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The recent article by Morgan et al. entitled ‘‘Defining the
practice of ‘no escalation of care’ in ICU’’ has engen-
dered some controversy along with the editorial that
accompanied it [1, 2]. The correct term should be ‘‘no
escalation of therapy’’ (NEOT) as stated in the editorial
because we always care about the patient. Almost
simultaneously Curtis et al. [3] reported an article entitled
‘‘The importance of word choice in the care of critically
ill patients and their families.’’ The term ‘‘no escalation of
treatment’’ is espoused to be particularly confusing to
patients and family and from clinician to clinician and
should not be used. The term is not more confusing than
many of the other terms used in limitations of therapy.
Two of the best examples of confusing terminology are
DNR (do not resuscitate) and comfort measures. What is
it that we do not resuscitate? Usually we do not resusci-
tate the patient if they have a cardiac arrest. But do we
intubate the patient if they have respiratory failure or do
we try to prevent the cardiac arrest with intubation? Do
we give antiarrhythmic drugs to prevent cardiac arrest?
What if the patient has an MI and simple defibrillation
without CPR will reverse the problem and leave no long-
term impairment? Curtis also suggests that we should not

‘‘break up’’ the advanced cardiovascular life support
(ACLS) into components (chest compressions, drugs,
defibrillation, and intubation) [4]. It does not make any
sense to be doing chest compression in an unintubated
patient or giving drugs but no chest compressions to cir-
culate the drugs. However, these terms mean difference
things to different people. Some have suggested do not
attempt resuscitation (DNAR) or all but cardiac resusci-
tation and do not intubate (DNI) as some examples of
alternate phrases and abbreviations. Perhaps in some
cases we should not use the terms because of the lack of
clarity, but we do use these terms.

Is it different from NEOT? Morgan gives a pretty good
definition for NEOT that is as intuitive as the definition of
DNR: ‘‘withholding new therapies while continuing cur-
rent ones.’’ Admittedly, this still leaves some room for
interpretation. MOLST and POLST forms have a series of
questions addressing what will not be done and both paper
and electronic records could have a checklist to be filled
out adding to the clarification of what is entailed. Notes
about the meeting during which options and limitations
are discussed may also document more specific treatments
to be included or excluded in the patient’s plan of care.
Notes about the meetings were things that Morgan
admitted were missing frequently from the chart during
their review. Making the parameters more apparent will
help the whole team and families understand what is
intended by the term.

So why have another level of care in the end-of-life
decision-making process? Because one size does not fit
all, as Curtis comments in the article in Virtual Mentor
[5]. At times the step between DNR and comfort mea-
sures is too wide for some to come to agreement with.
Generally, the concept of shared decision-making is the
best way to come to an agreement [6]. At times shared
decision-making is difficult to achieve, as we know from
practice, and from the literature we also see that not all
patients, surrogates, or physicians can agree on the
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concept of shared decision-making all the time [7–9]. We
cannot get to yes. There are differences in how patients,
surrogates, and physicians may feel about withholding or
withdrawing therapy. While we usually think about this as
a personalized issue there is a clear difference on a reli-
gious basis on withdrawing or withholding [10, 11].
Sprung’s study showed that there was a clear difference
between physicians in withholding and withdrawing
based on religion and geography and the same is true of
patients and surrogates. DNR is about withholding but in
comfort measures we usually have at least a component of
withdrawal that may not be religiously or culturally
acceptable to either party [12, 13]. This was in particular
significant for Jewish, Greek orthodox, or Muslim phy-
sicians in Sprung’s paper and is similar with patients and
surrogates. From a religious standpoint patients and
families may have difficulties with withdrawing therapy
but may be able to accept not adding further therapy.
Some other ethnic groups may also have difficulty with
withdrawal [14].

So how do we reach an agreement, or get to a yes, in
which caregivers and patient and family can concur if
both caregivers and patients and families have problems
with some aspect of the continuum? The book Getting to
Yes gives us some guidelines to think about bridging this
gap [15]. Fisher and his colleagues suggest several steps
that may be useful in this situation: listen to yourself and

the other stakeholders; for the patient and family, step to
their side and see what they see; focus on interests of what
is behind your position and their position; invent options
and think out of the box—NEOT is one of those out of the
box options; use objective criteria (document), sometimes
external pressures will not allow more conventional
approaches (religious and personal feelings); develop
your ‘‘best alternative to a negotiated agreement’’
(BATNA) which respects the patient and their beliefs and
build a golden bridge that meets needs and brings the two
groups together. Having only two choices does not always
work because of personal opinion, religion, and ethnicity.
A compromise between the two ends of the spectrum of
therapy may make sense and actually be acceptable to all
parties. It clearly is not the only answer but the possibility
can be useful in doing what is right for the patient. The
definition of limited therapy obviously needs to be clearly
documented so that everyone—the patient, all the care-
givers, and the family—understands. It is important that
the caregivers and family recognize that there can be an
escalation of comfort measures at the same time as there
are limitations to escalation of other therapy. The use of
the term ‘‘no escalation of therapy’’ can be useful in the
routine discussion of forgoing life support in the ICU.
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