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Abstract Objective: To determine 
whether physicians in Israel with- 
hold and/or withdraw life-sustaining 
treatments. 
Design: A prospective, descriptive 
study of consecutively admitted pa- 
tients. Patients were prospectively 
evaluated for diagnoses, types and 
reasons for forgoing life-sustaining 
treatments, mortality and times from 
forgoing therapy until mortality. 
Setting: A general intensive care unit 
of a university hospital in Israel. 
Results: Forgoing life-sustaining 
treatment occurred in 52 (13.5 %) of 
385 patients admitted and 5 (1%) 
had cardiopulmonary resuscitation. 
Withholding therapy occurred in 
48 patients. Four patients with brain 
death had all treatments withdrawn. 
No patient had antibiotics, nutrition 

or fluids withheld or withdrawn. 
Time from forgoing therapy until 
death was 2.9 + 0.6 days. Thirty-one 
of 48 (65 %) patients who had thera- 
py withheld died within 48 h. 
Conclusions: Withholding life-pro- 
longing treatments is common in an 
Israeli intensive care unit whereas 
withdrawing therapy is limited to 
brain dead patients. Terminal pati- 
ents die soon after withholding, even 
if the therapy is not withdrawn. 
Withholding treatments should be 
an option for patients and profes- 
sionals who object to withdrawing 
therapies. 

Key words Do-not-resuscitate • 
Forgoing. Withholding. 
Withdrawing • Life-sustaining 
treatments • Intensive care unit 

Introduction 

Despite great advances in medical technology and ther- 
apeutics, some patients admitted to intensive care units 
(ICUs) do not survive. Several decades ago, most pati- 
ents died in ICUs after cardiopulrnonary resuscitation 
[1]. Over the years, changes have occurred in societal 
and physicians attitudes and practices [2]. The withhold- 
ing or withdrawing of life-sustaining interventions in in- 
tensive care patients around the world is common and 
has increased [1-9]. The majority of patients dying in 
an ICU do so after the forgoing of life-prolonging thera- 
pies and most patients do not undergo cardiopulmonary 
resuscitation [1-9]. According to Jewish law or Halacha, 
human life is of infinite value [10]. In addition, one is 
prohibited from hastening death in the terminally ill by 

such methods as withdrawing life-sustaining therapies 
[10, 11]. Withholding such treatments, however, is per- 
mitted [10, 11]. In Israel as opposed to many other coun- 
tries, the withdrawal of mechanical ventilation or vaso- 
pressor therapy leading to death in terminal, critically 
ill patients is considered by many to be unethical and il- 
legal [10-12]. To test the hypothesis that physicians in Is- 
rael and particularly in our ICU withhold and rarely 
withdraw life-prolonging therapies, the present study 
prospectively evaluated the withholding and withdraw- 
ing of life-sustaining treatments and the dying process 
in an Israeli ICU. 
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Table I ICU admission diagnoses 

Trauma 18 
Sepsis/Septic shock 8 
Respiratory failure 8 
Gastrointestinal surgery 7 
Vascular surgery 4 
Liver transplantation 2 
Overdose 2 
S/P cardiac arrest 2 
GI bleeding 1 

Methods 

All patients admitted to the Hadassah University Medical Center's 
General Intensive Care Unit from November 15, 1994 until 
July 31, 1995, were eligible for this study and were evaluated pro- 
spectively. Patients who died and/or had medical interventions 
withheld or withdrawn (including brain dead patients) had a spe- 
cial form completed by the attending critical care physician who 
was responsible for the care and decision making for that patient. 
The form included the patient's age, sex, diagnosis, acute and un- 
derlying illnesses, the name of the physician making the decision, 
reason for forgoing, types of forgoing, and dates and times of ad- 
mission to the ICU, forgoing decision, intensive care unit discharge 
and hospital death. 

The Hadassah University Medical Center is a 650-bed, academ- 
ic, tertiary care referral center. The General Intensive Care Unit 
had 8-11 beds during this study period and admitted patients with 
trauma, shock, respiratory failure, transplanted organs, and surgi- 
cal and medical emergencies. 

The following definitions were used: Withholding treatment: a 
decision was made not to start or increase a life-saving interven- 
tion. Prospective withholding occurred when these decisions were 
made at a time prior to the intervention being required. Withdraw- 
ing treatment: a decision was made to actively stop a life-sustaining 
intervention presently being given. Weaning therapies including i- 
notropes or mechanical ventilation for clinical and physiological 
reasons were not considered withdrawing. The attending physician 
documented the date and time of the withholding or withdrawing 
decision and the treatments to be withheld, withdrawn and/or con- 
tinued on the form. The study and form were approved by the insti- 
tutional Helsinki Committee with a waiver of informed consent. 
Consent by the physicians was implied by completing the form. 

Statistical analysis included the chi-square test for categorical 
analyses and the Student's t-test or ANOVA for analyses of contin- 
uous data. Patients with brain death were not included in the anal- 
ysis of times from admission to forgoing life-sustaining treatments 
or from forgoing therapy until death. Data are presented as the 
mean + SEM. Statistical significance was considered a p less than 
0.05. 

Results 

Over the 8.5 month period, a total of 385 patients were 
admitted to the ICU. Fifty-seven patients died and/or 
had the forgoing of life-sustaining treatment.  In the 
ICU, 56 of the 57 patients (98 %) received mechanical 
ventilation and 48 patients (84 %) received vasopressor 
agents. Cardiopulmonary resuscitation was performed 

in the ICU without forgoing therapy in 5 (9 %) of the 
57 patients and in only one patient was a cardiac arrest 
unexpected. 

Forgoing life-sustaining t reatment  occurred in 52 
(13.5 %) of the 385 patients and 91% of the 57 patients. 
The ICU admission diagnoses of the 52 patients are 
shown in Table 1. The mean age of the 52 patients was 
57 _+ 3 years. There were 28 men and 24 women. APA- 
CH E II scores were 30.8 + 1.3 (range 11-48); 31.3 + 1.3 
in the patients who had forgoing of life-prolonging ther- 
apies, 25.8 + 7.2 in the patients who underwent  cardio- 
pulmonary resuscitation and 30.1 + 3.1 in the patients 
with brain death (p = 0.48). The mean ICU length of 
stay was 9.1 + 1.6 days and the mean hospital length of 
stay after  admission to intensive care was 9.9 + 1.7 days. 
The time from admission to forgoing life-sustaining 
treatments was 6 .1+1.1days .  This t ime was 
3.6 +_ 0.9 days in the 22 patients with neurologic injuries 
and 8.0 + 1.7 days in the 30 patients without head inju- 
ries, p = 0.05. 

All patients undergoing cardiopulmonary resuscita- 
tion died in the ICU. Forty-eight (12 %) of the 385 pati- 
ents admitted died in intensive care, eight (2 %) patients 
who had the forgoing of life-sustaining therapies in in- 
tensive care died outside the ICU after transfer to a hos- 
pital ward, and one patient who had the prospective 
withholding of intubation, ventilation, vasopressors and 
cardiopulmonary resuscitation survived. 

Withholding therapy took place in 48 patients includ- 
ing 48 withholding cardiopulmonary resuscitation (43 
prospective), 32 vasopressors (32 prospective), 13 blood 
products, 10 dialysis (2 prospective),  2 surgery and 1 
prospective intubation and ventilation. Intravenous flu- 
ids were continued but not increased in 41 patients and 
blood-drawing ceased in 10 patients. Four teen of the pa- 
tients had the withholding of cardiopulmonary resusci- 
tation only, but not of other  therapies. Twenty patients 
had the withholding of vasopressors at the same time as 
a decision was made not to perform cardiopulmonary 
resuscitation. 

Six patients had life-sustaining t reatment  withdrawn. 
No patient had terminal weaning. Four patients with 
brain death had the withdrawal of all life-sustaining 
t reatment  including mechanical ventilation and vaso- 
pressor therapy. Two patients with severe traumatic 
head injury and do-not-resuscitate orders, also had the 
withdrawing of vasopressor t reatment  in one and the 
withdrawing of vasopressin in the other. The withdrawal 
of vasopressors occurred only after a miscommunica- 
tion between the physician and nurse, and the patient 
had a falling blood pressure which showed little re- 
sponse to the vasopressor therapy. Vasopressin therapy 
for diabetes insipidus was withdrawn when the patient 
had a falling blood pressure with little likelihood of con- 
tinued increased urine output.  Four patients with severe 
head injuries had decreases in their ventilator support. 
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Table 2 Reasons for forgoing life-sustaining treatments 

Neurologic injuries 18 
Multiple organ system failure 16 
Sepsis/Septic shock 5 
Underlying disorders 4 
Brain death 4 
Resistant organisms 3 
Miscellaneous 2 

Ventilation rates were decreased to 10, 5, 4, and 0 
(CPAP). In all instances, respiratory support was dimin- 
ished gradually and weaning ceased if the patient could 
not adequately breath without ventilatory support. The 
above patients are described because the investigators 
believed there may have been some question as to ther- 
apy being withdrawn. 

No sedation was withheld or withdrawn from a con- 
scious patient. Fifteen patients had sedation started, 
continued or increased, and 32 patients required less or 
no sedation. All patients were unconscious secondary 
to their underlying disorder or sedation. No patient had 
the withholding or withdrawing of antibiotics, nutrition 
or fluids. 

The major reasons for forgoing life-sustaining treat- 
ment in the 52 patients are shown in Table 2. The time 
from the forgoing of life-prolonging therapy to death 
was 2.9 + 0.6 days. The time from forgoing life-sustain- 
ing treatment to death was 1.8 + 0.4 days if the eight pa- 
tients who were discharged to the hospital ward were 
excluded. There was no difference in the times from for- 
going life-sustaining treatments until death in the pati- 
ents who had vasopressors withheld (3.4 + 0.7 days) 
compared to those who did not (2 .1+l . ldays)  

= 0.33). Of the 48 patients who had therapy withheld, 
21 (44 %) died within 24 h and 31 (65 %) died within 
48 h. 

Discussion 

In contrast to most of the world, where terminal critical- 
ly ill patients die after the withdrawing of life-sustaining 
therapies or terminal weaning [1, 9], the practice in the 
present study in Israel was very different. This study 
demonstrates that life-prolonging therapies are routine- 
ly used in an Israeli ICU. Withholding life-prolonging 
treatments is very common whereas withdrawing thera- 
py occurs only in patients declared dead after meeting 
brain death criteria or in patients where the medications 
have no physiologic effect. Most physicians would not 
even consider this withdrawing treatment. Finally, fluids 
and nutrition were not withheld or withdrawn and were 
considered different than other medical interventions 
in the present study. This is the opinion of only a minor- 
ity of American physicians [13]. 

Many ethicists, physicians and the President's Com- 
mission have rejected a moral distinction between with- 
holding and withdrawing life-sustaining treatment 
[14, 15]. In addition, the President's Commission be- 
lieved that if treatment once started could not be stop- 
ped, serious adverse consequences would occur, includ- 
ing the failure to begin treatment that might save a pa- 
tient [14]. The present study showed no evidence of this 
occurring. Despite the lack of withdrawing interven- 
tions in terminal ICU patients, the strong commitment 
in Israeli society to the sanctity and preservation of life 
led to initial aggressive treatment in the maj ority of pati- 
ents who had therapies later withheld. The percentage 
of patients receiving mechanical ventilation and vaso- 
pressor therapy was higher than has been observed in 
other studies [5, 16]. There was no difficulty in com- 
mencing treatment in many severely ill patients, despite 
the knowledge that withdrawing would not take place. 
In fact, 20 of the patients were 70 years or older and 
nine were 80 years or older. 

Despite the early aggressive treatment provided, 
doctors were able to withhold treatment subsequently. 
In fact, forgoing occurred earlier in the present study 
(6.1 days) than studies in England (11.2 days) and South 
Africa (9.6 days) [8]. The earlier time in this study may 
be related to the high incidence (33 %) of patients with 
head trauma and severe neurologic injury. 

Jewish ethics [Halacha] do differentiate between ac- 
tive and passive actions and withholding and withdraw- 
ing life-sustaining treatments [10~ 11]. Death may not 
be hastened in a dying patient by an act such as with- 
drawing life-prolonging therapies [10]. There is, howev- 
er, no obligation to lengthen such a patient's life and 
therefore withholding treatment is permissible [10]. 
The present findings have relevance not only to physi- 
cians practising in Israel but also to doctors practising 
all around the world. Although the majority of doctors 
equate withdrawing with withholding therapies [14, 15, 
17], many physicians and nurses have more difficulties 
withdrawing than withholding treatments [14, 17, 18]. 
Doctors who are older, Catholic or Jewish are less will- 
ing to withdraw life support [19]. Reluctance to with- 
draw treatments may be related to the fact that patients 
die more quickly after the active withdrawal than the 
passive withholding of therapies. Turner et al. [8] noted 
that when treatments were decreased, death occurred 
within 6.8 h in England and 12.9 h in South Africa. 
Sprung et al. [20] demonstrated, primarily in American 
patients, that death occurred 2.8 + 0.6 days after the 
withholding of therapies and 0.3 + 0.1 days after with- 
drawing (p < 0.001) treatments. Koch [6] showed that 
death occurred 0.17 days after terminal weaning in 
America. 

The type of forgoing of life-support interventions is 
not only a medical decision but also a religious and ethi- 
cal decision. Although intensive care patients cannot 
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easily demonstrate patient autonomy, they or their sur- 
rogates may want to be involved in the decision making 
process as to how the patient will die. This is especially 
true if withdrawing therapy is contrary to the patient's 
religious and ethical value system. Many Jewish and 
non-Jewish physicians and patients may be pleased to 
known that withholding, and not only withdrawing, 
treatment is an acceptable alternative. In fact, differen- 
tiating withholding from withdrawing interventions 
may be important now that withdrawing therapies is be- 
ing equated with physician-assisted suicide [21]. 

Some doctors may believe that not withdrawing life- 
prolonging treatment is cruel and a needless prolonga- 
tion of the dying process. This is not the case if a patient 
and/or physician believe therapy should not be discon- 
tinued. Unfortunately, there is great variability in as- 
sessments of prognosis [22] and futility [23] and in physi- 
cian decisions to withdraw treatment [24]. Some may 
content that it is inappropriate to continue intensive 
treatment for another 1 or 2 days when intensive care 
beds are so scarce and the treatment is not going to 
save this particular patient. The active withdrawal of 
treatments, however, is ethically distinct from the situa- 
tion where therapies are continued in the hope they 
may prove effective but where there is an existing "do- 
not-resuscitate" order in the event of cardiac or respira- 
tory arrest. Some of the present patients had prospec- 
tive withholding of interventions that were never actual- 
ly withheld. In addition, health care professionals typi- 
cally take at least 48 h to agree on a formal recommen- 
dation to limit life-sustaining treatments [9] and the ma- 
j ority of patients who have life support forgone are pres- 
ently not discharged from intensive care [1]. If one ex- 
cludes patients in the current study who were dis- 
charged to the hospital ward, the increased duration in 
intensive care was only 1 more day. This may not be 
too high a price to pay for allowing a physician to act 
based on his moral standard or permitting a patient to 
die according to his religious beliefs. 

Although the forgoing of life-sustaining treatments 
as practised in our ICU (which may or may not be repre- 
sentative of other Israeli ICUs) may not be appropriate 
for the majority of patients and/or health care profes- 
sionals, it may be right for some. The medical, ethical, 
social and religious values and opinions important in 
end of life decisions may be quite varied among differ- 
ent patients, but also between different professionals 

[24]. Many physicians practising today are not aware of 
the fact that there was a time when the withdrawal of 
life-prolonging therapies such as mechanical ventilation 
was a deviation from the standard of medical practice 
[2, 25] or that other options to withdrawing therapy or 
terminal weaning are possible. 

The withdrawal of life-prolonging therapies com- 
menced as the patient's right to refuse life-sustaining 
treatments [25]. If patient autonomy is to be taken seri- 
ously, then health care professionals should respect pa- 
tient and family decisions not only when they agree 
with them, but also when they disagree. Withdrawing 
life-sustaining treatments when it violates a patient's 
values or religious beliefs can not be considered the 
best medical treatment for the patient. 

Physicians have become more interested in societal 
needs than in individual patient requirements [26] and 
have stated that futile or non-beneficial treatments 
should not be provided even if requested [27]. Many doc- 
tors unilaterally withhold or withdraw life-prolonging 
treatments that they believe are futile, at times without 
the knowledge or consent of patients or their surrogates, 
and sometimes over their objections [28]. The high costs 
of continued intensive care which doctors believe is futile 
may cause doctors to withdraw rather than withhold life- 
sustaining therapies. There has been a shift among in- 
tensivists to withdraw more than withhold life-prolong- 
ing treatments [1, 9]. The present study and that of Koch 
et al. [6] demonstrate that most critically ill, terminal pa- 
tients die within 48 h after therapies are withheld but 
not withdrawn. Therefore, this potential option should 
be considered and respected. In the United States, some 
state statutes do not allow the withdrawal of life-sustain- 
ing interventions, even from brain dead patients, based 
on a religious exemption [29]. The management of death 
in the ICU requires considerate attention to the ethnic 
and social circumstances of all those affected by the deci- 
sion making process. In some cases, active withdrawal of 
therapies may not be acceptable and the present study 
demonstrates that withholding is a viable alternative. 
Continued treatment of terminally, critically ill patients 
is expensive but may be justified in certain situations. 
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