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Dear Editor,
Decision to withhold or withdraw life-sustaining sup-
ports is a worldwide practice in intensive care units 
(ICUs) [1]. In France, these decisions are made by medi-
cal and non-medical teams during limitation life-sus-
taining support (LLSS) meetings according to the French 
legislation [2]. Previous studies have reported that over 
half of deaths in French ICUs occurred after a decision 
to withhold or withdraw treatment taken during these 
meetings [3]. Moreover, to date most studies [4, 5] report 
a lack of clarity on the modalities of the process. Our 
work aimed to highlight the main arguments influencing 
decisions during LLSS meetings and to analyze the reality 
of the interprofessional approach to these decisions.

This is a multicenter, observational study involving 
all participants of randomly screened LLSS meetings, 
consecutively in University Hospitals (UH) of Besan-
çon, Dijon and Cayenne General Hospital, from August 
2, 2021 to February 2, 2022. Non opposition of partici-
pants and patients (or their next of kin when appropri-
ate) to audio recordings was checked prior to inclusion. 
Only one LLSS meeting per patient was eligible for inclu-
sion. Data were collected through a non-participatory 

observational method by audio recording and real-time 
note-taking.

We conducted a mixt qualitative and quantitative 
analysis. Audio recorded meetings were transcribed, 
and analyzed according to a thematic “Framework 
Method”. Recruitment was closed when theoretical satu-
ration was reached. Measurement of speaking time was 
calculated after each meeting from the audio record-
ings. The quantitative approach aimed to present col-
lected data in a statistical model. Finally, potential links 
between the qualitative and quantitative approaches were 
investigated.

Overall, 15 LLSS meetings (7 withholding life sup-
port, 6 withdrawal life support, and, 2 postponed deci-
sions) involving 122 participants (33 physicians, 31 
junior doctors, 28 paramedics, 2 psychologists, and 28 
students) were included. Patients’ characteristics are pro-
vided in the online Supplement (supplementary material 
1). Only one patient was able to speak for himself, and 
10/15 patients (66.7%) had relatives in their entourage to 
express their wishes. No patient had expressed advance 
directives.

Five main themes emerged from the audio recordings 
analysis: medical references, specific patients’ character-
istics, involvement of relatives, the physicians’ subjectiv-
ity and temporality of events (Fig. 1A).

On average, 10 ± 2 participants including 4 ± 1 phy-
sicians were present at each meeting. Meetings lasted 
between 10 and 42 min (20 ± 10) and about one third of 
the speaking time was devoted to the presentation of the 
patient. Of the effective exchange time (14 ± 10), speak-
ing time was mainly allocated to intensivists (70 ± 15%) 
(Fig. 1B).
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As this study was conducted during the SARS-CoV-2 
pandemic crisis, we cannot ignore the bias associated 
with the increased work load and distress experienced 
by caregivers during this period.

In conclusion, our study suggests that decision-mak-
ing process during LLSS meetings is not based exclu-
sively on the patient’s medical parameters, but also, 
on the involvement of relatives, temporality of events 
and on physicians’ subjectivity. Concurrently, even if 
legal standards were met, the emergence of a genuine 
interdisciplinary process was missing during LLSS dis-
cussions. Enhancing the quality of deliberation in these 
meetings could be a major axis of improvement to opti-
mize the process.
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