
Poor Involvement of General Practitioners in Decisions
of Withholding or Withdrawing Life-Sustaining Treatment
in Emergency Departments
Marion Douplat, MD PhD1,2, Khadidja Daoud, MD3, Julien Berthiller, MS4,
Anne-Marie Schott, MD, PhD4, Véronique Potinet, MD1, Pierre Le Coz, MD PhD2,
Karim Tazarourte, MD PhD5, and Laurent Jacquin, MD5

1Hospices Civils de Lyon, Hôpital Lyon Sud, Service d’Accueil des urgences, Pierre Bénite, France; 2Aix-Marseille Université/EFS/CNRS, UMR 7268
ADéS, Faculté de Médecine, Marseille, France; 3Hôpital de Vienne, Service d’Accueil des urgences, Vienne, France; 4Pôle Information Médicale
Evaluation Recherche, Hospices Civils de Lyon/University Claude Bernard Lyon 1 /HESPER EA 7425, Lyon, France; 5Hospices Civils de Lyon, Hôpital
Edouard Herriot, Service d’Accueil des urgences, Lyon, France.

BACKGROUND: Decisions of withholding or withdrawing
life-sustaining treatment are frequent in emergency de-
partments (ED) and patients are often unable to commu-
nicate their wishes concerning end of life desires.
OBJECTIVE: To evaluate the participation of general
practitioners (GPs) during the decision-making process
of withholding or withdrawing life-sustaining treatments
in ED.
DESIGN: Prospective observational multicenter study.
PATIENTS: We included patients for whom a decision of
withdrawing or withholding life-sustaining treatments
wasmade inED. For eachpatient, we enrolled one general
practitioner.
MAINMEASURES:GPs were interviewed about their per-
ception of end of life patient’s management and the com-
munication with ED and families.
KEY RESULTS: There were 109 potential patient partic-
ipants. We obtained answers from 54 (49.5%) of the pa-
tient’s associated GPs. Only 4 (7.4%) GPs were involved
during the decision-making process of withholding or
withdrawing life-sustaining treatments. Among GPs, 29
(53.7%) were contacted by family after the decision, most
often to talk about their difficult experience with the deci-
sion. Amajority (94%) believed their involvements in these
decisions were important and 68% wished to Balways^
participate in end of life decisions despite the fact that
they usually don’t participate in these decisions. Finally,
66% of GPs believed that management of end of life in the
emergency department was a failure and should be
anticipated.
CONCLUSIONS: GPs would like to be more involved and
barriers toGP involvement need to be overcome.Wedonot
have any outcome data to suggest that routine involve-
ment of GPs in all end of life patients improves their
outcomes. Moreover, it requires major system and
process-based changes to involve all primary care physi-
cians in ED decision-making.
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INTRODUCTION

Most deaths in emergency departments (ED) are preceded
by a decision of withholding or withdrawing life-sustaining
treatments and most of these patients are unable to com-
municate their wishes or participate in the decision.1–3 The
context of emergency medicine, the lack of time, and the
lack of a relationship with the patients add difficulties for
physicians to initiate an informed decision of withdrawing
or withholding life-sustaining treatments. Decisions of end
of life have been shown to be difficult and complex for
emergency physicians,4 particularly in the absence of ad-
vance directives.5 Indeed, a majority of patients have not
written their advance directives beforehand. General prac-
titioners (GPs) could be a source of information about
wishes concerning patients’ end of life. In a previous study,
GPs were shown to be a good choice for third-party inter-
vention in making end of life decisions for hospitalized
patients.6 Unfortunately, medical advice is currently sought
from GPs in less than 5% of cases.2

The prevalence of end of life discussions varies across
countries.7 A recent study demonstrated poor communication
in decision-making between practitioners and families at
concerning non-communicating patients suffering from de-
mentia but underlined that the decision-making process could
be improved with better anticipation.8 Our study’s purpose is
to describe the involvement of GPs during the decision-
making-process of withholding or withdrawing life-
sustaining treatments in the ED.

Electronic supplementary material The online version of this article
(https://doi.org/10.1007/s11606-019-05464-y) contains supplementary
material, which is available to authorized users.

Received November 13, 2018
Accepted September 30, 2019
Published online November 8, 2019

177

J Gen Intern Med 35(1):177–81

http://dx.doi.org/10.1007/s11606-019-05464-y
http://crossmark.crossref.org/dialog/?doi=10.1007/s11606-019-05464-y&domain=pdf


METHODS

Study Design and Setting

We conducted a prospective observational multicenter study in
3 EDs of University hospitals in France between September
2015 and December 2016. The study was approved by the
institutional ethics committee and follows the STROBE
recommendations.

Selection of Participants

We enrolled adult patients unable to communicate and for
whom a decision of withdrawing or withholding life-
sustaining treatments was undertaken. For each patient, we
included their general practitioner, defined as the physician
who knew and followed the patient prior to the ED visit.
The decision-making process of these decisions was held as

per usual by the emergency physician and GPs were contacted
to inquire about their thoughts and their involvement after the
fact. GPs were interviewed about their general perception of
end of life patients’management and the communication with
ED and families about a patient. The GPs survey is presented
in the ESM. If the same GP had multiple patients the survey
response only counted once.
Informed consent was obtained from relatives after the

decision to withdraw or withhold life-sustaining treatments
was made. Relatives were defined as all the individuals aged
18 and above who were present with the patient in the ED in
the following order: spouse> adult child > other family or
friend relationship. We excluded patients without relatives
and GP.

Data Collection

Data about general practitioners included: age, sex, years of
experience, environment of practice (classified with urban or
rural), number of end of life patients followed per year, and
end of life management training, which we defined as at least
10 h of classes over the two previous years.
Data concerning physicians’ perception during the

decision-making process were obtained with Likert scaled («
never », « sometimes », « often », or « always») and closed
questions.

Definition

Patients unable to communicate in EDwere described as acute
loss of consciousness without a Glasgow score threshold,
chronic vegetative state, or advanced dementia. Advanced
dementia was defined by a mini-mental state (MMS) under
10. This evaluation was realized by the emergency physician
who enrolled the patient.
End of life patient population in GP practice was defined as

having a survival prognosis of less than 6 months.
Withdrawal was defined as a discontinuation of treatments

that had previously been implemented, and withholding was

defined as a predetermined decision not to implement thera-
pies that would otherwise be deemed necessary because they
were considered unlikely to modify the outcome in these
particular instances. Therapies included mechanical ventila-
tion, vasopressor, and inotropes, noninvasive ventilation, renal
replacement therapy, intravenous fluid expansion, and oxygen
at high rate. We did not include antibiotic which was not
considered as an aggressive care.

Endpoints

General practitioners were interviewed by phone within two
weeks of the sentinel ED visit. The interview was conducted
by an emergency physician who did not participate in the care
of included patients and 5 attempts were made to contact the
general practitioners.

Statistical Analysis

Only general practitioners with a complete follow-up were
considered for statistical analysis. Statistical analysis was per-
formed using SPSS 22.0 (Chicago, IL). Quantitative variables
are expressed as mean and standard deviation. Qualitative data
are expressed as n and percentages.

RESULTS

Characteristics of General Practitioners

There were 109 potential patient participants. We obtained
answers from 54 (49.5%) of the patient’s associated general
practitioners; 4 GPs had 2 patients enrolled. Our study’s flow
chart is provided in Figure 1. General Practitioners averaged
54 years of age and the majority worked in an urban environ-
ment. Table 1 shows the characteristics of participating general
practitioners. Death in ED occurred for 47 patients (43.1%),
and after 21 days, 84 (77.1 %) patients had died in hospital.
Eight patients (7.3%) were not hospitalized and returned to
their living place.

General Perception of End of Life Patients’
Management

We asked GPs about their general perception of their implica-
tion in the decision of withholding or withdrawing life-
sustaining treatment (Table 1). Less than half (46.0%) reported
having Balways^ discussed end of life with patients who had a
chronic disease. More often, the subject was broached by the
family. More than two-thirds of GPs (66.0%) thought that end
of life in ED was a failure and nearly half (46.0%) felt that end
of life patients should not be admitted to the hospital. The
majority (94.0%) thought that their involvement in these de-
cisions was important and 68.0% wished to Balways^ partic-
ipate in end of life decisions for their ED patients in the future;
68.0% of GPs felt that they would have sufficient time in their
practice to participate in these decisions.
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General Practitioner Communication with ED
and Families of End of Life Patients

Few of the interviewed (9.3%) had sent these patients to the
ED and less than half (44.0%) were aware of the patient’s
admission (Table 2). Most commonly, they were advised after
patient discharge. About a fifth (20.4%) reported receiving a
call from emergency physicians to get additional patient infor-
mation; this was largely about the patient’s medical history.

Figure 1 Trial profile of general practitioners during study period.

Table 1 General Practitioner Characteristics and Perception of End
of Life Patient’s Management

Characteristic n = 50

Age (mean ± SD) 53.6 ± 14.6
Women 13 (26.0%)
Years of experience 24.1 ± 11.6
Environment of practice
Urban 37 (74.0%)
Rural 13 (26.0%)
Number of end of life patients followed per year
Less than 5 23 (46.0%)
5 to 10 8 (16.0%)
More than 10 19 (38.0%)
End of life management training (yes) 16 (32.0%)
General perception in end of life management
End of life wishes was discussed with concerned patients
Always 23 (46.0%)
Often 0
Sometimes 24 (48.0%)
Never 3 (6.0%)
The way the subject was broached
Family initiative 29 (58.0%)
Physician initiative 26 (52.0%)
Patient initiative 20 (40.0%)
Decision not to admit an end of life patient in hospital
Always 0
Often 23 (46.0%)
Sometimes 25 (50.0%)
Never 2 (4.0%)
Management of end of life in ED was a failure 33 (66.0%)
Involvement in these decisions was important 47 (94.0%)
Physicians participating in decision must be present 11 (22.0%)
Usual participation required in these decision
Always 0
Often 2 (4.0%)
Sometimes 20 (40.0%)
Never 28 (56.0%)
Wished participation in these decisions
Always 34 (68.0%)
Often 0
Sometimes 14 (28%)
Never 2 (4.0%)
Practice leave enough time to participate in these
decisions

34 (68.0%)

This participation must be valued 22 (44.0%)

Data are expressed as N (%), unless otherwise indicated

Table 2 General Practitioner Communication with Emergency
Departments and Families of End of Life Patients

Communication with ED n = 54

Decision to admit patient in ED 5 (9.3%)
Aware of patient admission 24

(44.0%)
The way GP was advised
By family 13

(24.1%)
By hospital discharge letter 7 (13.0%)
By hospital call 5 (9.3%)
By GP initiative to call 3 (5.6%)
Call received from emergency physician to get
information about the patient

11
(20.4%)

Type of information asked by the emergency physician
Medical past history 8 (14.8%)
Autonomy/life quality of the patient 5 (9.3%)
Existence of advance directives 2 (3.7%)
Existence of a trustworthy person 2 (3.7%)
Involved in the decision of WH/WD 4 (7.4%)
Agreement with the decision of WH/WD 48

(88.9%)
Communication with family n = 54
Contact with the family following the decision 29

(53.7%)
Reason the family talked about the decision
Difficult experience with the decision 11

(20.4%)
Medical information about the patient 7 (13.0%)
Misunderstanding of the decision 3 (5.6%)

Data are expressed as N (%), unless otherwise indicated
WH withholding, WD withdrawing
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There were few calls about the existence of advance directives
or a trustworthy person. Finally, only 4 (7.4 %) GPs were
involved during the decision-making process of withholding
or withdrawing life-sustaining treatments, though most
(88.9%) GPs agreed with the decision. Among the GPs, the
majority (53.7%) were contacted by family members after the
decision, most often to talk about their difficult experience
with the decision.

DISCUSSION

We found that very few GPs were involved in the
decision-making process of withholding or withdrawing
life-sustaining treatments during the ED visit, although
most of them would like to participate. Importantly, our
GPs felt that time was not an obstacle. GPs can be a
valuable source of information regarding the premorbid
condition of the patients and their wills and wishes and
can help ED providers to set appropriate treatment goals,
especially in the context of end of life decisions. Our
results are similar to previous studies. GPs were rarely
involved in ED end of life decisions and GPs felt that their
participation was important and that time would not be an
obstacle for involvement.2, 6

The involvement of GPs is crucial in ED decision-making
and numbers of guidelines recommend direct involvement of
GPs.9–11 But both specialties face challenges in end of life
care. On the one hand, ED are not the most appropriate place
to give end of life care12 even though many patients came to
die in the ED.1, 2, 13 Ethical aspects must be respected in end of
life decisions such as the respect of the patient’s autonomy and
the non-malfeasance principle.14 Emergency physicians must
take the best treatment option which gives most overall benefit
and is least restrictive of the patient’s future choices. GPs seem
not to be identified by the ED as a source of information
concerning patients’ end of life wishes even if it was discussed
previously. On the other hand, GPs should help emergency
physicians to discuss the level of care for their patients. Even if
it would not be reasonable for the GPs to be reachable in the
middle of the night, they could be included in the decision-
making in the following days especially for non-
communicating patients.
Another challenge between the two specialties is the end of

life communication. GPs should discuss end of life wishes
with concerned patients. Indeed, most patients didn’t have
advance directives before admission in the ED.15 It could help
to avoid sending them to the ED. It has been found that the
main perceived barriers of GP-patient communication in pal-
liative care are the lack of availability of GPs and also GPs’
ambivalence to discuss 'bad prognosis.16, 17 Similarly, emer-
gency physicians should ask patients or families whether they
have made advance directives or any advance care plans with
their GP.

GPs have also expressed dissatisfaction with ED com-
munication including discharge letters not reaching GPs
and deficiencies in the discharge information from the
ED.18 Discharging dying patients from the ED may be
appropriate and a care plan must be initiated and contin-
ued at home as it is recommended.10, 11 Moreover, copies
of a discharge letter should be given to the family, care
homes, and the GP. Previous studies have shown benefit
to communicating with GPs. A call to the GP was found
to significantly decrease the patients’ ED waiting time and
the studies avoided by this contact were found to result in
significant cost savings.19

The last challenge in the context of end of life decision is the
communication between families and GPs. After a death, the
care given to the patient’s family has a major influence on how
they grieve.20, 21 The ED can be a difficult place to care for the
bereaved family. Rapid time management constraints and the
chaotic work environment in ED could impact communication
with the family. Because of the lack of information concerning
the decision-making process, it could be difficult for GPs to
help the bereaved patients.
Based on our results, several recommendations can be

proposed. Firstly, including GPs in the decision-making pro-
cess could help emergency physicians to choose the best
treatment option. Secondly, GPs and ED should initiate end
of life care planning which should be clearly documented and
communicated between the two specialties. Eventually, com-
munication based on a multidisciplinary approach including
physicians, nurses, psychologists in the ED, and GPs could
help families to better endure their ED experience.
Our study has a number of strengths and weaknesses. Our

study was a prospective multicenter trial. Limitations include
the low participation rate of GPs, the relatively small sample
size, and the lack of data on patient family satisfaction with the
care received.

CONCLUSIONS

In conclusion, our study underlines the importance of improv-
ing involvement of GPs in the decision-making process of
withholding or withdrawing life-sustaining treatments in
emergency departments. GPs wish to participate in these de-
cisions and could serve a central role in improving communi-
cation between ED providers, the GPs, and the patients’
families.
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