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Abstract 

For many patients, notably among elderly nursing home residents, no plans about end-of-life decisions and palliative 
care are made. Consequently, when these patients experience life-threatening events, decisions to withhold or with‑
draw life-support raise major challenges for emergency healthcare professionals. Emergency department premises 
are not designed for providing the psychological and technical components of end-of-life care. The continuous inflow 
of large numbers of patients leaves little time for detailed assessments, and emergency department staff often lack 
training in end-of-life issues. For prehospital medical teams (in France, the physician-staffed mobile emergency and 
intensive care units known as SMURs), implementing treatment withholding and withdrawal decisions that may have 
been made before the acute event is not the main focus. The challenge lies in circumventing the apparent contradic‑
tion between the need to make immediate decisions and the requirement to set up a complex treatment project that 
may lead to treatment withholding and/or withdrawal. Laws and recommendations are of little assistance for making 
treatment withholding and withdrawal decisions in the emergency setting. The French Intensive Care Society (Société 
de Réanimation de Langue Française, SRLF) and French Society of Emergency Medicine (Société Française de Médecine 
d’Urgence, SFMU) tasked a panel of emergency physicians and intensivists with developing a document to serve both 
as a position paper on life-support withholding and withdrawal in the emergency setting and as a guide for profes‑
sionals providing emergency care. The task force based its work on the available legislation and recommendations 
and on a review of published studies.
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Introduction
For several decades, the public, medical community, 
scientific societies, and law makers have been empha-
sizing the right of patients to decide which treatments 
they receive and to die with dignity. Legislation and 

recommendations in France reject futile therapeutic 
interventions and require that physicians document the 
wishes of the patient (via advance directives if the patient 
is unconscious), follow a collegial decision-making pro-
cedure when appropriate, and provide palliative care 
including, if needed, deep sedation at the end of life 
[1–7].

Laws and recommendations are of little assistance, how-
ever, for making treatment withholding and withdrawal 
decisions in the emergency setting. Of the 600,000 people 
who die each year in France, nearly 60% die in healthcare 
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institutions. In 16% of these cases, the patient dies within 
24  h of admission, often in the emergency department. 
Among patients admitted to emergency departments, 
0.1–0.2% die there, accounting for 5–7% of all in-hospi-
tal deaths. In elderly institutionalized patients, about one 
quarter of deaths occur in the hospital [8–10].

The mismatch between regulatory requirements and 
everyday reality is glaring. Most patients, even among 
people with severe chronic diseases, neither commu-
nicate their wishes in detail to their family or physician 
nor establish advance directives. Thus, for many patients, 
notably among elderly nursing home residents, no plans 
about end-of-life decisions and palliative care are made. 
Consequently, when these patients experience life-
threatening events, decisions to withhold or withdraw 
life-support raise major challenges for emergency health-
care professionals. The patient’s main doctor—if one has 
been designated—is rarely available for consultation on 
an emergency basis. Furthermore, setting up a collegial 
decision-making procedure that complies with legisla-
tive requirements faces extraordinary practical obstacles 
in the emergency setting (including during prehospital 
care).

Healthcare teams often feel powerless in this situa-
tion. Emergency department premises are not designed 
for providing the psychological and technical com-
ponents of end-of-life care. The continuous inflow of 
large numbers of patients leaves little time for detailed 
assessments, and emergency department staff often lack 
training in end-of-life issues. For prehospital medical 
teams (in France, the physician-staffed mobile emer-
gency and intensive care units known as SMURs), 
implementing treatment withholding and withdrawal 
decisions that may have been made before the acute 
event is not the main focus. The challenge lies in cir-
cumventing the apparent contradiction between the 
need to make immediate decisions and the requirement 
to set up a complex treatment project that may lead to 
treatment withholding and/or withdrawal. Neither the 
current legislation nor the latest recommendations pro-
vide clear answers to this conundrum. Consequently, 
the French Intensive Care Society (Société de Réanima-
tion de Langue Française, SRLF) and French Society of 
Emergency Medicine (Société Française de Médecine 
d’Urgence, SFMU) tasked a panel of emergency physi-
cians and intensivists with developing a document to 
serve both as a position paper on life-support withhold-
ing and withdrawal in the emergency setting and as a 
guide for professionals providing emergency care [11]. 
The task force based its work on the available legislation 
and recommendations and on a review of published 
studies, a selection of which is given at the end of this 
article [12–43].

Question 1: what are the key considerations when making 
withholding/withdrawal decisions in the emergency 
setting?

•	 First, information must be sought about the patient’s 
wishes, either directly if the patient is competent and 
able to communicate or indirectly via the patient’s 
advance directives or, if none exist, by interviewing 
the patient’s healthcare proxy or family [7].

•	 When no information is available on the patient’s 
wishes, treatment limitation decisions must not be 
based on age alone.

•	 Every effort must be made to obtain the patient’s 
complete medical file, together with information 
about previous self-sufficiency, cognitive function, 
and quality of life. In patients with potentially fatal 
advanced chronic diseases, factors relevant to deci-
sions about the appropriate level of treatment include 
both a history of previous impairments (e.g., pro-
found debilitation, cachexia, dependency, or inca-
pacitating cognitive disorders) and the availability of 
curative treatments.

•	 Expected treatment benefits should be weighed against 
treatment-related burdens and the potential adverse 
impact of treatments and/or ICU management.

•	 Routine ICU admission does not contribute to 
improve the survival or quality of life of very elderly 
patients [24]. Withholding/withdrawal decisions are 
not consistently followed by death of the patient. 
Self-sufficiency and frailty are key factors in treat-
ment limitation decisions. The self-sufficiency clas-
sification system used in France to distinguish six 
levels of assistance needed by elderly people (GIR) 
can help in the decision-making process. Patients in 
group 1,1 who have the highest level of dependency, 
are generally eligible for comfort care only, without 
life-supporting interventions. Unless the cause of 
the life-threatening event can be simply and rapidly 
reversed, patients with dementia who are classified 
in group 22 should be managed in the same way as 
group 1 patients.

•	 In patients with acute events that severely threaten 
survival and function and may require unusual treat-
ments (e.g., decompressive hemicraniectomy for 
malignant cerebral infarction), intensive manage-
ment is warranted to provide time to collect the nec-
essary information. Thus, the level of care must be 

1  Patient confined to bed or chair, with severe cognitive dysfunction, requiring 
continuous care from others; or dying patient.
2  Patient confined to bed or chair, with some residual cognitive function, 
requiring assistance for most daily activities; or patient with dementia who 
can move around but must be watched at all times.
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discussed on a case-by-case basis with the patient, or 
the family if the patient is incompetent, and with the 
intensivist [34].

Question 2: what are the key considerations 
when developing a treatment plan in the emergency 
setting?

•	 Each emergency department must have a written 
protocol that is available at all times and describes 
the principles and modalities of the decision-mak-
ing process and the management of dying patients 
admitted to the emergency department [6, 7, 29].

•	 If the patient is able to make decisions and commu-
nicate wishes, the staff must allow sufficient time to 
listen to those wishes and decisions and to obtain rel-
evant information, notably on the available treatment 
options.

•	 If the patient is unable to communicate, information 
should be sought from advance directives or, if none 
are available, from the family [13]. When deemed 
appropriate for the current situation, advance direc-
tives must dictate all decisions about investigations, 
procedures, and treatments. In the emergency set-
ting, however, healthcare professionals may disregard 
advance directives that they deem inappropriate for 
the current situation or that the family is unwilling to 
have applied. The physician may then decide to pro-
vide intensive care until the relevance of the advance 
directives can be confidently assessed.

•	 In every case, a collegial discussion among all phy-
sicians and other healthcare professionals present 
must be held [23].

•	 Efforts to achieve collegiality should not result in the 
provision of futile care.

•	 All interviews, discussions, and decisions must be 
recorded in the patient’s medical file. Recording only 
the decisions is not sufficient; instead, the process by 
which the decisions were built must be described, as 
well as the modalities for implementing the decisions.

•	 Caution is in order in patients with previous with-
holding and/or withdrawal decisions. These should 
always be reevaluated and can be implemented only 
if deemed appropriate for the new situation and con-
sonant with the patient’s wishes.

Question 3: provisional intensive care: what is it 
and when is it appropriate?

•	 Provisional intensive care consists in providing life-
support to protect the patient from loss of chance 
when time is needed to resolve uncertainties about a 
life-threatening situation [6, 43].

•	 Provisional intensive care may be supplied for several 
hours, after which a reappraisal may be performed 
(e.g., once the diagnosis has been confirmed, the 
previous health status clarified, and the response to 
treatment assessed; or until the family arrives and 
can be prepared to receive distressing news).

•	 Provisional intensive care can be initiated at the pre-
hospital phase and does not require routine ICU 
admission but can, instead, be continued in the 
resuscitation area of the emergency department [20].

•	 If uncertainties persist after several hours, further 
investigations and active treatments should be pro-
vided either in the ICU or in an intensive monitoring 
unit, depending on the level of care required.

Question 4: how can organ donation be organized 
in the emergency setting [42]?

•	 A patient with severe brain damage that is not ame-
nable to treatment and that may result in brain death 
should be viewed as a potential donor regardless of 
age.

•	 The family members should be informed that brain 
death is a possible outcome, so that they can pre-
pare for the imminent death of their loved one, pro-
vide any information they may have about his or her 
wishes, and consider medical transport of the patient 
to a center with expertise in organ harvesting.

Question 5: what are the requirements for establishing 
collegiality in the emergency setting [1–4, 12, 28, 37]?

•	 During the office hours, the requirements set down 
by law must be met. The patient and family members 
must be involved, together with the physician and other 
healthcare staff present at the time and with an external 
consultant having relevant expertise, who may be the 
general practitioner, a referral specialist, or an intensivist.

•	 Outside office hours, limited collegiality is acceptable, 
with the involvement of the patient and family members, 
the physician and other healthcare staff present at the 
time and, whenever possible, a physician whose advice 
seems highly relevant to the situation at hand and who 
may be consulted either in person or by telephone.

Question 6: how can high‑quality communication 
with family members be reconciled with the specific 
constraints imposed by the emergency setting?

•	 When considering treatment withholding and/or 
withdrawal decisions, holding a meaningful discus-
sion with the family members is challenging for 
the physician in charge, who is often insufficiently 
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equipped for this task and concerned about gener-
ating intense emotional reactions. This situation is 
highly asymmetrical: the physician is performing a 
professional task based on a sound technical under-
standing of the situation, whereas the family member 
is in a state of uncertainty and is going through an 
extraordinary experience that may change the course 
of her or his life. Although nothing can soften the 
nature of the information that must be imparted, the 
content and shape of the interview should be antici-
pated [13, 33].

•	 The following rules must be applied [43]: 

–	 The interview should take place in a welcoming, 
quiet, and private room in which all the individuals 
present can be seated.

–	 The nurse and nursing assistant in charge of the 
patient should be present, together with the psy-
chologist of the department if possible.

–	 Interruptions from outside sources should be 
avoided. If any are expected, this should be dis-
closed to the family before starting the interview.

–	 The interview must be conducted as follows: 

•	The staff must show kindness, empathy, avail-
ability, and a willingness to listen.

•	Each healthcare staff member present should be 
introduced to the family.

•	The family should be informed that the final 
decision is the sole responsibility of the health-
care team (“To make the best decision and to act 
in the best interests of your loved one, we need 
to understand your loved one’s wishes regard-
ing the current situation, and you can help us by 
telling us what those wishes are.”).

•	Use both verbal and nonverbal communication 
methods appropriate for the situation.

•	Start by asking questions about what the fam-
ily already knows then gradually add further 
information, while allowing enough time for the 
family to integrate the new elements (regulate 
the speech rate, pause when appropriate, refor-
mulate, and ask questions to assess comprehen-
sion), understand and respect any reactions, and 
help the family members ask or word their ques-
tions and vent their emotions.

•	Avoid technical terms.
•	Bring the interview to a close and offer support 

to the family members.

•	 Conducting the interview over the telephone can 
result in misunderstandings and conflicts and is, 

therefore, inadvisable. If a telephone interview is una-
voidable, the same principles as for the face-to-face 
interview must be applied. Before starting the inter-
view, the identity of the interlocutor and his or her 
relationship to the patient must be determined, as 
well as whether the interlocutor is capable of having 
this important conversation.

•	 During the prehospital phase, every effort should be 
made to meet these conditions as closely as possi-
ble.

Question 7: how should life‑support withdrawal be 
organized in the emergency department?

•	 Treatment withdrawal modalities should not be 
affected in any way by the emergency setting.

•	 In a patient initially managed with invasive life-sus-
taining interventions such as endotracheal and/or 
vasoactive agents, these can be withdrawn secondar-
ily in the emergency department.

•	 Given the usually short time from life-support with-
drawal and/or deep sedation initiation to death, 
holistic care should be provided by the emergency 
department team, at the most appropriate location 
(e.g., resuscitation area or short-stay unit), to ensure 
that continuous care is provided to the patient and 
family.

•	 Patients who do not die rapidly after life-support 
withdrawal should be admitted to a ward, pref-
erentially in a department where the patient has 
already received care or in the palliative care unit. 
The care plan should be described in detail in the 
patient’s medical file and communicated unam-
biguously to all teams involved in providing care to 
the patient.

Question 8: how should deep sedation be initiated 
in the emergency setting?

•	 Deep sedation should be initiated as soon as possible 
in dying patients who are comatose or who remain in 
pain or distress despite optimal treatment [12].

•	 Deep sedation should be achieved by combining a 
hypnotic agent with an opioid analgesic [6, 43].

•	 The effectiveness of the sedation and analgesia should 
be assessed regularly and the dosages adjusted to the 
predefined targets.

•	 The deep sedation modalities and effects should be 
recorded in detail in the patient’s medical file.

•	 The physician should make sure that the family 
members understand the methods and goals of deep 
sedation and that they receive optimal support.
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Question 9: what is the role for palliative care 
in the emergency setting?

•	 End-of-life care, even in the emergency setting, must 
comply with clinical practice guidelines for palliative 
care [30].

•	 The emergency department environment is not con-
ducive to the optimal management of end-of-life 
situations. The least unsatisfactory place for tempo-
rarily providing more appropriate conditions is the 
resuscitation area or a short-stay unit.

•	 All interventions likely to improve patient comfort 
must be provided including appropriate nursing care, 
treatments to control pain and dyspnea, and respira-
tory secretion clearance.

•	 All interventions that fail to enhance patient comfort 
or may cause patient discomfort should be stopped. 
Examples include vital sign monitoring, laboratory 
tests, and capillary blood glucose monitoring.

•	 Supplemental oxygen therapy is generally useless and 
should be provided only if it improves patient comfort.

•	 Nutrition and fluids should be withheld unless 
requested by the patient. Few patients report being 
thirsty; limiting the fluid intake, in combination with 
antisecretory agents if appropriate, helps to combat 
secretion build-up.

•	 Palliative care specialists can be asked for input in the 
emergency setting and can subsequently contribute 
to provide feedback and debriefing about challenging 
experiences.

•	 Efforts should be made to train physicians and other 
healthcare professionals in the provision of palliative 
care in the emergency setting.

Question 10: can treatment withholding and withdrawal 
decisions be made at the prehospital phase of patient 
care?

•	 Although prehospital care has specific characteris-
tics, the ethical principles of beneficence, non-malef-
icence, respect for autonomy, and justice should be 
applied under all circumstances [19].

•	 The above-described modalities of the decision-mak-
ing process apply to the prehospital setting.

•	 Prehospital management by physicians can provide 
the opportunity to either initiate or discontinue life-
supporting treatments when the appropriate condi-
tions are met (availability of complete information 
and feasibility of palliative care) [19, 20].

•	 Nevertheless, in challenging situations, provisional 
intensive care can be given and the patient taken to 
a hospital to provide enough time to obtain clarity in 
complex cases.

•	 Dying patients who receive prehospital care are not 
necessarily taken to an emergency department or 
even a hospital [19, 21].

•	 A physician-staffed mobile emergency unit (SMUR) 
can provide treatment for a life-threatening situation 
and subsequently initiate palliative care after discus-
sion with the coordinating physician.

•	 A physician-staffed mobile emergency unit (SMUR) 
should not be asked to intervene if optimal palliative 
care can be rapidly provided on-site, e.g., in a nursing 
home.

Question 11: who should be involved in prehospital 
decisions (in person or over the telephone)? [21]

•	 The patient and family.
•	 The coordinating physician at the dispatch center 

plays a pivotal role.
•	 The members of the prehospital healthcare team.
•	 The general practitioner, or the referral specialist if 

possible.
•	 The healthcare professionals in a network or residen-

tial facility, if any is involved.
•	 The intensivist or emergency physician who may be 

called on to manage the patient.

Question 12: how can palliative care be organized 
in the prehospital setting? [19–21]

•	 Careful attention should be directed to communi-
cating with the family members, the professionals 
providing care on-site, and the general practitioner 
or referral physician, with the goals of ensuring that 
they agree with the care plan and of protecting the 
patient from discomfort, notably by avoiding unnec-
essary transportation to an emergency department.

•	 A physician-staffed mobile emergency unit initially 
called to treat a life-threatening situation may, after 
determining that the patient is at the end of life, ini-
tiate deep sedation [19, 20]. Follow-on care by the 
available healthcare professionals should be arranged.

•	 The mobile unit-coordinating physician should be 
able to send the mobile team to another patient if 
necessary and should, therefore, be continuously and 
actively involved in the process. The intervention of 
the mobile team is then curtailed and further care 
provided, in a hospital if needed.

•	 Information on the management of the patient must 
be detailed in the medical file and communicated to 
all the physicians involved the patient’s management 
to ensure continuity of care [21].
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