localities in developing the plan for this

community intervention project. Because

our children are one of the nation’s most

important resources, we have made this
project a priority at CDC. O

David Satcher

Centers for Disease Control

and Prevention

Atlanta, Ga
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Annotation: Physicians’ Attitudes and Decision Making Regarding the
Withdrawal of Life Support

During the past few decades, there
have been dramatic changes in both the
treatment of critically ill patients and in
attitudes about how decisions about care
should be made. The development of
sophisticated technologies has increased
the ability to prolong life, which is usually
of clear benefit. However, there is growing
acceptance of the notion that in some
cases treatment may merely prolong the
dying process or lead to survival with a
very poor quality of life. Indeed, it is now
nearly 20 years since Karen Ann Quinlan
ceased breathing on the night of April 15,
1975,! and the ensuing court case thrust
decision making about withdrawal of life
support into the public arena.

Formerly, choices about life-sustain-
ing treatment were seen primarily as
medical decisions for physicians to make.
The debates about criteria for withdraw-
ing life support led to clearer recognition
that such decisions cannot be based only
on objective facts but must always reflect
value judgments about issues such as the
meaning of life and death, the quality of
life, and the proper use of technology.
Therefore, in parallel over the past 20
years, the principle of patient autonomy
has steadily gained ground. Court deci-
sions, statutes, and professional standards
have supported the right of competent

patients to make decisions to forgo treat-
ments, either directly or through the use
of advance directives (living wills and
health care proxies).2

Despite the clear guidelines, empiri-
cal research has shown that many factors
prevent adherence to patients’ prefer-
ences about care at the end of life.3 This
situation affects public health not only
because care thought to be inappropriate
can cause suffering for patients and
families but also because the inappropri-
ate prolongation of treatment uses health
care resources for unwanted care. Little is
known, however, about the extent to
which actual treatment decisions vary
from patient preferences. For many rea-
sons, this topic is very difficult to study.
One problem is that research would need
to uncover patient preferences that may
never have been explored; another prob-
lem is that these decisions are made when
patients and their families are in crisis.
One way to address the issue is to look at
physician responses to hypothetical situa-
tions and ask them about how they would
treat terminally ill patients. The research
conducted by Christakis and Asch,* re-
ported in this issue of the Journal, is
important because it demonstrates that
physicians’ characteristics affect both atti-
tudes and practices related to the with-

drawal of life support. Although the
response rate to their survey was lower
than that usually reported in this Journal,
the article is an important contribution
because it is one of the first to provide
data on the relationship of attitudes to
practice.

Christakis and Asch presented hypo-
thetical vignettes and asked physicians to
indicate treatment choices in order to
study responses to the most clear-cut type
of case: a terminally ill, comatose patient
who had previously stated, and whose
family currently indicated, that under the
circumstances presented they would want
life supports withdrawn. Nevertheless,
responses varied; many physicians chose
to give life-sustaining treatments. In addi-
tion, unlike many previous studies that
examined only attitudes, this study asked
physicians to report on their actual prac-
tices. Professional characteristics such as
specialty and work setting, personal char-
acteristics such as age and religion, and
the attitudes manifested in the responses
to the vignettes were associated with the
number of times the respondents said
they had withdrawn life support during
the last year.

Editor’s Note. See related article by Christakis
and Asch (p 367) in this issue.



In the discussion, the authors note
“an unexpected finding of this study is the
extent to which subjects tended not to
withdraw life support.”* If the principle
that patients should determine treatment
choices is accepted and the vignettes
presented clear-cut cases in which pa-
tients did not want life support, why was
there so much variation in responses?
One reason is that even when clinicians
agree that life support should be with-
drawn, the choice is not a global decision
to treat or not to treat—in other words, to
give all possible treatments or none at all.
In a modern hospital, critically ill patients
receive many treatments. In managing
their care, physicians make decisions
about each treatment. They may decide to
withhold or withdraw some treatments
while continuing to give other treat-
ments.’ Physicians vary in these manage-
ment decisions about the withdrawal of
life support.

A number of studies have shown that
most physician respondents agreed that
competent patients have the right to
refuse life-sustaining treatments. The same
studies also identified attitudes that affect
the choices that clinicians make; these can
limit adherence to patient wishes. For
example, Fried et al.® found that almost
all physicians responding to their survey
would comply with a patient’s refusal of a
respirator but many would refuse to
discontinue its use; many thought such
withdrawal of care was illegal and/or
would mean “I would be killing a pa-
tient.” Solomon et al.” reported that most
of their respondents believed that there
were ethical distinctions between with-
holding and withdrawing treatment and
that it is useful to differentiate between
ordinary and extraordinary means when
making treatment choices. Christakis and
Asch,® in another article based on data
from the same survey reported in this
issue of the Journal, demonstrated that

many physicians were less likely to with-
draw treatments that patients had been
receiving for a longer time or that were
being given for iatrogenic conditions.

Physicians, the people who are most
knowledgeable about treatments and their
effects, differ in their views about appropri-
ate treatment choices and also differ in
their practices concerning the withholding
of life support. Patients and proxy deci-
sion makers, however, almost always
choose their providers for other reasons
and are usually not aware of these
variations. Patients and their physicians
may, therefore, have very different atti-
tudes about terminal care.

The public needs more education
about decisions at the end of life to
enhance the ability of lay people to raise
questions and discuss issues. However,
even educated patients and their proxies
will be limited by their lack of technical
knowledge; therefore, they will always be
dependent on their own physicians or
other health care providers to frame
treatment options and tell them about the
possibilities and implications of the provi-
sion or withdrawal of specific treatments
for specific patients.

Christakis and Asch conclude their
article by stating that physicians should
“explore their own (preferences) and
communicate them to their patients.”
That is important but it is not enough. To
truly do what is necessary to support the
principle of patient autonomy and em-
power patients to determine the course of
care, physicians and other health care
providers need to do more. Just as they
provide information about alternative
courses of treatment when seeking in-
formed consent to medical procedures,
physicians should inform patients or their
proxies about alternative treatment choices
when discussing the withdrawal of life
support. They should not only explain
their own reasoning for recommending a

particular option but also should inform

patients about why other knowledgeable,

caring people make different decisions to

give or withdraw particular treatments.

Without this information, the ability of

patients’ wishes to determine end-of-life

care will continue to be limited by
physicians’ attitudes. O

Betty Wolder Levin

Department of Health and

Nutrition Sciences

Brooklyn College

City University of New York
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Topics for Our Times: Clausewitz vs Sun Tzu—The Art of Health Reform

The Clinton administration deserves
high praise for compelling attention to a
legislative goal—the need for a national
health program. By framing it as a health
“reform” measure, it was also able to
defuse some of the long-standing argu-
ments and focus attention on accessibility
and affordability, since it centered on an
insurance approach and on the portability

of such insurance as well. After two years
of discussion, debate, and political mis-
chief, the bills in consideration—and
whatever law eventuates—will scarcely
embody or, indeed, hardly resemble the
initial clear-cut objectives. Since the unful-
filled objectives have political resonance,
changes and “improvements” are bound
to be future concerns. Analysis of the fate

of the original utopian plan may be
helpful in achieving the original goals
through these modifications.

The Clausewitz dictum,! now a cli-
ché, that war is simply the extension of
politics by other means, might be re-
phrased to read that politics is successfully
guided by military principles. The other
great war-waging strategist, the Chinese



