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ORIGINAL ARTICLE

Evaluation of medical decisions at the end-of-life

process

Avaliacio das decisoes médicas durante o processo do morrer

ABSTRACT

Objectives: To evaluate the medical
decisions at end-of-life of patients admit-
ted at HU/UFSC and to compare these
decisions and the profile of patients who
died in the intensive care unit (ICU) to
those who died in medical (MW) and
surgical wards (SW).

Methods: This is a retrospective and
observational study. Demographic data,
clinical features, treatment and the end-
of-life care decisions of adult patients
who died in wards and the intensive
care unit of HU/UFSC from July/2004
to December/2008 were analyzed . For
statistical analysis the Students t, %2
and ANOVA tests were used: (signifi-
cance p <0.05).

Results: An analysis was made of
1124 deaths: 404 occurred in ICU,
607 in MW and 113 in SW. The
overall hospital mortality rate was
5.9% (ICU=24.49%, MW=7.2%,
SW=1.69%). Mean ages of patients
were: 1CU=56.7, MW=69.3 and
SW=70.4 years (p <0.01). Withhold-

ing/withdrawing life support was per-
formed prior to 30.7% of deaths in
the intensive care unit and 10% in the
wards (p <0.01). Cardiopulmonary re-
suscitation was not carried out in 65%
of cases in ICU, 79% in MW and 62%
in SW. Besides cardiopulmonary resus-
citation, the more frequent withhold-
ing/withdrawing life support in the in-
tensive care unit were vasoactive drugs
and in the wards refusal of admission to
intensive care unit . Do-not-resuscitate
order was documented in 2.4% of cases
in ICU and 2.6% in MW. Palliative
and comfort care were provided to 2%
of patients in ICU, 11.5% in MW and
8% in SW. Terminality of the disease
was recognized in 40% of cases in ICU,
34.6% in MW and 16.8% in SW.

Conclusions: The profile of patients
who died and medical decisions during
the end-of-life process were different in
the intensive care unit, clinical and sur-
gical wards.

Keywords: Attitude to death; Dead;
Hospice care; Treatment refusal; Bioethics

INTRODUCTION

In today’s world, most deaths take place in hospitals and, more specifi-
cally, in the intensive care units (ICU). It is undeniable that life expec-
tancy has increased and that modern medicine permits treatment and cure
of innumerable diseases. However, often, technology has led to a prolon-
gation of dying. This practice characterizes therapeutic obstinacy, viewed
as an unnecessary medical practice, resultant from possibilities offered by
technoscience and the will to prolong life at any cost.”’ In the endeavor
to avoid therapeutic obstinacy, physicians working in the ICU are faced
with the dilemma of maintaining or discontinuing treatments considered
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futile or useless. However, healthcare professionals
working in other hospital units experience different
situations. Frequently they resist facing terminality
of their patients” and, often request admission to the
ICU for patients with terminal disease. This reality
has brought about a growing need to accept human
finitude, the limitation of curative therapeutics and
performance of hospice care to bearers of terminal
diseases.

Knowledge of the treatment given to those dying
is needed and further debates on humanization of
end-of-life, an attitude that may reduce emotional
distress and financial costs generated by maintenance
of a futile treatment.®®

This study proposes to assess medical practices
adopted at the end-of-life of patients who died in
the HU/UFSC and compare these practices and the
epidemiological profile of those who died in the ICU
with those who died in the clinical medicine (MW)
and surgical wards (SW).

METHODS

A retrospective, observational, descriptive and
analytical study was carried out at the Hospital Uni-
versitdrio da Universidade Federal de Santa Catarina
(HU/UEFSC), after approval by the institution’s eth-
ics committee. The hospital has 176 beds in the clin-
ical and surgical wards and 7 beds in the ICU. It is
considered to be of high complexity and a reference
for general surgery and surgery of the digestive ap-
paratus. In the HU/UFSC there is no neurosurgery
or cardiac surgery, therefore patients requiring these
service are referred to other hospitals. The hospital
has an ample program of medical residency in the
surgery as well as clinical areas. Intensive care medi-
cal residency exists since 2002.

Data registered by members of the Hospital
Deaths Commission (HDC) of patients older than
14 years, who died during stay, from July 2004 to
December 2008. Patients who died in the emergency
or obstetrics wards were excluded.

Registered data were in the files of hospital deaths
investigation prepared by members of the HDC,
who authorized their use. This commission is com-
prised of 5 physicians, 1 pediatrician, 1 gynecolo-
gist, 1 surgeon and 2 intensivists who monthly con-
sult statistics of the information system of the HU/
UFSC and request medical charts of patients who
died in the institution, recording information in an
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investigation file. These professionals were trained to
uniformly interpret the data and meet monthly to
discuss cases.

An overall mortality rate was calculated, consid-
ered as the percent ratio between number of deaths
of patients who arrived alive and the number of pa-
tients who were discharged.” Data regarding clini-
cal and demographic characteristics of patients were
computed, such as: age, gender, length of hospital
stay, admission and length of stay in the ICU, prima-
ry diagnosis, month, hour and place of death. Infor-
mation pertinent to decision taking and care at end-
of-life were collected from the report of physicians
belonging to the HDC. Terminality of the disease
was defined when there were records such as: “re-
served/poor prognosis”, “poor prognosis”, “informa-
tion to family members about irreversibility of the
patient’s condition”, “ critically ill/terminal stage”,
“severe condition, refractory to therapy” or when
there was evidence of withdrawing and withholding
therapy (WWT). Presence of a strategy for comfort
was established by assessment of the records that
pointed out: “palliative care”, “support and comfort
cares”, etc. Regarding treatment during the end-of-
life it was assessed if death was preceded by cardio-
vascular resuscitation maneuvers (CVR) and if a do-
not-resuscitate order (DNR) existed. It was further
registered, if there has or has not been a withdrawing
or withholding of therapy such as vasoactive drugs
(VAD), mechanical ventilation, dialysis methods,
antibiotics, blood transfusion or blood products, nu-
trition and admission to ICU.

Variables were analyzed using the Chi square (y?),
Student’s # and ANOVA/Bonferroni tests and a p<
0.05 value was considered significant.

RESULTS

From July 2004 to December 2008, 21,739 adult
patients were admitted to the wards and ICU of HU/
UESC. Of these 10,451 were admitted in the clinical
units, 9,569 in the surgical and 1,719 in the ICU.

In this period, in the assessed units 1294 patients
died. Overall mortality rate in the hospital was of
5.9%. This rate was of 1.69% in the MW, 7.2% in
the SW and 24.5% in the ICU. There was a loss of
13% of data and 1126 files were analyzed.

Demographic characteristics of patients included
in the study are described in table 1. Statistical analy-
sis discloses that in the ICU there was a prevalence of
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the male gender and of younger patients (p<0.001).

Table 2 shows the care given to end-of life pa-
tients in the different hospital units. A significant
difference was found regarding higher frequency of
WWT in the ICU. This difference was also observed
regarding the non CRR in MW and non recognition
of life terminality in MW.

Clinical and demographic characteristics of pa-
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tients who died in ICU with or without full treatment
are shown in table 3. It was found that, in 30.7% of
cases there was WWT. In these case administration
of VAD was the most frequently withdrawn or with-
held therapy (n=60). In 11 patients all medication
was withdrawn but sedation/analgesia and mechani-
cal ventilation were maintained. Inspired fraction of
Oxygen was reduced to 21% in 11 patients. Other

Table 1 — Demographic characteristics of patients who died in different units of the hospital

Demographic variables Place of admission p Value
Intensive care unit Clinical medicine unit Clinical surgery unit
(N=440) (N=607) (N=113)
Gender

Male 250 (61.6) 330 (54.4) 55 (48.7) p<0.01

Female 156 (38.4) 277 (45.6) 58 (51.3)
Age (years) 56.7 £17.9 69.3 £16.4 70.4 £16.0 p<0.01
Admission prior to death (days) 8.7+ 11.5 11.4+12.0 10.0 + 11.0 NS
NS — not significant. Results shown in N (%) or mean + standard deviation. Chi square or ANOVA.
Table 2 — Practice adopted during the end-of life process in different sectors of the hospital
Practices during the end-of-life pro- Intensive care unit Clinical medicine unit Clinical surgery unit p Value
cess (N=404) (N=607) (N=113)
Withdrawing/withholding of the- 124 (30.7) 63 (10.4) 11 (9.7) <0.01
rapy
With no cardiorespiratory resuscita- 262 (65.0) 480 (79.0) 70 (62.0) <0.01
tion maneuvers
Do not resuscitate order 10 (2.4) 16 (2.6) 0 NS
Acknowledgement of life terminality 163 (40.0) 210 (34.6) 19 (16.8) <0.01
Hospice care 8 (2.0) 70 (11.5) 9 (8.0) <0.01

NS - not significant. Results shown in N (%). Chi square.

Table 3 — Clinical and demographic characteristics of patients who died in the intensive care unit with or without full treatment

Variables Patients without full treatment Patients with full treatment p Value
(N=124) (N=280)
Gender
Male 75 (60.4) 173 (61.8) NS
Female 49 (39.6) 107 (38.2)
Age (years) 61 (£16.80) 55 (+18.05) <0.01
APACHE II 28 (+8.63) 29 (+ 10.0) NS
ICU length of stay (days) 10 (£12.83) 5 (£6.96) <0.01
Diagnosis at admission
Acute illness (sepsis, AMI, ARF) 30 (24.1) 56 (20.0) NS
Chronic Illness (COPD, liver disease) 60 (48.4) 73 (26.0) <0.01
AIDS or neoplasm 24 (19.3) 15 (5.4) <0.01
Others 10 (8.0) 136 (48.6) <0.01

APACHE - Acute Physiologic and Chronic Heatlh Fvaluation; ICU — intensive care unit; AMI — acute myocardial infarction; ARF — acute respiratory
failure; COPD — chronic obstructive pulmonary disease; AIDS — acquired immunodeficiency syndrome; NS — not significant Results expressed in

N (%) or mean + standard deviation. Chi square or ANOVA.
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withdrawn or withheld therapies were: dialysis (24
cases), non-optimization of treatment (8 cases), an-
tibiotics (8 cases) and total parenteral nutrition (1
case). Regarding diagnosis for admission, WWT was
more common in patients diagnosed with chron-
ic disease, acquired immunodeficiency syndrome
(AIDS) or neoplasm (p<0.001).

Twenty seven patients were discharged from ICU
prior to death. These patients were considered victims
of terminal disease and were referred to the wards as
they could not benefit from intensive treatment and
the purpose was to provide greater comfort. Four of

these patients died in the SW and 23 in the MW.
DISCUSSION

Evidence that in the 21* Century death primarily
takes place in the hospital setting and more specifi-
cally in the ICU,®%9 forced professionals of these in-
stitutions to learn how to live with and manage the
individual during the end-of-life process.

Life expectation of the Brazilian population
tends to increase,"®'V and it should not be forgot-
ten that diagnosis of the baseline pathology and age
of the patient are the most important risk of death
predictors."? In hospitals, patients who die in the
wards are historically older than those who die in
the ICU.%>1 Nowadays, chronic diseases are re-
sponsible for the majority of deaths,"®?Y and ac-
ceptance of therapeutic limitation of cancer patients
is more common.?? Similar results were signaled in
this work where it was found, that even in the ICU,
where ideally patients with a recovery potential are
admitted, 42.6% of admissions terminate in death.
These were of patients with chronic disease such as
neoplasms, liver disease, AIDS and chronic obstruc-
tive pulmonary disease. For these patients WWT was
more common.

Care to patients with terminal disease, without a
possibility of curative therapy, rests primarily upon
acceptance of human finitude and acknowledgement
of medical incapacity to “always cure”. Therefore, it
is important to make hospice care strategies avail-
able, of which first priority must be given to con-
trol of pain and discomfort of patients and assisting
well-being. It is noteworthy that withdrawal of futile
therapies that only prolong the end of life, are part of
the hospice care focus."”?? In this study it was found
that WWT, excluding non-CRR, was more common
in critically ill patients, highlighting that sedation
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and analgesia were maintained for all these patients.
These are considered end of life palliative actions.

Works reviewed show that healthcare profession-
als are capable of recognizing symptoms associated
to imminence of death, in the majority of patients.
However, they often fail to broach the subject with
the ill denying them a prescription for adequate relief
of symptoms.??” The same was true for this study. It
is important to mention that many physicians do not
optimize hospice care, mainly pain control, fearing
a possible side effect of sedation analgesia drugs. In
many occasions, prescription of opioids is avoided
for fear of chemical dependency or respiratory de-
pression. It must be considered that the physician
prescribes these drugs for analgesia and that all drugs
have side effects, often not easily perceived. There-
fore, medical responsibility rests with the intention
and not with the results of treatment.??

In this work it was found that often physicians
wrote in the medical chart “reserved prognosis, fam-
ily members aware”, to infer that these patients were
victims of terminal disease and should not be resusci-
tated in case of a cardiorespiratory arrest. In contrast,
it was perceived that CRR maneuvers were performed
in a minority of patients (32%). It is noteworthy that
patients who died in the wards received all the avail-
able medication, although their admission to the
ICU had not been considered, which indirectly re-
veals that the assisting physicians acknowledged ter-
minality of the disease. However, this fact was not
duly informed in the patients’ charts, suggesting that
physicians were apprehensive about the ethical-legal
impact of these practices. It must be highlighted
that any and all medical acts must be registered in
the medical chart and that nonmaleficence is one of
the main principles of Bioethics. Withholding futile
treatment and giving hospice care, the physician will
unquestionably be following this principle.?'-*¥ The
importance of a therapeutic strategy of comfort for
the dying person and family members, must be kept
in mind.?"2429

A study throughout Brazil disclosed that most in-
tensivists had already taken part in discussions about
WWT.? The ETHICUS®® study stressed that the
practice of withdrawing/withholding treatment took
place in 76% of deaths in European ICU, reaching to
more than 80% in the United States. It is remarkable
that, in this study, disregarding the non-CRR, the ac-
tion most frequently denied to patients in the wards
was admission to the ICU. Stressing that patients
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who had admission to the ICU denied and those who
died in the wards, after discharge from the unit were
victims of pathologies considered irreversible. It may
be inferred that these patients had been referred to
the ward to be together with their family members,
in a more dignified manner with more comfort and
emotional support at end-of-life.

In Brazil the physician-patient relations were based
upon a paternalist and conservative model."® Similar
to countries in Southern Europe they are character-
ized by greater perseverance, fewer limitations and
reduced frequency of communication about deci-
sions with patients and family members, when com-
pared to countries in Northern Europe.?®?® This
situation justifies a lower incidence of WWT in this
Brazilian ICU, when compared to the European or
North-American. Furthermore, measures of thera-
peutic limitation are still not fully incorporated into
medical practice due to legal constraints set forth by
the Brazilian Penal Code, written in the forties, when
ICU did not even exist.?” Probably due to this short-
coming in the legislation and to cultural issues, Bra-
zilian physicians prefer to give verbal and informal
orders not to resuscitate.®” However, Deheinzelin®
states that the verbal do-not-resuscitate order may
conflict with Bioethical principles, regarding the pa-
tient’s autonomy. These principles define that every
human being has the right to be informed about the
therapeutic modes available for his clinical situation
and about the prognosis of his disease.®V

In view of these results it is concluded that the
profile of patients who died and the clinical practices
adopted during the end-of-life, were different in the
clinical wards, surgical wards and in the ICU.

The primary limitation of this work is that it is a
retrospective study where inference regarding the as-
sumed practices relied on the quality of the informa-
tion record in the HDC and subjective interpretation
of professionals who analyzed the medical charts.

Regarding implications of this study for clinical
practice and scientific research, knowledge of the
profile of patients who die in hospitals, of the pri-
mary diagnoses at admission and of the quality of
care received, might foster organization of a model
of adequate assistance to individuals with advanced
and terminal disease at all levels of attention.®*37

The authors suggest that teaching about hospice
care be encouraged, that research be made on the
various aspects involved in end of life care and that
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in the ICU, programs of optimization of end of life
care be implemented.

CONCLUSION

The profile of patients who died and the medical
practices adopted during the end of life were differ-
ent in the clinical and surgical wards and in the in-
tensive care units.

RESUMO

Objetivos: Avaliar as condutas médicas adotadas du-
rante o morrer de pacientes que foram a 6bito no HU/
UEFSC. Comparar essas condutas e o perfil epidemiolégico
dos que morreram na unidade de terapia intensiva (UTI)
com o dos que morreram nas enfermarias de clinica médi-
ca (ECM) ou cirtrgicas (ECC).

Métodos: Estudo retrospectivo e observacional, onde
foram anotados os dados demogréficos, clinicos e terapéu-
ticos dos pacientes adultos que morreram nas enfermarias
e na unidade de terapia intensiva do HU/UEFSC, no pe-
riodo de julho/2004 a dezembro/2008. Para andlise esta-
tistica foram utilizados os testes: ¢ Student, 2 e ANOVA
(significante p<0.05).

Resultados: Foram analisadas 1124 mortes: 404 ocor-
reram na UTI, 607 na ECM e 113 na ECC. A taxa de mor-
talidade hospitalar foi 5,9% (UTI=24,5%, ECM=7,2%,
ECC=1,69%). A idade média dos doentes foi: UTI1=56,7,
ECM=69,3 ¢ ECC=70,4 anos (p<0,01). A recusa/suspen-
sao de terapéutica precedeu 30,7% dos ébitos na unidade
de terapia intensiva e 10,0% nas enfermarias (p<0,01).
Nio houve reanimagao cardiorrespiratéria em 65% dos
casos na UTI, 79% na ECM e 62% na ECC. Excluindo-
se reanimagdo cardiorrespiratdria, a recusa/suspensio de
terapéutica mais freqiiente na unidade de terapia intensiva
foi droga vasoativa; j4 nas enfermarias foi a nao internacio
na unidade de terapia intensiva. Ordem de nio reanimar
foi documentada em 2,4% dos casos na UTI e em 2,6% na
ECM. Condutas paliativas e de conforto foram prestados
a 2,0% dos pacientes na UTI, 11,5% na ECM e 8,0%
na ECC. A terminalidade da doenca foi reconhecida em
40,0% dos casos na UTI, 34,6% na ECM e 16,8% na
ECC.

Conclusées: O perfil dos pacientes que morreram e as
condutas médicas adotadas durante o processo de morrer
foram diferentes nas enfermarias clinicas, cirtrgicas e na
unidade de terapia intensiva.

Descritores: Atitude frente 3 morte; Morte; Cuidados
paliativos; Recusa do paciente ao tratamento; Bioética
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