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Withholding and withdrawing life-support
(Second of two parts)

Ana L. Huerta-Alardin, Agustin Cruz-Amador, George L. Sternbach, Joseph Varon

On the first part of this article we discussed issues related Critical care physicians and other health care provid-
to withholding and withdrawing life-support. In this parters have to base their recommendations on scientific data
of the article we provide the legal frame and religiouso limit treatment in case of medical futility [59]. In addi-
issues regarding withholding and withdrawing life-suption; these recommendations must always be communi-

port. cated to the patient and/or their families. If the patient is
in an institution that has developed futility polices, the
Legal issues of Palliative Care health care provider must recognize that this only consti-

tutes a vehicle for reinforcing the decision-making be-
After the Cruzan case, the U.S. Supreme Court provideédeen the health professionals and the patients [60].
specific guidelines for the administration of palliative care. Health care providers may forego life-support for
It stated that terminally-ill patients were not allowed tgatients that are unable to make decisiand, lack sur-
commit suicide or receive the assistance of a health catgyates. In these instances, they should always follow the
professional in committing suicide: best interest standard in order to avoid litigation.

“Everyone, regardless of physical condition, is en-
titled, if competent, to refuse lifesaving medical treatmenPractical Issues
no one is permitted to assist suicide.” “When a patient
refuses life-sustaining medical treatment, he dies frovho Makes The Decisions?
an underlying fatal disease or pathology; but if a patient
ingests lethal medication prescribed by a physician he ihirty years ago physicians and patients believed that
killed by medication.T56]. the decision to withhold or withdraw life support should

When a patient receives palliative care, sedatives abé made by the physicians without participation of the
analgesics are given in order to provide relief from paipatient or the patient’s family. Using this method, clini-
or suffering [57]. Some authors use the term “terminatians forgot the most important principle of the end-of-
sedation” to include sedation given while withdrawinglife issues, the autonomy of the patient [61]. Any team
any initial care treatment in a terminally ill patient [58]. that makes the decisions regarding life-support with-

drawal must include not only physicians but also nurses
How do physicians satisfy legal requirements? and ethicists. A patient must have clear information about

his/her condition and to know the plan of the therapy
Withdrawing life-sustaining treatment is legal if it repre-that is going to be used. The physician must assure and
sents an undesired treatment to the patient. The only wdgcument in the chart that is understood by the patient
this should be done is with the consent of patient or thedind family members and must answer all related ques-
surrogates. tions [62]

The patient, on the other hand, is obligated to under-
stand the proposed treatment and alternative interventions.
The physician must ask the patient to repeat in his or her
From the Department of Universidad Auténoma de Tamaulipas School of  OWN Words what the physician has explained, including
e G e ks the consequences and risks of accepting the suggested
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If a patient is unable to participate in health care de=atholicism
cisions a decision maker should be identified. However,
patients do not lose their autonomy when they beconmihe Catholic religion believes that every human life has
incompetent [63]. The legal system mandate that the mediitrinsic value and dignity, provided as a gift from God,
cal team and decision maker for the patient attempt taut Catholics are also active guardians of their body [70].
reconstruct the patient’s judgment. In this case decisioh#fe has to be respected because it is sacred [71]. Bodily
often have to be taken by the doctor and a surrogate udite is not an absolute good to be maintained at all costs.

ally a member of the patient’s family [64]. One is, therefore, not forced to continue treatment if it is
only going to prolong dying. Treatment of pain is rein-
Religion and Religious Issues forced, mostly in the case of terminal illness. The end-of-

life is a time to reconciliation and forgiveness [72].
Religious doctrine gives a framework for understanding
the human experience of death and dying for patienttslam
family members, and health care professionals. Spiritu-
ality and religion should be associated with a decreaséduslims have specific duties owed to their Creator and
fear of death and greater acceptance of it [ét.objec- fellow human beings [73,74] One of their beliefs is that
tive of quality comfortable death is achieved by meetingll healing comes from God, so they have the obligation
a patient’s needs and by paying attention to the socidf) search out medical care and right to receive appropri-
psychological, and the spiritual and religious dimensiongte medical treatment [7$]hysicians have clear obliga-
of care Table 2) [66, 67]. tions with respect to duty to heal [76].

TABLE 2. THE FOUR ETHICAL PRINCIPLESDEALING WITH TERMINALLY -ILL PATIENTS

Principle Approach

Beneficence The determination to give benefits and equilibrate benefits against right
Non-maleficence The determination to eliminate the causation of injury

Autonomy Respect the decision-making capacity of people

Justice Determination of fairness in the impartation of benefits and risks

The religion and culture of the patient, family, and  Islam acknowledges that death is an inevitable phase
the clinician, among other factors, brings up the questioof the life of a human being; medical management should
as to what is to be considered right or wrong, acceptabi®t be given if it only prolongs the final stage of a termi-
or undesirable in end-of-life issues. Different religionsnal illness as opposed to treating a superimposed, life-
have approaches to end-of-life that may require betténreatening condition [77]. According to this religion, hu-
understanding by the health care provider. Some examplasin beings should also be guardians of their bodies, which

of religious beliefs are presented. are believed to be a gift from God. Autonomy is highly
recognized in by Muslims, and there is an obligation to
Judaism feed and hydrate dying patients.

The three religions have much in common, includ-
Within Judaism, the physician and the patient have obling strong ethical principles as beneficence and non-ma-
gations regarding the duty to heal. The patient has to fortgficence. In the Catholic religion the patient decides what
him/her-self to look for and follow medical advice [68].is going to be done at the end, whereas in Islam and Juda-
In this religion, avoiding suffering is a very importantism, autonomy is secondary to the patient’s health and
factor. The process of dying must be respected when itigelfare as judged by a duopoly of experts-clinician and
imminent and irreversible [6%eneficence and non-ma- cleric.
leficence are major goals in this perspective. Beneficence Within Judaism, patients are free to pick their physi-
meaning the obligation to provide benefits, and non-maian and rabbi. When a rabbinical judgment is requested,
leficence meaning the obligation to avoid harm, but theo second opinion is tolerated, but both the rabbi and the
primary goal is to make sure that maximum resourcgghysician can be consulted at any time. In Catholicism,
are provided to the individual patient. although the priest’s opinion has significant authority, it
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is patients who have the ultimate right and obligation téoss is projected onto others. In a more advanced stage

make choices [78] of understanding death, bargaining represents a last ef-
According to Islam, the local religious leader is calledort at overcoming death. This is followed by depres-

to facilitate interpretation of religious rulings at the levelsion when the full impact of imminent death strikes

of the individual patient. them; the final stage is acceptance when the grieving
Humans of different religious beliefs make differentcomes with the fact of death and the patient makes prepa-

judgments and choices about whether to live under sucétion for it.

terminal circumstances. There are those who would like

to maintain standard treatment, those who would like tBorgoing Life-Support

have terminal sedation, and those who will seek with-

drawal from life-support systems and death by gradudlhere are special considerations in forgoing life, dying

starvation and dehydration. when a certain therapy is doomed to fail, and life-sus-
taining interventions are to be withheld. When the pa-
Physician’s own opinion about withholding and tient is dying, and interventions are only going to pro-
withdrawing life-support. How much do we re- long the dying process, and suffering, a decision to with-
ally want to be done? hold therapy must ensue. When a patient has cognitive

impairment, if the treatment causes complications, or
Health care providers who work with end-life issues mayhen the patient has end-stage-organ failure, it should be
have different opinion for choices for themselves. Wearefully decided whether to initiate any new interven-
have previously described the attitudes of health care prten, as these are not likely to improve the patient’s well-
viders toward resuscitation for themselves in a variety dfeing. In general, when the risks exceed the benefits of
settings [79-81]. any new treatmedife-sustaining therapy should be with-
In all these studies, the most important factor in therawn or withheld.
decision to withdraw life-support included the likelihood  When several treatments are used simultaneously, for-
of surviving the current episode and the likelihood of longgoing of treatment can be done in a priority order. For
term survival. example, health care professionals and patients or surro-
In one study we found that the respondents were vegates may elect to forego dialysis, further diagnostic evalu-
confident of their choices only 29.7% of the time, anditors, and discontinue vasopressors. This can be followed
that physicians were very confident more frequently thaby removal or discontinuation of hemodynamic monitor-
nurses or house staff [8%Ye also found in another sur- ing, and antibiotic treatment. In most instances the last sup-
vey that most of the physicians didn’t want cardiopulmoportive measures to be removed are artificial feedings and
nary resuscitation (CPR) to be performed on themselvesgechanical ventilation [83Certain methods to withdraw
and would want life-sustaining therapy withdrawn if theventilatorsupport have been proposed. The first method is
prognosis for survival was poor. We assumed that longprolonged terminal weaning, which allows titration of drugs
clinical experience was associated with less desire few control dyspnea and maintains an airway for suctioning,
resuscitative efforts. but this can make the dying process longer and may mis-
The responses and opinions from nurses, medical stead the family into thinking that survival is still an objec-
dents and physicians regarding CPR, reflected that atterike of the treatment. Another method is extubation. By
ing physicians opted for a shorter resuscitation effort thamsing this method, the patient is free of unwanted technol-
nurses or medical students, and nurses and medical studegjg, and usually this process does not prolong the dying
identified themselves as less than a full code status [46]. process. This kind of method may cause noisy breathing,
and agonal breaths as signs of discomfort. Therefore, itis a
Stages of Death and Psychological Issues of Dying  very important to provide adequate analgesia and sedation
to avoid pain or suffering. A rapid terminal weaning pro-
These are usually steps that patients and their familieess may be used. It maintains an airway for suctioning,
go through in the dying process. Health care providemnd is also less likely to prolong the dying process.
must appreciate and understand these stages, as theySometimes while ventilator withdrawal is taking
may interfere in end-of-life discussion. For most pagplace, the patient can manifest distress. In these cases the
tients there is initially denial of imminent death becauseecommended treatment is a bolus dose of 5 to 10 mg of
they are unable to admit to themselves that they mightorphine, followed by a continuous morphine infusion.
die and they will suffer the loss that death represent8/hen patients are withdrawing from dialysis, artificial
This is usually followed by anger, in which the pain ofnutrition or hydration they can undergo severe distress,
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or related symptoms. These should be treated for tleuntries. This represents an important challenge to phy-

patient’s comfort Figure 2) [84]. sicians, because it implies very delicate issues that should
We recommend that after all these life-sustainindgpe managed carefully.

measures are discontinued, the patient be transferred to a Healthcare providers and physicians should al-

Withdrawing Life-Support

Atrtificial Nutrition and Discontinue Mechanical Ventilator
Hydration Dialysis
Extubation:
Management of related symptoms; | Managment of Discomfort;, | Endotracheal tube removed after
suctioning and given humidified air
Thirst = Sips of Fluids Uremic Patient: Pericardial or to patient.
Dry Mouth = Glycerine Swabs pleural effusions: Oxygen
Oral Inflammation= Dyphenhydramine | Morphine Sedation Terminal weaning:
Pain Resttessness = Morphine Decrease gradually:
Occasional Seizures: - \entilator rate
Benzodiazepines other - PEEP
anticonvulsivants - Oxygen Levels
- Tidal volume

FIGURE 2: METHODSUSED IN FORGOING LIFE-SUPPORTAND MANAGING DISCOMFORT,

general floor. If transferred, the patient has to have allays keep in mind and fully understand the treat-
the care he or she requires to ensure comfort. In someent preferences of terminally-ill patients, as well
institutions a palliative care or hospice inpatient unit caas their personal religious beliefs and principles. It
provide care to the patient under these circumstances [85].important to remember that physicians should not
It the patient cannot be transferred out of the ICUtreat if they believe treatment will be futile, but this
nurses and physicians should continue to care for the gaan be a controversial issue between the patient’s fam-
tient. It has been estimated that most patients die withity and the healthcare providers. Physicians must
the first 24 hours of withdrawing life sustaining measuresavoid unilateral action. Communicating with patients
When a patient stays in the ICU, The patient shouldnd families; and among the rest of the intensive care
be provided with privacy, with closed doors and curtaingjnit members is the key to resolve the great majority
and the family should have access to see the patientadtthe dilemmas.
any time. In many institutions it is permitted that the family ~ Healthcare professionals should never loose per-
bring music, clothes, religious icons, food and pets to thepective in what end-of-life care means. Sometimes
patient, and also to encourage religious and other familye have to radically change the treatment of patients
rituals at the bedside before and after death [86]. dying in the intensive care unit from life-saving; to
Every dying patient should receive a dignified andprovide the patient and the family comfort. This change
comfort death, with the administration of the appropriateequires the patient’'s wishes to be respected, and con-
sedation, and always following the patient’s wishes. tinuous information to be provided to the family about
the treatment goals. That is why physicians have to
acquire the skills to meet the physical, emotional, and
Conclusions spiritual needs of the patient and their families. This
includes comfort and quality of dying. Beyond sur-
Withholding and withdrawing life-support have becomevival, patients in a terminal condition in the ICU have
common practices in the intensive care units of Westethe need of a dignified death.

Crit Care & Shock 2004 \ol. 7, No. 2 67



References

56.
57.

58.

59.

60.

61.

62.

63.

64.

68

Vacco v Quill; 117 S. Ct. 1997; 2293

Gostin L: Deciding Life and death in the
courtroom: from Quinlan to Cruzan,
Glucksberg and Vacco- a brief history and

analysis of constitutional protection of the 66.

right to die.JAMA 1997; 278:1523-1528
Wilson WC, Smedira NG, Fink C, et

al:Ordering and administration of sedatives67.

and analgesics during the withholding and

withdrawal of life support from the criti- 68.

cally ill patientsJAMA1992; 267:949-953
The Ethics Committee of the Society of
Critical Care Medicine: Consensus state-
ment of the Society of Critical Care

Medicine’s Ethics Committee regarding 69.

futile and other possibly inadvisable treat-
ments.Crit Care Med1997; 25:888-891
Halevy A, Brody BA: A multi-institution
collaborative policy and medical futility
JAMA1996; 276:571-574

Schneiderman LJ, Kaplan RM, Pearlman
RA, et al: Do physicians’ own preferences
for life-sustaining treatment influence their
perceptions of patients’ preferencd<Clin
Ethics 19934:28-33

Kellum J, Dacey M: Ethics in the inten-

sive care unit: Informed consent; withhold- 72.

ing and withdrawal of life support; and re-
quests for futile therapied)p to Date.

www.utdol.com accesed on Aug 21; 73.

2003:1-11
Devita M, Grenvik A: Foregoing life-sus-

taining therapy in intensive care. In: Ayres, 74.

S, Grenvik, A, Holbrook, P, Shoemaker, W
(Eds), Textbook of Critical CareRhiladel-
phia; WB Saunders1995:1802-1808

Libbus M, Russell C: Congruence of deci- 75.

sions between patients and their potential
surrogates about life-sustaining therapies.
ImageJ Nurs ScH995; 27:135-140

65.

70.

71.

Neimeyer RDeath Anxiety Handbook, Re- 76.

search, Instrumentation, and Application
Washington, DC: Taylor & Francis, 1994:
31-43

Byock R:Dying Well The prospect for
Growth at the end of lifeNew York, NY:
Riverhead, 1997:10-15

Emanuel E, Emanuel L: The promise of a
good deathLancet.1998; 351: S21- S29.
Clarfield AM, Gordon M, Markwell H, et

al: Ethical Issues in End-of-Life Geriatric 79.

Care: The Approach of Three Monotheistic
Religions-Judaism, Catholicism, and Islam.
J Am Geriatri So2003;51:1149-1154

Meier L: Three cardinal principles of Jew- 80.

ish medical ethics: Meier L, editalewish
values in health and medicineanham
(MD): University Press of America;
1991:60

Noel A, Latimer E: Is Quality care the luck
of the draw? Catholic Health Association
of Canada. Health Ethics Guide. Guardians
of their bodies: 2000:1-16

Markwell H, Brown B: Bioethics for clini-
cians: 27. Catholic bioethic€an Med
Assoc] 2001; 165:189-192

Sulmasy D: Commentary: Double effect- 83.

intention is the solution, not the probledn.
Law Med Ehic000; 28:26-29
Daar AS, al Khitany AB: Bioethics for cli-

nicians: 21. Islamic bioethic€an Med 84.

Assoc] 2001; 164:60-63
Khan A: Islamic philosophy and medical
ethics. In: Athar S, edslam Perspectives

in Medicine Indianapolis: American Trust 85.

Publications, 1993:103-105
Mavani H: A Guide to Islamic Medical Eth-

ics. Montreal, QC, Canada: Organization 86.

for the Advancement of Islamic Knowledge
and Humanitarian Services, 1998: 374-436

77.

78.

81.

82.

Knoll A, Berkenwald A, Batey R, et al:
Participation of physicians in capital pun-
ishmentN Engl J Medl994; 330:935-937
Hedayat K, Pirzadeh R: Issues in Islamic
biomedical ethics. A primer for the pedia-
trician. Pediatrics2001; 108:965-971
Gross M: Medical Ethics Committees in Is-
rael. Implementing the Israel Patient Rights
Act and terminating life-sustaining treat-
ment.Isr Med Assoc 2001; 3: 461-464
Varon J, Sternbach G: Resuscitation atti-
tudes among medical personnel: How much
do we really want to be dond®esuscita-
tion 1991; 22: 229-235.

Marik P, Varon J, Lisbon A, Reich H:
Physicians’s own preferences to the limi-
tation and withdrawal of life-sustaining
therapy.Resuscitatiorl999; 42:197-201
Varon J, Fromm R: Discrepancy in resusci-
tation beliefs among physicians at various
levels of trainingAm J Emergency Medi-
cine1993; 11: 290-292

Walter S, Cook D: Confidence in life-sup-
port decisions in the ICU: A survey of
healthcare worker<rit Care Med1998;
26:44-49

Faber-Langendoen K: A prospective study
of withdrawing Mechanical Ventilation
from dying patientsAm J Respir Care Med
1996; 153: 4S

Faber-Langendoen K: Withdrawing inten-
sive life-sustaining treatment recommen-
dation for compassionate clinical manage-
ment.N Engl J Medl997; 336:652-657
Campbell M, Frank R: Experience with
end-of-life practice at a University hospi-
tal. Crit Care Med1997; 25:197-202

Miller F, Fing J: A proposal to restructure
hospital care for dying patientd\ Engl J
Med 1996; 334:1740-1742

Crit Care & Shock 2004 \ol. 7, No. 2



