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End-of-life care policy: 
An integrated care plan 
for the dying

Sir,
We would like to appreciate the great work of Myatra 

et al.[1] for bringing out the much needed end-of-life care 
policy under the banner of Indian Society of Critical Care 
Medicine and Indian Association of Palliative Care. In 
India, we the doctors are not only the health care providers, 
but also don the role of a friend, philosopher and guide to 
the family of our patients. Most of us do get approached 
by the relatives of many elderly patients who are ailing in 
the multi speciality Intensive Care Units (ICUs) of reputed 
tertiary care hospitals for help in decision making. In 
variably, they want us to guide them whether to continue 
ventilation, give consent for hemodialysis or continuation 
of expensive anti-microbial medications, etc., With very 
limited knowledge about the patient’s present condition 
and nonavailability of investigation data, we will be in 
great dilemma to guide them.[2]

We would like to submit an additional and practical 
suggestion to the already formed end-of-life care policy. 
Every multi speciality ICU of tertiary care hospital should 
set up an end-of-life care support unit. The said unit should 
be headed by one of the senior most physician/professor 
of medicine (preferably recently retired and who can 
spare time to the needy), a social worker and a legal 
adviser as other members of the unit. The relatives of 
the patient who is in need for end-of-life care should 
initially approach the treating doctors who in turn refer 
the relatives to the end-of-life care support unit. The unit 
members, after judicious discussions with the treating 
doctors, guide the relatives to opt for end-of-life care or 
not with due completion of the legal formalities. We are 
of the opinions that, this arrangement will defi nitely safe 
guard the interests of all the concerned parties.
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Author's Reply

Dear Editor,

In response to the letter by Naik et al.,[1] we would 
like to thank the authors for their interest in improving 
end-of-life care (EOLC) in the Indian setting. End-of-life 
decisions (EOLD), particularly foregoing life-sustaining 
treatment (FLST) involve a complex decision-making 
process. The Indian Society of Critical Care Medicine 
(ISCCM) and Indian Association of Palliative Care 
(IAPC) have come together[2,3] to develop a decision-
making pathway to arrive at these decisions through 
consensus between caregivers and the family. This is 
because 95% of patients[4] and 50% of families[5] are 
found to be too incapacitated to take decisions. For a 
section of the Indian population, “weak paternalism” by 
the physician may be necessary to facilitate this process. 
However, this approach should always be founded on 
eliciting the concerns of the families and on the best 
interests of the patient.

Having an independent EOLC support unit as 
suggested by Naik and Biradar can be useful but usually 
decisions are arrived at through repeated dialogue 
between the caregivers and the family. It is indeed 
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Acute ammonium 
dichromate poisoning in 
a 2-year-old child

Sir,
  I have two comments on the interesting case report 
by Sunilkumar et al.[1]

First, I do agree with Sunilkumar et al.[1] in their 
statement that the diagnosis of a poisoning case 

good to have a hospital committee that oversees all 
the requirements for quality EOLC viz., presence of 
trained health care staff, stocking of essential medication 
for symptom control, institutional EOLC policy and 
standard operating procedure etc. They may also serve to 
counsel family or treating physicians in case of dispute. 
Any legal advisor in the committee should be well-
versed in the needs of the terminally ill patient as the 
law in India relating to FLST is relatively primitive and 
ambiguous at present.[6] Detailed practice points are spelt 
out in the joint statement[2] so that EOLDs are possible 
for any physician caring for the critically ill whether in 
a big hospital or in a peripheral facility.

The main barrier to EOLD is the physician 
apprehensions of litigation and legal liabilities.[7] This 
is contrast to the industrialized world where such 
decisions are increasingly found to be less difficult.[8] 
In the US, Europe, and Australia, laws are more settled 
although still in evolution. The newer sophistication of 
organ support has brought with it new ethical dilemmas 
and interpretation of ethical principles.[9] Although the 
end-of-life practices vary with cultural and religious 
differences, a powerful international consensus has 
emerged.[10] Against this backdrop, we find ourselves 
seriously mired in an outdated legal framework. 
The ISCCM-IAPC position statement is an effort at 
motivating physicians to offer reasonable and practical 
end-of-life solutions.

Indian Society of Critical Care Medicine and IAPC 
have also taken initiatives for education and training 
in EOLC.[11] The training module addresses the entire 
gamut of issues from early recognition of dying, 
initiating discussions, communication skills, breaking 
bad news, documentation and implementation of 
decisions, and  palliative support to bereavement 
care. In addition, joint initiatives are on to inform 
legal opinion in the country about EOLC. With 
increasing awareness, the consensus among healthcare 
professionals and determined advocacy, appropriate 
FLST and care of the dying should be possible without 
too much procedural difficulties.
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