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 Inappropriate Care in European   ICUs   
 Confronting Views From Nurses and Junior and Senior Physicians 
  Ruth D.   Piers ,  MD ,  PhD ;  Elie   Azoulay ,  MD ,  PhD ;  Bara   Ricou ,  MD ;  Freda   DeKeyser Ganz ,  RN ,  PhD ; 
 Adeline   Max ,  MD ;  Andrej   Michalsen ,  MD ,  MPH ;  Paulo   Azevedo Maia ,  MD ;  Radoslaw   Owczuk ,  MD ,  PhD ; 
 Francesca   Rubulotta ,  MD ,  PhD ;  Anne-Pascale   Meert ,  MD ;  Anna K.   Reyners ,  MD ,  PhD ;  Johan   Decruyenaere ,  MD ,  PhD ; 
and  Dominique D.   Benoit ,  MD ,  PhD ;  for the Appropricus Study Group of the Ethics Section of the European Society 
of Intensive Care Medicine  

  BACKGROUND:    ICU care providers oft en feel that the care given to a patient may be inconsis-
tent with their professional knowledge or beliefs. Th is study aimed to assess diff erences in, and 
reasons for, perceived inappropriate care (PIC) across ICU care providers with varying levels 
of decision-making power. 
  METHODS:    We present subsequent analysis from the Appropricus Study, a cross-sectional 
study conducted on May 11, 2010, which included 1,218 nurses and 180 junior and 227 senior 
physicians in 82 European adult ICUs. Th e study was designed to evaluate PIC. Th e current 
study focuses on diff erences across health-care providers regarding the reasons for PIC in real 
patient situations. 
  RESULTS:    By multivariate analysis, nurses were found to have higher PIC rates compared with 
senior and junior physicians. However, nurses and senior physicians were more distressed by 
perceived disproportionate care than were junior physicians (33%, 25%, and 9%, respectively; 
 P   5  .026). A perceived mismatch between level of care and prognosis (mostly excessive care) 
was the most common cause of PIC. Th e main reasons for PIC were prognostic uncertainty 
among physicians, poor team and family communication, the fact that no one was taking the 
initiative to challenge the inappropriateness of care, and fi nancial incentives to provide exces-
sive care among nurses. Senior physicians, compared with nurses and junior physicians, more 
frequently reported pressure from the referring physician as a reason. Family-related factors 
were reported by similar proportions of participants in the three groups. 
  CONCLUSIONS:    ICU care providers agree that excessive care is a true issue in the ICU. How-
ever, they diff er in the reasons for the PIC, refl ecting the roles each caregiver has in the ICU. 
Nurses charge physicians with a lack of initiative and poor communication, whereas physi-
cians more oft en ascribe prognostic uncertainty. Teaching ICU physicians to deal with prog-
nostic uncertainty in more adequate ways and to promote ethical discussions in their teams 
may be pivotal to improving moral distress and the quality of patient care.  
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  Nurses and physicians may feel that the level of care 
given to a patient is inappropriate or inconsistent with 
their professional knowledge or personal beliefs.  1,2   ICU 
workers who provide care that they consider inappro-
priate may experience acute moral distress. If not 
acknowledged, this distress may result in overt confl icts  3   
or, worse, in indirect manifestations such as burnout,  4-6   
depression,  7   substance abuse,  8   or a decision to change 
jobs.  4,9-11   

 Moral distress is highly prevalent in nurses because of 
their lack of decision-making authority.  9,10,12,13   Junior 
physicians also have limited decision-making power and 
may feel that some decisions made by senior physicians 
are morally unacceptable.  14-16   Surprisingly, the Appro-
pricus study showed that one-third of senior ICU physi-

cians also reported instances of perceived inappropriate 
care, of which the most common type was excessive 
care.  11   Th at physicians with decision-making power 
were troubled by perceptions of inappropriate care 
deserved further analysis.  17   

 This report adds to the initial publication by looking 
in more detail at the differences among ICU care pro-
viders who have different levels of decision-making 
power, in the perceived inappropriate care. New in 
this study is that we separated the answers of junior 
physicians from those of senior physicians. Addition-
ally, we assessed not only the frequency of perceived 
inappropriate care, but also the reasons for which the 
ICU staff members ascribed that perceived inappro-
priate care. 
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 Materials and Methods 
 Study Design and Procedure 
 We conducted a cross-sectional study among nurses (defi ned as regis-
tered nurses, including head nurses and also including, in France, nurs-
ing assistants), junior physicians (defi ned as physicians in training), and 
senior physicians (including heads of ICUs) in European adult ICUs on 
a single day (Tuesday, May 11, 2010, at 8:00  am  to Wednesday, May 12, 
2010, at 8:00  am ).  11   

 Instruments 
 Each care provider working in the ICU on the day of the survey com-
pleted a questionnaire regarding personal characteristics (including 
age, sex, religion, role, and work experience) and perceived work char-
acteristics (including job strain). Th e respondent indicated the number 
of patients he/she was in charge of on the survey day and the number 
of patients perceived as receiving inappropriate care. Perceived inap-
propriate care was defi ned as a patient-care situation perceived by the 
respondent to fi t one or more of the following statements or scenarios: 
(1) there was a disproportion between the amount of care given and the 
expected prognosis (too much or too little care), (2) there was persistent 
nonadherence of the patient to prescriptions, (3) other patients would 
benefi t more from ICU care, (4) inaccurate information was given to 
the patient or family, (5) the patient’s wishes concerning treatment pref-
erences were known but not respected, (6) one of the parties involved 

did not participate in decision-making related to the patient, and (7) the 
patient was not receiving good-quality care.  11   Th e perceived inappropri-
ate care rate for each participant was defi ned as the ratio of the number 
of patients with perceived inappropriate care reported by the provider 
over the total number of patients cared for by the same provider. 

 To complete the perceived inappropriate care questionnaire for each 
patient considered to be receiving inappropriate care, participants 
chose statements applicable to that individual patient and indicated the 
reasons underlying their choices. For example, participants who felt 
that a patient was receiving disproportionate care were asked to specify 
the factors that contributed to the mismatch between level of care and 
prognosis (eg, family request, attending physician request, fear of litiga-
tion, or poor communication  18-20  ). 

 In each participating ICU, the local investigator completed a question-
naire regarding the ICU characteristics (type of hospital and ICU, mor-
tality rate, number of ICU staff  members, and availability of an ethics 
consultant and/or psychologist) and end-of-life practices (symptom 
control, decision making, and discharge of dying patients to wards). 
Th e study questionnaires were developed by a panel of experts in inten-
sive care, palliative care, and communication. Th e experts used a Delphi 
method to develop a consensus about the seven inappropriate-care sce-
narios and the reasons that might produce each scenario. Th e original 
English-language questionnaire was translated into the fi rst languages 
of the participating countries, then back-translated into English (the 
Brislin method). All the questionnaires used can be downloaded from the 
online appendix of the previous publication.  11   Th e study was approved 
by the appropriate institutional review boards for all participating ICUs 
and countries (e-Appendix 1  ). 

 Statistical Analysis 
 Values are presented as No. (%). Th e  x  2  test and compare median test 
were used to assess diff erences among nurses, junior physicians, and senior 
physicians. To assess the association between higher perceived work-
load and perceived inappropriate care rates among nurses and junior 
and senior physicians, a hierarchical multivariate model was built. We 
modeled the correlation between participants working in the same ICU 
by including a random ICU eff ect, nested within a given country, to take 
into account a possible correlation among ICUs in the same country. 
Th e full model included all the variables collected in the ICU and the 
participant questionnaires. A stepwise backward selection procedure 
with a signifi cance level of 5% was used to build the fi nal model. All 
statistical analyses were performed with SAS (SAS Institute Inc) and 
SPSS (IBM). 
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 Results 
 Participants and ICUs 

 Of the 1,651 staff  members of 82 ICUs who completed 
the participant questionnaire and fi lled out the per-
ceived inappropriate care question, 1,218 were nurses, 
180 were junior physicians, and 227 were senior physi-
cians; 26 failed to indicate their job titles. Basic demo-
graphic characteristics of the participating clinicians are 
given in  Table 1   . Participation rates, ICU characteristics, 
and participant characteristics are described in more 
detail in a previous article.  11   

 In all, ICU clinicians completed 445 perceived inappro-
priate care questionnaires. Nurses reported 289 per-
ceived inappropriate care cases, junior physicians 
reported 54, and senior physicians reported 90; in 
12 cases, the professional role was missing. 

 Diff erences Among Care Providers Regarding 
Types of Scenarios of Perceived 
Inappropriate Care 

  Table 2    shows the distribution of the responses of each 
of the three participant groups on the seven scenarios 
of perceived inappropriate care. A signifi cant diff erence 
was found among nurses, junior physicians, and senior 
physicians for three of the seven scenarios. First, a 
lack of involvement of one of the parties involved in 
decision-making was reported signifi cantly more oft en 
by nurses and senior physicians than by junior physi-

cians. Nurses most frequently indicated that family 
members (41%) and ICU nurses (40%) were insuffi  -
ciently involved; senior physicians mainly reported a 
lack of participation of families (48%). Second, among 
nurses perceiving inappropriate care, 20% reported 
insuffi  cient quality of care (compared with only 7% of 
junior and 3% of senior physicians), which they ascribed 
chiefl y to understaffi  ng (63% of nurses indicating insuf-
fi cient quality of care). Finally, nurses, compared with 
junior and senior physicians, more oft en reported inaccu-
rate information given to the patient or family ( Table 2 ). 

 Nurses, junior physicians, and senior physicians 
ascribed similar proportions of perceived inappropriate 
care to disproportionate care, other patients benefi tting 
more from ICU care, patient nonadherence, and 
patient’s wishes concerning treatment preferences not 
being respected ( Table 2 ). Th e three participant groups 
ascribed similar proportions of perceived inappropriate 
care to patient nonadherence ( Table 2 ). Overall, 27% of 
participants reported failure to take prescribed medica-
tion, 18% reported continued smoking, and 13% 
reported continued substance abuse. 

 In nurses, junior physicians, and senior physicians, the 
most commonly reported reason for perceiving care as 
inappropriate was a perceived mismatch between level 
of care and prognosis ( Table 2 ). Of the 235 question-
naires for which this information was available, 154 (66%) 
(95% CI, 55%-76%) stated that disproportionate care 

 TABLE 1 ]   Clinician Characteristics  

Characteristic    

ICU Clinicians (N  5  1,651 [26 Job Titles Missing])

Nurses (n  5  1,218) Junior Physicians (n  5  180) Senior Physicians (n  5  227)  P  Value

Age, median (IQR), y 34 (28-43) 29 (28-32) 41 (36-48)  ,  . 001

Female sex 873 (72)  a  103 (57) 81 (36)  b   ,  . 001

Country  ,  . 001

 Belgium 291 (23. 9) 26 (14. 4) 48 (21. 1)

 France 69 (5. 7) 16 (8. 9) 24 (10. 6)

 Germany 150 (12. 3) 23 (12. 8) 24 (10. 6)

 Israel 29 (2. 4) 2 (1. 1) 2 (0. 9)

 Italy 173 (14. 2) 31 (17. 2) 19 (8. 4)

 Malta 119 (9. 8) 18 (10. 0) 10 (4. 4)

 Poland 49 (4. 0) 7 (3. 9) 19 (8. 4)

 Portugal 117 (9. 6) 17 (9. 4) 22 (9. 7)

 Switzerland 194 (15. 9) 40 (22. 2) 56 (24. 7)

 The Netherlands 27 (2. 2) 0 (0. 0) 3 (1. 3)

 Data are presented as No. (%) unless indicated otherwise. IQR   5   interquartile range. 
  a 1,126 respondents reported their sex. 
  b 226 respondents reported their sex. 
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was common in the ICU. Recurrence of similar dispro-
portionate-care situations was reported more oft en by 
nurses (78%) than by senior physicians (54%) or junior 
physicians (23%) ( P   ,  .001). More nurses than physi-
cians reported marked distress due to perceived dispro-
portionate care (33% of nurses, 25% of senior 
physicians, and 9% of junior physicians;  P   5  .026). 

 Multivariate analysis demonstrated that a higher per-
ceived workload was independently associated with 
higher perceived inappropriate care rates in nurses 
(OR, 1.50; 95% CI, 1.08-2.08;  P   5  .0015) but not in 
junior physicians (OR, 0.71; 95% CI, 0.40-1.27;  P   5  .249) 
or senior physicians (OR, 0.98; 95% CI; 0.74-1.30; 
 P   5  .867). 

 Diff erences Among Care Providers in the 
Reasons for Disproportionate Care 

 Reasons for perceived disproportionate care were 
divided into four categories: ICU-related factors, inade-
quate communication, patient- or family-related factors, 
and referring physician-related factors. Th e highest 
frequency of perceived reasons fell into the ICU-related 
factors category, followed by patient- or family-related 
factors. Th e most commonly reported reasons for dis-
proportionate care were prognostic uncertainty (141 of 
290, 49%), lack of consensus among the ICU staff  
regarding the prognosis (95 of 290, 33%), no one in the 
ICU team taking the initiative to challenge inappro-
priate care (92 of 290, 32%), inadequate communication 
within the ICU team (98 of 290, 34%), families not ready 

to withdraw therapy (106 of 290, 37%), and families 
asking to continue disproportionate care (92 of 290, 32%). 

 Signifi cant diff erences among care provider groups were 
found in four of the ICU-related factors: prognostic 
uncertainty, no one taking the initiative to challenge the 
inappropriateness of care, an ICU member exerting 
pressure to continue care, and fi nancial advantage 
( Table 3   ). Both junior and senior physicians more oft en 
reported prognostic uncertainty as a reason for contin-
ued disproportionate care, whereas nurses more oft en 
reported failure to challenge inappropriate care, pres-
sure by an ICU member to continue the same level of 
care, and fi nancial incentives ( Table 3 ). Nurses also 
more oft en reported inadequate communication within 
the ICU team ( Table 3 ). Th ere were no diff erences 
among nurses, junior physicians, and senior physicians 
regarding the contribution to disproportionate care of 
family-related factors, whereas pressure from the refer-
ring physicians was reported more oft en by the senior 
physicians than by the two other groups ( Table 3 ). 

 Discussion 
 We found that ICU care providers throughout Europe 
more or less agree on what the main issues of inappro-
priate care are. Nurses and junior and senior physicians 
indicate that a mismatch between level of care and prog-
nosis (disproportionate care) is the most common cause 
of inappropriate care in the ICU. Remarkably, factors 
inside the ICU were the most important reasons for per-
ceived disproportionate care. Th is perceived dispropor-
tionate care was more oft en ascribed to prognostic 

 TABLE 2 ]   Differences on Types of Scenarios of Perceived Inappropriate Care by Type of ICU Care Provider  

Scenario  Nurses (289 PIC cases)
Junior Physicians 
(54 PIC Cases)

Senior Physicians 
(90 PIC Cases)  P  Value

Lack of proportion between level of care 
 and prognosis (disproportionate care)

184 (64) 36 (67) 63 (70) . 532

85% excessive 93% excessive 94% excessive . 205

Other patients would benefi t more 
 from ICU care

100 (35) 22 (41) 42 (47) . 107

Lack of involvement of one of the 
 parties in decision-making

85 (29) 6 (11) 23 (26) . 019

Persistent patient nonadherence 
 with prescribed treatment

65 (23) 7 (13) 19 (21) . 288

Insuffi cient quality of care 57 (20) 4 (7) 3 (3)  ,    . 001

Inaccurate information to the 
 patient or family

56 (19) 6 (11) 7 (8) . 019

Patient’s wishes concerning treatment 
 preferences known but not respected

37 (13) 7 (13) 7 (8) . 417

 Data are presented as No. (%). PIC   5   perceived inappropriate care. 

Downloaded From: http://journal.publications.chestnet.org/ by a Imperial College London User  on 08/07/2014



 journal.publications.chestnet.org     271 

 TA
B

LE
 3

 ] 
  D

iff
er

en
ce

s 
in

 R
ea

so
ns

 U
nd

er
ly

in
g 

Pe
rc

ei
ve

d 
D

is
pr

op
or

tio
na

te
 C

ar
e 

A
m

on
g 

IC
U

 N
ur

se
s,

 J
un

io
r 

Ph
ys

ic
ia

ns
, 

an
d 

S
en

io
r 

Ph
ys

ic
ia

ns
  

  

Re
as

on
 

29
0 

Ca
se

s 
of

 P
er

ce
ive

d 
Di

sp
ro

po
rt

io
na

te
 C

ar
e 

(Jo
b 

Ti
tle

 M
iss

in
g 

in
 7

 R
ep

or
te

d 
Ca

se
s)

 P  
Va

lu
e

Nu
rs

es
 (n

  5
  18

4)
Ju

ni
or

 P
hy

sic
ia

ns
 (n

  5
  36

)
Se

ni
or

 P
hy

sic
ia

ns
 (n

  5
  63

)

%
No

. 
%

No
. 

%
No

. 

IC
U

-r
el

at
ed

 f
ac

to
rs

 
1.

 A
 d

is
cu

ss
io

n 
ab

ou
t 

ap
pr

op
ri
at

en
es

s 
of

 c
ar

e 
is

 n
ot

 c
on

si
de

re
d 

 
 

 
a 

pr
io

ri
ty

 b
y 

th
e 

m
aj

or
ity

 o
f 
th

e 
IC

U
 t

ea
m

23
42

11
4

27
17

. 
18

0

 
2.

 A
 d

is
cu

ss
io

n 
ab

ou
t 

ap
pr

op
ri
at

en
es

s 
of

 c
ar

e 
is

 n
ot

 c
on

si
de

re
d 

a 
 

 
 

 pr
io

ri
ty

 b
y 

an
 I

C
U

 t
ea

m
 m

em
be

r 
w

ho
 e

xe
rt

s 
pr

es
su

re
 t

o 
co

nt
in

ue
 c

ar
e

22
40

8
3

11
7

. 
04

7

 
3.

 N
o 

on
e 

in
 t

he
 I

C
U

 t
ea

m
 t

ak
es

 in
iti

at
iv

e 
to

 c
ha

lle
ng

e 
th

e 
 

 
 

ap
pr

op
ri
at

en
es

s 
of

 c
ar

e 
in

 t
hi

s 
pa

tie
nt

 (
la

is
se

r-
fa

ir
e)

38
70

17
6

21
13

. 
00

5

 
4.

 P
ro

gn
os

tic
 u

nc
er

ta
in

ty
 c

on
tr

ib
ut

es
 t

o 
pe

rp
et

ua
te

 in
ap

pr
op

ri
at

e 
 

 
 

ca
re

 in
 t

hi
s 

pa
tie

nt
42

77
67

24
57

36
. 

00
7

 
5.

 L
ac

k 
of

 c
on

se
ns

us
 a

m
on

g 
IC

U
 s

ta
ff
 m

em
be

rs
 r

eg
ar

di
ng

 t
he

 
 

 
 

 pr
og

no
si

s 
co

nt
ri
bu

te
s 

to
 p

er
pe

tu
at

e 
in

ap
pr

op
ri
at

e 
ca

re
 in

 
th

is
 p

at
ie

nt

34
62

31
11

32
20

. 
91

4

 
6.

 N
o 

on
e 

de
ci

de
s 

to
 t

ak
e 

ac
tio

n 
to

 w
ith

dr
aw

 o
r 

w
ith

ho
ld

 t
he

ra
py

 
 

 
 

 de
sp

ite
 a

 c
on

se
ns

us
 w

ith
in

 t
he

 I
C
U

 t
ea

m
 t

ha
t 

su
ch

 a
ct

io
n 

is
 n

ee
de

d

31
57

28
10

30
19

. 
92

9

 
7.

 T
he

re
 is

 a
 f
ea

r 
of

 li
tig

at
io

n
22

41
8

3
22

14
. 

15
4

 
8.

 T
he

re
 is

 h
os

pi
ta

l h
ie

ra
rc

hy
 p

re
ss

ur
e

19
34

8
3

10
6

. 
10

9

 
9.

 T
he

re
 is

 fi 
na

nc
ia

l a
dv

an
ta

ge
 t

o 
pr

ov
id

in
g 

fu
til

e 
ca

re
15

27
3

1
3

2
. 

01
0

In
ad

eq
ua

te
 c

om
m

un
ic

at
io

n

 
1.

 I
na

de
qu

at
e 

co
m

m
un

ic
at

io
n 

w
ith

in
 t

he
 I

C
U

 t
ea

m
 c

on
tr

ib
ut

es
 

 
 

 
to

 p
er

pe
tu

at
e 

in
ap

pr
op

ri
at

e 
ca

re
 in

 t
hi

s 
pa

tie
nt

42
78

19
7

19
12

 ,
  . 

00
1

 
 

a.
 B

et
w

ee
n 

ph
ys

ic
ia

n 
an

d 
ph

ys
ic

ia
n

29
53

19
7

21
13

. 
28

6

 
 

b.
 B

et
w

ee
n 

nu
rs

e 
an

d 
ph

ys
ic

ia
n

32
58

8
3

8
5

 ,
  . 

00
1

 
 

c.
 B

et
w

ee
n 

ph
ys

ic
ia

n 
an

d 
su

pe
ri
or

15
28

11
4

8
5

. 
31

2

 
 

d.
 B

et
w

ee
n 

he
ad

 n
ur

se
 a

nd
 p

hy
si

ci
an

5
10

3
1

0
0

. 
14

6

 
 

e.
 B

et
w

ee
n 

nu
rs

e 
an

d 
nu

rs
e

3
6

6
2

0
0

. 
23

1

 
 

f. 
B
et

w
ee

n 
nu

rs
e 

an
d 

he
ad

 n
ur

se
3

5
3

1
0

0
. 

46
1

(C
on
tin
ue
d)

Downloaded From: http://journal.publications.chestnet.org/ by a Imperial College London User  on 08/07/2014

http://journal.publications.chestnet.org


 272   Original Research    [  1 4 6 # 2  C H E S T  AU G U S T  2 0 1 4  ]

TA
B

LE
 3

 ] 
(c
on
tin
ue
d)

Re
as

on
 

29
0 

Ca
se

s 
of

 P
er

ce
ive

d 
Di

sp
ro

po
rt

io
na

te
 C

ar
e 

(Jo
b 

Ti
tle

 M
iss

in
g 

in
 7

 R
ep

or
te

d 
Ca

se
s)

 P  
Va

lu
e

Nu
rs

es
 (n

  5
  18

4)
Ju

ni
or

 P
hy

sic
ia

ns
 (n

  5
  36

)
Se

ni
or

 P
hy

sic
ia

ns
 (n

  5
  63

)

%
No

. 
%

No
. 

%
No

. 

 
2.

 I
na

de
qu

at
e 

co
m

m
un

ic
at

io
n/

in
fo

rm
at

io
n 

to
 t

he
 f

am
ily

 o
r 

pa
tie

nt
 

 
 

 
co

nt
ri
bu

te
s 

to
 p

er
pe

tu
at

e 
in

ap
pr

op
ri
at

e 
ca

re
 in

 t
hi

s 
pa

tie
nt

27
49

14
5

16
10

. 
08

6

 
3.

 T
he

re
 is

/w
as

 in
ad

eq
ua

te
 c

om
m

un
ic

at
io

n 
be

tw
ee

n 
th

e 
IC

U
 t

ea
m

 
 

 
 

an
d 

th
e 

re
fe

rr
in

g 
ph

ys
ic

ia
n 

co
nc

er
ni

ng
 t

hi
s 

pa
tie

nt
20

36
14

5
14

9
. 

52
1

Pa
tie

nt
 o

r 
fa

m
ily

 r
el

at
ed

 
1.

 P
at

ie
nt

 a
nd

/o
r 

fa
m

ily
 a

sk
s 

to
 c

on
tin

ue
 c

ar
e 

th
at

 is
 in

ap
pr

op
ri
at

e
29

54
28

10
38

24
. 

38
9

 
2.

 P
at

ie
nt

 a
nd

/o
r 

fa
m

ily
 e

xe
rt

s 
pr

es
su

re
 t

o 
co

nt
in

ue
 c

ar
e 

th
at

 
 

 
 

is
 in

ap
pr

op
ri
at

e
21

38
17

6
30

19
. 

20
2

 
3.

 P
at

ie
nt

 a
nd

/o
r 

fa
m

ily
 d

oe
s 

no
t 

w
is

h 
to

 b
e 

in
vo

lv
ed

 in
 t

he
 

 
 

 
de

ci
si

on
-m

ak
in

g
9

16
8

3
11

7
. 

83
4

 
4.

 P
at

ie
nt

 a
nd

/o
r 

fa
m

ily
 d

oe
s 

no
t 

w
an

t 
to

 s
ta

rt
 t

he
 p

ro
po

se
d 

ca
re

5
10

6
2

5
3

. 
97

6

 
5.

 P
at

ie
nt

 a
nd

/o
r 

fa
m

ily
 is

 n
ot

 r
ea

dy
 t

o 
w

ith
dr

aw
34

63
36

13
43

27
. 

47
1

Re
fe

rr
in

g 
ph

ys
ic

ia
n 

re
la

te
d

 
1.

 R
ef

er
ri
ng

 p
hy

si
ci

an
 a

sk
s 

to
 c

on
tin

ue
 d

is
pr

op
or

tio
na

te
 c

ar
e

27
50

25
9

32
20

. 
71

8

 
2.

 R
ef

er
ri
ng

 p
hy

si
ci

an
 e

xe
rt

s 
pr

es
su

re
 t

o 
co

nt
in

ue
 d

is
pr

op
or

tio
na

te
 c

ar
e

10
19

11
4

24
15

. 
02

3

 
3.

 R
ef

er
ri
ng

 p
hy

si
ci

an
 d

oe
s 

no
t 

w
an

t 
to

 b
e 

in
vo

lv
ed

 in
 d

ec
is

io
n-

m
ak

in
g

8
15

8
3

3
2

. 
39

2

 
4.

 R
ef

er
ri
ng

 p
hy

si
ci

an
 d

oe
s 

no
t 

w
an

t 
to

 s
ta

rt
 p

ro
po

se
d 

ca
re

4
8

0
0

0
0

. 
10

9

Downloaded From: http://journal.publications.chestnet.org/ by a Imperial College London User  on 08/07/2014



 journal.publications.chestnet.org     273 

uncertainty by junior and senior physicians than by 
nurses. Nurses, in contrast, more oft en incriminated 
poor communication within the ICU team, failure to 
challenge disproportionate care, and pressure from an 
ICU staff  member. Senior physicians, compared with 
nurses and junior physicians, more frequently reported 
pressure from the referring physician as a reason for 
disproportionate care. Th ese diff erences clearly refl ect 
the diff erent roles each care provider has in the ICU. 
Family-related factors were equally brought forward as 
an important issue by the three groups. Marked distress 
due to perceived disproportionate care was reported by 
33% of nurses and 25% of senior physicians, compared 
with 9% of junior physicians. 

 Perceived inappropriate care can exist only when the 
perceiver feels unable to change the plan of care.  1,21   
Among ICU staff  members, nurses have the least deci-
sion-making power, spend the most time at the bedside, 
and have the greatest emotional engagement with the 
patient’s suff ering.  9,10,12,22   Perceived inappropriate care 
for a substantial number of patients by staff  members 
with little decision-making power may aff ect quality of 
care  10,22   and job continuation rates.  11   In our study, 
marked distress due to perceived inappropriate care was 
reported more oft en by nurses than by physicians. Fur-
thermore, as in our earlier study,  11   a higher perceived 
workload was associated with higher perceived inappro-
priate care rates in nurses, suggesting that a frequent 
perception that care is inappropriate may increase the 
perceived work burden. Alternatively, nurses who face 
severe time pressure may be particularly averse to the 
provision of care they feel is excessive or unneeded. Giving 
nurses opportunities to voice their opinions about 
appropriateness of care, together with improved commu-
nication regarding reasons for care-level choices, may 
improve the working environment in the ICU.  3,9-11,13,23-26   

 Junior physicians also have little decision-making power 
and may struggle with decisions of senior physicians 
that seem morally unacceptable to them.  14-16   However, 
in our study, the junior physicians did not have higher 
rates of perceived inappropriate care compared with the 
senior physicians. Furthermore, they had the lowest rate 
of marked distress due to perceived disproportionate 
care. Physicians in training may lack adequate knowl-
edge about the prospects of ICU therapies and may be 
very involved in learning the highly technical work, 
making them think less about the global meaningfulness 
of the care they are providing. Health-care professionals 
who neglect their emotions may be at risk of disengage-
ment and poor judgment, overt confl icts, and, in the 

long term, burnout and depression.  5,8,27-34   Th erefore, it 
seems important that junior physicians be stimulated to 
open up to, refl ect on, and communicate their emotions 
concerning diffi  cult patient care situations. 

 Senior physicians are expected to assume the leading 
role in discussions and decisions about treatment limi-
tations. Nevertheless, excessive care was the most 
common inappropriate-care scenario perceived by our 
participating senior physicians. Th e extent to which this 
perception refl ected failure to choose the best level of 
care based on objective considerations is unclear. Th e 
most commonly reported reason for disproportionate 
care was prognostic uncertainty, refl ecting the well-
known diffi  culties raised by mortality prediction in 
ICU patients. In addition, even for senior physicians, 
it is hard to argue against family members who want 
care that is perceived as disproportionate and even 
harmful by the senior physician. Furthermore, nearly 
one-quarter of the senior physicians reported that pres-
sure from the referring physician was a factor in per-
ceived disproportionate care, refl ecting poor 
communication or power struggles among seniors. 

 Many physicians, as shown in this study, thus seem to 
retreat to the world of “prognostic uncertainty,” in 
which everything remains possible, so that waiting 
seems the best and safest option.  27,35   However, in this 
way, physicians may fail to recognize that this “wait 
and see” strategy is oft en perceived by the team and 
the relatives as an alibi for physicians to avoid having 
to take a decision.  35-37   Nurses in this study oft en 
blamed physicians for a lack of initiative and bad 
communication with the families and the ICU team as 
to why they postpone decision-making. Convincing 
evidence shows that this type of strategy leads to 
extended grief processes (complicated grief) among 
relatives following the death of their loved one.  36-41   It 
also creates distrust among team members, leading to 
intra- and interpersonal confl icts.  3,4,6,7,13,28,30,31   Th erefore, 
systematically using this “wait and see” strategy is 
inadequate and even harmful; however, when there 
are good reasons to postpone decisions, better 
communication of the prognostic uncertainty to the 
team and the families is warranted. Teaching ICU 
physicians to deal with prognostic uncertainty in 
more adequate ways  42-44   and to become better leaders, 
who dare to take decisions closer to their emotions  42-48   
and who promote open and in-depth ethical discus-
sions in their teams,  11,23,24,44-49   would be a far-reaching 
intervention to improve moral distress and thereby 
the quality of patient care.  11,24-26,50   
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 Th is study provides preliminary data on the reasons 
for perceived inappropriate care among ICU nurses, 
junior physicians, and senior physicians. Its main 
strengths are its excellent response rate (median 
response rate of 93%)  51   and its originality; it is the fi rst 
to study subjective perceptions from bedside clini-
cians related to real patient care situations. However, 
there are some limitations. Its observational nature 
does not allow us to determine causality. More in-depth 
qualitative and longitudinal studies are now in order 
to elucidate the intrapersonal and interpersonal pro-
cesses that underlie perceived inappropriate care. In 
addition, the cross-sectional design of our study pre-
cluded the collection of patient outcome measures. 

Future studies will have to compare perceptions of 
inappropriate care with the presence of inappropriate 
care as determined by objective criteria, including 
patient outcomes. 

 Conclusions 
 In conclusion, ICU care providers feel that excessive 
care is a true issue in their daily ICU practice. Nurses 
charge physicians with a lack of initiative and poor 
communication, whereas physicians more oft en ascribe 
prognostic uncertainty as a reason as to why dispropor-
tionate care is continued. Th ese are important targets 
for eff orts to improve care for patients and working 
environments for clinicians. 
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