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Introduction

One of the most ethically controversial issues in intensive
care units (ICUs) is how to respond to requests from
surrogates to administer life-prolonging interventions
when clinicians believe those interventions should not be
administered. This article will outline the framework
provided by a new multi-society consensus statement
regarding such requests.

Several recent studies suggest that disputed requests
for treatment in ICUs in North America and Europe are
common. One survey of European ICUs demonstrated
that 27 % of practitioners believed they provided inap-
propriate care to a patient on the day of the study [1].
Recently, a single-center study demonstrated that up to
20 % of ICU patients were perceived by physicians as
receiving at least ‘‘probably futile’’ treatment [2]. While

there is considerable methodological heterogeneity
among these studies, it appears that conflicts regarding
treatment requests in ICUs are not infrequent.

Previous guidelines from professional societies dif-
fered considerably in both their terminology and
recommended management strategies for handling
treatment disputes in ICUs [3–5]. Conflicting recom-
mendations are problematic because they may confuse an
already nebulous topic for clinicians and policymakers.
Recently the American Thoracic Society, the European
Society for Intensive Care Medicine, the American Col-
lege of Chest Physicians, the American Association of
Critical Care Nurses, and the Society for Critical Care
Medicine published a collaborative statement to present a
unified guideline on how to handle disputed requests for
treatment in ICUs [6]. This statement creates a framework
for categorizing such requests, suggests strategies to
prevent intractable conflict, and delineates a fair process
of conflict resolution to be used in response to
intractable clinician–family conflict.

Preventing conflict: communication as cornerstone

The multi-society consensus statement places a strong
emphasis on early and proactive strategies to prevent
conflict from becoming intractable. This is because
empirical data suggest that the vast majority of treatment
conflicts in ICUs can be resolved through negotiation and
communication, even when clinicians believe they have
exhausted all avenues for collaborative solutions [7]. For
example, Fine and Mayo found that in cases in which
clinicians were pursuing unilateral withdrawal of life-
prolonging treatment because of a perceived
intractable conflict, involvement of consultants with
expertise in conflict resolution yielded a collaborative
solution approximately 80 % of the time [8]. Rather than
treating a conflict as unresolvable, clinicians should
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redouble efforts at engagement and support, and should
enlist the assistance of consultants with expertise in
communication and negotiation to move toward resolu-
tion [9]. The statement recommends best practices for
both clinician- and system-level interventions to improve
communication and support to prevent conflict.

Differential diagnosis of disputed treatments in ICU

The policy statement recommends different approaches to
dealing with different types of treatment requests from
surrogates (see Fig. 1):

1. Requests for futile interventions
2. Requests for potentially inappropriate treatments
3. Requests for legally proscribed or legally discre-

tionary treatments

This framework was designed to accommodate dif-
ferences across countries in existing norms and laws
regarding end-of-life treatment disputes, both due to dif-
ferences in values and in funding for healthcare.
Consequently, it is to be expected that there will be dif-
ferences between countries in what treatments, for
example, are categorized as legally proscribed or poten-
tially inappropriate (see below) [10].

Futile interventions are those that simply cannot
accomplish the intended physiologic goal and should not
be provided by clinicians. This strict definition means that

requests for futile interventions are extremely rare, and
consequently the notion of truly futile treatment is of
limited value in actual practice. Nonetheless, requests for
truly futile treatments do occasionally arise and the rec-
ommendations endorse that clinicians should be permitted
to refuse to provide such interventions [11]. An example
is a request for cardiopulmonary resuscitation for a patient
who has clear signs of irreversible death (i.e., rigor
mortis), or requests for administration of antifungal
therapies for treatment of an acute myocardial infarction.1

Potentially inappropriate treatments are those that
have at least some chance of accomplishing the effect
sought by the patient, but clinicians believe that com-
peting ethical considerations justify not providing them.
In practice, most disputes regarding life-prolonging care
in ICUs fall into this category because most conflicts are
not about treatments that are strictly ineffective and
instead turn on value laden judgments about whether the
burdens of treatment outweigh the benefits. An example
of a potentially inappropriate treatment is prolonged use
of mechanical ventilation in a patient who has been dis-
covered to have widely metastatic and incurable cancer.

Fig. 1 Recommended approach for management of disputed treatment requests in intensive care units [7]

1The examples within this manuscript are offered as tangible
illustrations of the categories, and the scenarios have been chosen
as a ‘‘best fit’’ for the concepts. Because of the variability between
countries and jurisdictions regarding how these disputes are han-
dled, (especially for potentially inappropriate and legally
proscribed/discretionary treatments) the examples will likely be
widely, although not necessarily universally, accurate.
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The policy statement recommends a process-based
resolution mechanism that emphasizes fairness and
intramural due process, with the opportunity for extra-
mural review. The goals of this approach are to ensure
that broad input is obtained to determine whether what is
being requested violates current conceptions of good
medical practice. Unless specifically granted via societal
consensus, as in several European countries, giving uni-
lateral authority to clinicians is problematic in such cases
because it raises concerns about arbitrariness and lack of
fairness in how deep value disagreements are resolved. In
the instances in which time pressures do not allow for
completion of the process-based resolution and clinicians
have a high degree of certainty that the requested treat-
ment is outside of accepted practice, clinicians may refuse
to provide such treatments (see Fig. 1) [12].

Legally proscribed and legally discretionary treat-
ments are those which may accomplish an effect desired
by the patient, but for which there are laws, applicable
judicial precedent, or public policies that govern their
provision. An example of a legally proscribed treatment is
a request for an expedited organ transplant outside of the
socially sanctioned transplant allocation system.

This category of treatment requests will vary in size
depending on the country and jurisdiction; some have
firmly established judicial and legislative precedents that
help to guide disputed end-of-life decision making, while
others have very little. There are multiple European
countries that have, via societal consensus, laws, or
judicial precedent, given considerable decisional author-
ity to clinicians in resolving disputes, and within these
countries, this category is quite broad [13]. These laws
and precedents are likely to change over time, as they are
a manifestation of ‘‘the continual redefining of the
boundaries of decision-making authority between

physicians and patients, involving a variety of profes-
sional, cultural, religious, civic, and legal values and
mechanisms’’ [14]. Clinicians need not provide legally
discretionary/proscribed treatments.

Moving beyond process-based resolution

The statement calls for clinicians and professional orga-
nizations to work with societal stakeholders to develop
policies and legislation to guide clinicians and surrogates
regarding end-of-life decision-making. Some countries
have moved forward with such policies [11], while others
have been slower to develop them. Establishing substan-
tive boundaries provides transparent guideposts for both
clinicians and surrogates to help avoid treatment disputes.

Conclusions

Conflicts regarding end-of-life care are relatively wide-
spread, and it is likely that all ICU clinicians encounter
requests for potentially inappropriate treatments. The
multi-society statement on potentially inappropriate
treatments in ICUs attempts to provide clear guidelines
regarding the importance of preventing intractable con-
flict through intensive communication and managing such
conflicts through a fair process of dispute resolution.
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