethics 18:S3-S22

(1992) Attitudes of critical care
medicine professionals concerning
forgoing life-sustaining treatments. The
Society of Critical Care Medicine
Ethics Committee. Crit Care Med
20:320-326

33.

34.

35.

(1991) Withholding and withdrawing
life-sustaining therapy. This Official
Statement of the American Thoracic
Society was adopted by the ATS Board
of Directors, March 1991. Am Rev
Respir Dis 144:726-731

Mitchell PH, Armstrong S, Simpson
TF, Lentz M (1989) American
association of critical-care nurses
demonstration project: profile of
excellence in critical care nursing.
Heart Lung 18:219-237

Ferrand E, Lemaire F, Regnier B,
Kuteifan K, Badet M, Asfar P, Jaber S,
Chagnon JL, Renault A, Robert R,
Pochard F, Herve C, Brun-Buisson C,
Duvaldestin P (2003) Discrepancies
between perceptions by physicians and
nursing staff of intensive care unit end-
of-life decisions. Am J Respir Crit Care
Med 167:1310-1315



	Impact of an intensive communication strategy on end-of-life practices in the intensive care unit
	Abstract
	Introduction
	Methods
	Data collection
	Statistical analysis

	Results
	Time between admission to ICU and initiation of end-of-life decision-making process
	Reasons for withholding or withdrawing treatment in both periods
	Persons who initiated the decision-making process
	Use of morphine and midazolam during withholding or withdrawal of treatment

	Discussion
	Limitations
	Conclusions
	References


