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Making decisions about the use of life-sustaining thera-
pies (LST) in critically ill patients is a complicated
process that requires the consideration of expected ben-
efits and potential burdens of critical care therapies,
accounts for patient goals and preferences, and confronts
the reality of constrained resources [1]. The importance of
this decision-making process is highlighted by the fact
that the majority of deaths in European and North
American ICUs involve withholding or withdrawing LST
[2–6]. Decisions about the use of LST, and particularly
ICU triage decisions, often lack transparency. There is
evidence that patient age frequently influences triage
decisions in ways that are neither based upon empirically
informed estimates of expected benefit nor ethically jus-
tifiable [7, 8]. There is broad agreement that effective
communication between physicians and patients is a key
part of effective and just decision-making, but the context

of this communication frequently adds to its complexity;
physicians and patients (and their surrogate decision
makers) are often meeting for the first time in the midst of
an impending or ongoing health catastrophe. Advanced
care planning seeks to clarify goals and preferences prior
to the development of a health crisis, but the effectiveness
of commonly used tools has been limited [9–12].

François Philippart, Maitè Garrouste-Orgeas, and col-
leagues [13, 14] present two studies that explore decision-
making about LST among octogenarians and critical care
physicians using hypothetical scenarios. In the first study,
they explore the preferences of cognitively intact subjects
aged 80 years and older regarding three life-sustaining
therapies through the use of professionally produced films
depicting common clinical scenarios, including actual
patient footage of non-invasive ventilation (NIV), inva-
sive mechanical ventilation (IMV), and renal replacement
therapy (RRT). This novel use of videos in advanced care
planning is intriguing, since it can eliminate variability in
the information presented about LST and might narrow
the gap between patient and physician understanding of
the burdens of LST [15, 16]. While there is no evidence of
this in the present study, care must be taken to avoid using
frightening imagery that risks coercing, rather than
informing, patients about these therapies because the ICU
environment is so foreign to many patients.

The rate of refusal of LST was strikingly high in this
cohort of functionally independent subjects with chronic
illness. After viewing the films, more than 1/4 would
refuse NIV for pulmonary edema, more than 40 % of the
subjects would refuse IMV for pneumonia, and nearly 2/3
would refuse RRT for renal failure that developed in the
ICU. One of the most common reasons given for a
decision to forego LST in this cohort was a concern for
the loss of independence after critical illness, echoing the
fact that many older patients and patients with chronic
disease value quality of life above short-term survival
[17]. In effect, these patients have identified outcomes
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that could be worse than death, or at least not sufficiently
better than death to justify the burdens of the therapies
necessary to sustain life.

In the second study, a simulation study of physician
decision-making, the physician subjects initially made
decisions in regarding the use or withholding of LST
based upon the characteristics of subjects from the first
study, including comorbidities and functional status, as
well as details of a simulated acute illness, but without
direct input from patients or their families (other than
what might be previously documented regarding patient
preferences). This mimics the way that decisions about
LST must frequently be made in the care of decompen-
sating patients. These physicians deemed the three LSTs
to be indicated and appropriate in the majority of cases,
and were far more likely to use these therapies than the
patients were willing to accept them. They were more
likely to employ LST in younger patients, those with a
higher degree of functional independence, and those
without recent hospitalizations. Not surprisingly, non-
patient factors influenced decision making. Physicians
practicing in Paris (where, presumably, LSTs are more
commonly employed) were significantly more likely to
use LST in this study, and ICU bed availability strongly
influenced decisions. The extremely poor inter-physician
agreement on decisions about LST in individual patients,
with kappa values ranging from 0.11 for NIV to 0.24 for
IMV, is a concerning finding. Hospital and physician-
level variability in decisions about withholding or with-
drawing LST, which has also been shown in other studies,
is ethically problematic and raises the concern that the
values (and perhaps biases) of the physician and system
pressures may commonly play a role in these decisions
[18, 19].

The most interesting aspect of this study was the way
that physician knowledge of patient preferences impacted

the physician subjects’ decisions. Not all of the physicians
changed their decision when informed of patient prefer-
ences discordant with the physician’s original decision,
but the majority of changes that did occur involved the
physician deciding not to use a LST after learning of
patient preferences not to receive it. This suggests the
importance of physicians understanding patient prefer-
ences up front, even if the ideal mechanism by which such
preferences should be determined and communicated
remains unknown. Their findings underscore the fact that,
in the absence of knowledge of patient preferences,
physicians are more likely to provide LSTs to patients
who would not want them rather than to refuse such
therapies to patients who desire them. While instances of
the latter type remain important and continue to generate
considerable scholarship, it is the former situation—the
use of LST that an individual patient would not have
wanted—that is likely far more common and in need of
improvement [20].

How results from this French study can be generalized
to patients and physicians elsewhere in the world remains
unknown. Culture influences perceptions of quality of
life, and the balance between patient autonomy and
physician paternalism varies considerably between
regions and countries. Questions about the durability of
patient preferences over time remain, even if technology
such as videos can improve the information patients use
in making those decisions. Nonetheless, this work should
provide the impetus for further study of ways to improve
patients’ advanced care planning as well as physician
decision-making about the use of LST and to allow
patients’ values and preferences to influence decisions
made from the earliest stages of a critical illness.
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