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Abstract
This study aimed at identifying factors that influence the decision-making of health professionals regarding 
patients in intensive care units. We carried out a quantitative research in two hospitals in Paraná, between 
March and May 2018. We defined a sample of 45 members of a multidisciplinary team. As results, we identified 
the interviewees’ concern in respecting autonomy, protecting dignity and preserving the quality of life of patients 
and family members by making shared decision. However, we also observed a tendency of therapeutic obstinacy 
to fulfill the professional duty, which indicated the need for more discussions and training on palliative care to 
minimize ethical conflicts.
Keywords: Decision making. Intensive care units. Palliative care.

Resumo
Discussão bioética sobre o paciente em cuidados de fim de vida
O objetivo deste estudo é identificar fatores que influenciam a tomada de decisões de profissionais de saúde 
diante de pacientes em cuidados de fim de vida internados em unidades de terapia intensiva. Trata-se de pesquisa 
quantitativa realizada em dois hospitais paranaenses, entre março e maio de 2018, com amostra de 45 integrantes 
de equipe multiprofissional. Constatou-se preocupação dos entrevistados em respeitar a autonomia, proteger a 
dignidade e preservar a qualidade de vida de pacientes e familiares por meio da decisão compartilhada. Porém, a 
tendência de obstinação terapêutica para cumprir o dever profissional mostrou necessidade de mais discussões e 
formação em cuidados paliativos para minimizar conflitos éticos.
Palavras-chave: Tomada de decisões. Unidade de terapia intensiva. Cuidados paliativos.

Resumen
El debate bioético sobre el paciente en la atención al final de la vida
El objetivo de este estudio es identificar los factores que influyen en la toma de decisiones de los profesionales 
sanitarios frente a los pacientes terminales que se encuentran en unidades de cuidados intensivos. Se trata de 
una encuesta cuantitativa realizada en dos hospitales de Paraná, entre marzo y mayo de 2018, con una muestra 
de 45 miembros de un equipo multiprofesional. Se observó la preocupación de los entrevistados por respetar 
la autonomía, proteger la dignidad y preservar la calidad de vida de los pacientes y familiares por medio de la 
decisión compartida. No obstante, la tendencia de la obstinación terapéutica por cumplir con el deber profesional 
mostró la necesidad de más discusiones y formación en cuidados paliativos para minimizar los conflictos éticos.
Palabras clave: Toma de decisiones. Unidades de cuidados intensivos. Cuidados paliativos.
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Technical advances in intensive care units 
(ICUs) have increased the ability of science to extend 
life by replacing vital functions of the patient with 
technology. This feature has added value to medical 
practice, but also changed the way illness and death 
are understood 1,2. Today it is difficult to recognize and 
accept finitude, even for health professionals, who often 
resort to disproportionate measures to avoid the end 
of life, and thus, prolong suffering. This “therapeutic 
obstinacy”, is characterized by the adoption of practices 
not recommended in place of palliative actions 2.

Therapeutic obstinacy may function as a 
reaction to the suffering caused by imminent death, or 
the frustration of professionals trained to fight for life 3 
or even the lack of knowledge of the multidisciplinary 
team on palliative care and insecurity in the face of 
ethical conflicts 4. Although the number of patients 
with chronic and limiting diseases admitted to 
the ICU has grown, the same has occurred to the 
dissemination of information on palliative care. 

However, most patients continue to receive 
inadequate care, focused only on healing attempts. 
The World Health Organization (WHO) concluded that 
only 14% of those who have an indication for palliative 
treatment do receive it 5. This type of assistance aims 
to bridge the gap between scientific and humanistic 
knowledge, seeking to rescue the dignity of life and 
the possibility of dying as desired 6.

The ICU multidisciplinary team must continually 
reassess patients’ clinical condition, redefining the 
treatment goals and consider palliative care, especially 
when there are limitations to the disease-modifying 
therapy. We call “end of life care” the situation when 
the disease is at an advanced stage, with signs that 
death is near. In such cases, the postponement of 
death with technological resources would generate 
high psychological, social and financial losses for all 
parties involved (patient, family, health professionals 
and hospital network) 7,8.

Interdisciplinarity is absolutely necessary in 
palliative treatment. Both the care plan, and the 
therapeutic planning must involve the entire team, 
always seeking to improve the patients and families’ 
quality of life 9,10. In addition to scientific competence, 
the training of professionals must include bioethics 
and the humanities. And to promote welcoming and 
care, frequent updating is always very important 11.

Resolution 1.805/2006 12 of the Conselho 
Federal de Medicina (CFM) [Brazilian Federal Council 
of Medicine] supports the suspension of futile 
treatments for patients with incurable disease, if 
accepted by him/her or a legal representative. The 

advance directive will (ADW), foreseen by Resolution 
CFM 1.995/2012 13, constitute a resource that guides 
the doctor to respect the person’s discretion. They 
allow patients to make their own choices in future 
treatments, accepting or refusing procedures in 
advance, in case of inability to communicate or 
express their will 8. The resolution states that no one, 
even in a life-threatening situation, can be forced into 
treatment clinical or surgical 14, based on the premise 
that, like life, dignified death is also a right 15.

The technological arsenal currently available 
in ICUs is so large that the multidisciplinary team 
may feel obliged to offer all possible therapeutic 
options, regardless of whether the disease prognosis 
is limited or not. Thus, professionals often end up 
keeping a seriously ill organism alive, postponing the 
moment of death to previously unthinkable limits 16. 
In fact, for such patients, the most appropriate 
objective would be to provide conditions for death 
without pain and suffering, with compassionate care 
extended to the patient’s relatives 17.

There are many questions about what is 
technically possible and ethically correct, and even 
when to continue treatment without harming human 
dignity. There must be limits to full therapy, as there 
is a time when it is not appropriate to continue 
treatment aimed at healing. The individual’s 
autonomy and the principles of beneficence and 
non-maleficence must be respected 18.

In view of the unpreparedness in dealing with 
terminally ill patients, this study seeks to answer 
the following questions: What is the perception of 
health professionals about therapeutic obstinacy? 
What do these professionals, who work in the 
ICU, understand about this practice? Which ethical 
conflicts do they face when making decisions that 
involve patients in end of life care?

Many factors contribute for therapeutic obstinacy 
as a common practice in ICUs. Among them, there 
are: growing technicality in health care; professional’s 
difficulty in understanding the end of human life; 
feelings of frustration, failure and helplessness; 
deficient training; and fear of suffering legal processes 
suited by family members of patients. Such factors, 
added by others that influence decision making show 
the immense need for carrying debates in the bioethics 
field. This is because not only adequate training of 
professionals is necessary, but also the awareness of 
the whole society about these issues 19.

One of the methods used by clinical bioethics 
is deliberative practice, which search for solutions 
to a given situation based on listening and careful 
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analysis of the main factors and values involved 20. 
Following such method, this research aimed at 
identifying elements that influence the decision 
making of health professionals regarding ICU 
patients in end of life care, seeking solutions that 
respect the person’s autonomy and guarantee both 
their quality of life and the right to a dignified death.

Method

This is an exploratory and descriptive research, 
with a quantitative approach, carried out in the ICU 
of two general university hospitals located in the 
city of Curitiba, Paraná, Brazil that serve clinical and 
surgical adult patients. The study participants are 
health professionals from a multidisciplinary team 
constituted by doctors, nurses, physiotherapists, 
nutritionists, pharmacists, psychologists, social 
workers and speech therapists dedicated to the care 
of terminal patients.

The sample included all ICU professionals from 
the two hospitals that met the following inclusion 
criteria: participating in the multiprofessional team, 
working in direct end of life patient care and having 
completed higher education. Therefore, professionals 
who were residing were excluded. Finally, 45 
participants responded the survey questionnaire 
(Annex), being 38 female and seven male.

We collected data between February and 
April 2018 with a questionnaire adapted from 
Moritz 3, replacing the adjectival scale by Streiner 
and Norman 21 by the Likert’s in order to facilitate 
the understanding of the responses. The Likert 
scale we adopted has five points: “Strongly 
disagree”, “disagree”, “Undecided”, “Agree” and 
“Strongly agree”, corresponding to a score from 1 
to 5 respectively. We also included a question about 
factors influencing the professional’s after each 
clinical case. The cases were based on real decision-
making situations regarding the refusal or suspension 
of treatment, described by Moritz 3 in her thesis.

We applied the IBM SPSS Statistics software 
(v. 21.0) to perform the statistical analysis. The 
association among the responses and the gender, 
profession and work sector of the participants was 
tested using Fisher’s exact test, since some expected 
frequencies were less than 1. The continuous 
quantitative variables referring to the characterization 
of the sample – length of ICU work and working time 
with terminally ill patients – were tested for normal 
distribution using the Kolmogorov-Smirnov test. As they 
did not present a normal distribution in all categories, 

these variables were compared with the responses on 
clinical cases by using the Kruskal-Wallis test.

We performed a post hoc analysis with the 
Mann-Whitney test to relate the question “Have you 
ever participated in this discussion in the hospital 
environment?” to the working time in the ICU. And 
we assumed the significance level of 0.016 exclusively 
for this analysis (α/3), after Bonferroni’s correction. 
In all other analyzes, we considered a significance 
level of 0.05 (α=0.05). The results were presented as 
mean, standard deviation (SD), median, minimum, 
maximum, first quartile (1Q) and third quartile (3Q), 
absolute frequencies and relative percentages.

Results and discussion

All respondents worked – or had already 
worked – in the ICU and with patients in end of life 
care. However, despite having practical experience, 
most professionals did not have training in 
palliative care, such as extension, improvement or 
specialization courses (Table 1).

Table 1. General characteristics of the sample
Characteristics Freq. %

Profession

Social worker 1 2.2
Nurse 9 20.0
Physiotherapist 22 48.9
Speech therapist 1 2.2
Doctor 4 8.9
Nutritionist 5 11.1
Psychologist 3 6.7

Marital status

Single 20 44.4
Separated 2 4.4
Widow/er 1 2.2
Live with partner 20 44.4
Not informed 2 4.4

Religion

Catholic 27 60.0
Protestant 5 11.1
Without religion 2 4.4
Other 5 11.1
Not informed 6 13.3

Sector in which 
you work

ICU 20 44.4
Nursing 5 11.1
ICU + another sector 6 13.3
Another sector 11 24.4
Not informed 3 6.7
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Characteristics Freq. %
Do you work or 
have worked in 
ICU?

Yes 45 100.0

No 0 0.0

Do you work or 
have worked 
with end of life 
patients?

Yes 45 100.0

No 0 0.0

Are you trained in 
palliative care?

Yes 6 13.3
No 39 86.7

Freq.: frequency; ICU: Intensive care unit; %: percentage

We compared responses involving treatment 
decisions were compared with the interviewees’ 
sex, profession and work sector, but observed no 
significant association was observed regarding 
the sex of the participants. As for the profession, 
the positive response regarding participation 
in discussions about treatment was greater 
among doctors, nurses and physiotherapists, 
professionals who are part of the fixed staff of the 
ICU multiprofessional team, staying more with 
patients and family members. Conversely, the other 
professionals work not only in the ICU, but also in 
other sectors, remaining more distant from patients 
and family members.

Shared decisions have a positive impact on 
care: patients tend to trust more the team and the 
services provided, and feel more satisfied with the 
care received 17. However, in many cases patients 
remains subjected to other’s decisions about their 
lives, in which the power of choice is transferred to 
the multiprofessional team.

Most of the interviewees who participated in 
discussions about refusing or suspending treatment 
work exclusively in the ICU, which demonstrates 
how common these debates are in this environment. 
Among those working exclusively in the ICU, only 
two participants (10%) reported never having 
collaborated in this type of decision. However 

Table 2. Association between responses of clinical cases with respondents’ gender

Clinical case/question Response options
Gender

p
Female Male

Case 1 

Strongly disagree 20 (52.6%) 5 (71.4%)

0.869
Disagree 3 (7.9%) 0 (0%)
Undecided 4 (10.5%) 1 (14.3%)
Agree 4 (10.5%) 1 (14.3%)
Strongly agree 7 (18.4%) 0 (0%)

this result can be explained by the fact that these 
professionals work in the ICU for less than a year.

The other responses showed that professionals 
working exclusively in the ICU talk more about death 
with their family members. The respondents also 
stated that they would not like to be resuscitated in 
case of serious illness - even in good health, but at an 
advanced age – and that they would not resuscitate 
relatives who did not have such desire. In their daily 
lives, health professionals face pain, loss and death, 
experiencing internal conflicts, fragility, vulnerability, 
fears and uncertainties that they are not always able 
to share 22.

Conflicts between the multiprofessional 
team are frequent, and most of them involve 
disagreements about prognosis and treatment plan. 
Issues related to the terminality of life tend to be 
the focus of disagreement and exhaustion among 
professionals, affecting care and often causing delay 
in decision making 23.

We also investigated the association between 
sex and profession regarding responses about clinical 
cases. A significant association was only observed in 
relation to the gender of the interviewees in Clinical 
Case 3, question 16, which deals with an elderly 
patient, with an unfavorable prognosis and no 
response to treatments, dependent on mechanical 
ventilation and vasoactive drugs, as shown in Table 2. 

The question asked whether or not the 
professionals would talk to this patient to find out 
his opinion regarding resuscitation techniques, 
preceding a possible cardiorespiratory arrest. Most 
women (84.2%) responded “Strongly agree”, while 
among men most of the responses were divided 
between “Strongly disagree” (28.6%) and “Strongly 
agree” (42.9%). The situation shown by these figures 
is that it is more difficult among male respondents 
to maintain effective communication with patients. 
This problem is serious, for regardless of the area 
of basic training, health professionals have human 
relations as the basis of their work and, therefore 
they need to improve their communication skills.
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Clinical case/question Response options
Gender

p
Female Male

Case 2
Question 10

Strongly disagree 11 (28.9%) 5 (71.4%)

0,103
Disagree 6 (15.8%) 0 (0%)
Undecided 3 (7.9%) 1 (14.3%)
Agree 5 (13.2%) 1 (14.3%)
Strongly agree 13 (34.2%) 0 (0%)

Case 2 
Question 12

Strongly disagree 6 (15.8%) 3 (42.9%)

0.469
Disagree 4 (10.5%) 0 (0%)
Undecided 5 (13.2%) 0 (0%)
Agree 5 (13.2%) 0 (0%)
Strongly agree 18 (47.3%) 4 (57.1%)

Case 3
Question 14

Strongly disagree 9 (23.7%) 4 (57.1%)

0.101
Disagree 6 (15.8%) 0 (0%)
Undecided 9 (23.7%) 0 (0%)
Agree 7 (18.4%) 0 (0%)
Strongly agree 7 (18.4%) 3 (42.9%)

Case 3 
Question 16

Strongly disagree 1 (2.6%) 2 (28.6%)

0.018*
Disagree 0 (0%) 1 (14.3%)
Undecided 1 (2.6%) 0 (0%)
Agree 4 (10.5%) 1 (14.3%)
Strongly agree 32 (84.2%) 3 (42.9%)

Case 3 
Question 18

Strongly disagree 0 (0%) 0 (0%)

0.591
Disagree 0 (0%) 0 (0%)
Undecided 2 (5.3%) 1 (14.3%)
Agree 7 (18.4%) 1 (14.3%)
Strongly agree 29 (76.3%) 5 (71.4%)

TOTAL 38 (100%) 7 (100%)
*Statistical significance; Fisher’s exact test (α=0.05). For a statement of the cases and questions, see Appendix.

People who work with terminally ill patients 
must know not only what to say, but when and how, 
but knowing also when to shut up 6. Patients need 
to be heard during decision-making 24, and health 
professionals have a duty to respect their autonomy, 
(…) allowing death to occur at the place, time and 
company of whomever the patient wants 25.

We observed significant associations with 
profession for responses to Clinical Case 2, which 
refers to an elderly woman, in good health, who 
wishes to die. Respondents were asked whether 
or not they would call the resuscitation team if she 
presented cardiopulmonary arrest belonging to 
their family. Most doctors (50%), nurses (44.4%) and 
nutritionists (60%) responded “Strongly disagree”, 
while physical therapists (40.9%) responded 
“Strongly agree”. Even when dealing with a family 
member who has already manifested a desire to 
die suddenly, professionals demonstrated doubts 
about calling the resuscitation team or respecting 

the patient’s autonomy, which reveals conflicts in 
relation to decisions of this type.

Disagreements in health teams are not 
usually about the facts themselves, but about their 
interpretation and representation. There are no pure 
facts, as they are interpreted considering the values 
attributed to them. As argumentations are within 
the scope of values 26, which are morally binding, it is 
common for elderly patients affected by unexpected 
illnesses to undergo futile resuscitation treatments 
or efforts, simply due to lack of consensus or more 
effective communication between professionals, even 
when patients have previously manifested their will 23.

There was also a significant association between 
profession and the responses to question 12 of Clinical 
Case 2, which asks, still about the elderly patient who 
wants to die: “If you belonged to the resuscitation 
team, would you initiate resuscitation techniques?” 
Higher percentages of the “Strongly agree” response 
were found among nurses (44.4%), nutritionists 
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(40%) and physical therapists (63.6%). But responses 
varied among doctors and other professions. When it 
comes to the patient, and no longer the relative, the 
respondents agree to initiate resuscitation, following 
the legislation, even though disrespecting the 
patient’s autonomy. The responses show the concern 
of professionals in relation to healing with the ethical 
obligation of not neglecting care.

We noticed that health professionals often end 
up performing some procedures because they fear the 
risks of exposing themselves to possible civil or criminal 
lawsuits, if they record their decisions 27. This shows 
that, even dealing with the end of life frequently, it is 
common for professional to be unaware of the legal 
consequences of indicating or suspending therapies 
in terminally ill patients. All other responses, although 
not statistically significant, demonstrated that most 
professionals agree that, before making a decision, it 
is necessary to talk to the patient, who must be the 
most interested in this choice 28.

We also compared the responses with 
the respondents’ working time with this type of 
patient in the ICU, to investigate whether opinions 
varied. The question regarding the participation 
in discussions on the treatment of terminally ill 
patients was the only one that showed a significant 
difference in relation to the working time in the ICU. 
In the post hoc analysis, using the Mann-Whitney 
non-parametric test, a statistically significant 
difference was observed between the responses 
“Strongly disagree” and “Strongly agree” (p=0.009). 
The median for working time in the ICU among those 
who never participated in this type of discussion 
was nine months, while the median of those who 
claimed to have participated was 48 months.

Discussions on the treatment of terminally ill 
patients are regular within the multidisciplinary 
teams, and could even be more frequent, as 
they increase knowledge and decrease conflicts. 
They are important to resolve doubts and minimize 
divergences, since uncertainty regarding common 
ethical dilemmas due to the advancement of 
technology and treatment options generates 
stress for everyone involved 23. In order to preserve 
patients, health professionals often end up making 
a kind of pact of silence with them. In contrast, in 
palliative care programs, it is possible to discuss 
procedures collectively in order to share information 
and feelings 29.

In order to identify values in decision making, 
we asked the respondents about which factors most 
influenced their responses in all clinical cases. As 
these questions were open and provided discursive 

responses, it is not possible to present all of them 
here. We grouped and categorized such responses, 
so that we could quantify them.

In Clinical Case 1 – young patient, with 
multiple organ failure, unfavorable prognosis, 
with no response to treatment, and who, after 
60 days of hospitalization in the ICU, presented 
cardiorespiratory arrest –, we asked the 
interviewees: “Do you think this patient should be 
resuscitated?”. A total of 28 participants (62.2%) 
responded “Strongly disagree” or “Disagree”, among 
which 15 (53.5%) pointed out the “unfavorable 
prognosis”, in isolation, as the most relevant factor 
for decision making. In responses indicating more 
than one justification, eight other participants 
declared “unfavorable prognosis” as an element 
taken into account: unfavorable prognosis and 
impaired quality of life (4), unfavorable prognosis and 
prolonged hospitalization, (2) unfavorable prognosis, 
impaired quality of life and family issues (2).  
In all, 82.1% of the justifications contained 
“unfavorable prognosis”. Lifetime prognosis is one 
of the most discussed criteria today. It is customary 
to establish the limit of six months of life expectancy 
as a criterion for indicating palliative care. However, 
WHO recommends that, since diagnosis, every 
patient with severe, progressive and incurable 
disease has the option of receiving palliative 
treatment associated with curative therapies. 
Measures to prolong life - and therefore the suffering 
of all people involved – should be avoided, aiming to 
maintain the person’s comfort and dignity, as some 
physical symptoms – such as pain, fear, shortness 
of breath, anxiety and depression – associated with 
emotional and spiritual suffering, may be strong 
enough to make life intolerable 6,30.

In Clinical Case 2 – elderly, in good health, who 
would like to die suddenly and has cardiopulmonary 
arrest – we asked the interviewees if, being the 
patient a family member, they would call the 
resuscitation team. The most frequent responses 
were “Strongly disagree” and “Disagree”, summing 
up 22 participants (48.9%), among which 19 
(86.4%) justified the decision as “respecting 
the will previously manifested”. A number of 18 
professionals (40%) responded “Strongly agree” or 
“Agree”, of which 12 (66.6%) explained the option 
for the “previous clinical condition of the patient” 
and three (16.7%) for the “family bond” . The other 
three (16.7%) presented varied justifications.

Although they must define treatments based 
on facts and values, health professionals do not 
always discuss this matter. This makes them end 
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up deciding based on clinical facts and on their 
own point of view, disregarding the patient’s, 
whose inclusion in decision making is a moral and 
ethical obligation that, when fulfilled, improves 
health care. Thus, it is necessary to give space to 
conversations about values 26, maintaining clear and 
objective communication that makes the patient the 
protagonist of the deliberations 30,31.

Still in Clinical Case 2, participants were asked 
whether or not they would initiate resuscitation 
techniques if they belonged to the resuscitation 
team. A number of 27 professionals (60%) responded 
“Strongly agree” or “Agree”, among which nine (33.3%) 
justified the response due to the patient’s previous 
clinical condition. The other justifications varied.

When functional capacity declines and it 
is known that, even with good previous health 
conditions, the patients’ recovery will never take 
them to the previous level, palliative actions are 
imperative, instead of invasive and painful treatments 
that would only prolong the suffering uselessly 26. In 
these circumstances, the multiprofessional team has 
the obligation of ensuring medical ethics and the 
patients’ rights, so that their wishes are considered 
independently of the professionals’ personal values 32.

Since the 1960s, there has been a worldwide 
movement to value patients’ autonomy, especially in 
end of life care. This concern has been materialized 
in documents of manifestation of will, among which 
are the ADW. It is very important that patients are 
aware of this possibility and encouraged to prepare 
the document, attesting in advance their wishes 
about palliative care if they are unable to express 
themselves 14.

In Clinical Case 3 – elderly with an unfavorable 
prognosis, unresponsive to treatments and 
dependent on mechanical ventilation and vasoactive 
drugs – we asked the interviewees whether or not, 
in the event of cardiopulmonary arrest, they would 
resuscitate the patient. A total of 19 respondents 
(42.2%) indicated “Strongly disagree” or “Disagree”, 
and in 13 responses (68.4%) the justification was 

“unfavorable prognosis”. Once again, the discussion 
on palliative care and the renouncement of 
techniques that prolong suffering are brought up.

Still in the Clinical Case 3, we asked the 
interviewees whether or not they thought they 
should talk to the patient to find out his/her opinion. 
A total of 40 professionals (88.9%) responded 
“Strongly agree” or “Agree”. Among them, 23 (57.5%) 
reported “respect for the patient’s autonomy/their 
right to choose /their will” as the main reasons for 
the decision.

Finally, we questioned whether or not they 
considered it necessary to talk to the patient’s family 
members in advance in order to know their opinion. 
A number of 42 (93.3%) responded “Strongly agree” 
or “Agree”. The most frequent justifications were: 
“The opinion of family members must be respected” 
(8 responses, 19%); “Family members must be 
aware” (5 responses, 11.9%) and “The opinion of 
family members must be considered, even if the 
patient’s will is sovereign” (5 responses, 11.9%); 
“It is necessary to prepare the family regarding the 
clinical evolution of the patient” (3 responses, 7.1%); 
“Communicating is important to define advanced life 
support” (3 responses, 7.1%); and “It is an ethical 
and humanistic issue” (3 responses, 7.1%).

Final considerations

Considering the results presented, it is clear 
that professionals are concerned with respecting 
the autonomy of patients and family members. In 
circumstances of unfavorable prognosis, we found 
that care was taken to protect dignity and guarantee 
the quality of life by shared decision. However, 
we also detected a certain tendency towards 
therapeutic obstinacy to fulfill professional duty, 
which reveals the need to discuss decision making 
and intensify training in palliative care, minimizing 
ethical conflicts. Finally, it is worth pointing out as a 
limiting factor the difficulty of getting professionals 
to adhere to the research.
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Appendix

Demographic data
Age: _________

Gender: ( ) Female ( ) Male

Marital status: ( ) Single ( ) Widow/er ( ) Separated ( ) Lives with a partner

Religion: _________

Ethnic origin: ( ) Portuguese ( ) German ( ) Asian ( ) African ( ) Italian ( ) Others

Which? __________________________________________________________________________________________

Profession: _________

Hospital sector where you work:

( ) Previously worked in the ICU ( ) Currently work in the ICU

Time: _______ years

( ) Works with end of life patients ( ) Worked with end of life patients

Time: _______ years

Do you have any training in palliative care?

( ) No ( ) Yes

Which? 
__________________________________________________________________________________________________

Decisions about refusing or stopping treatment
Have you ever participated in this discussion in the hospital environment?

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree

If you agreed
1. Name which professionals were involved in the debate.
2. Who do you think should participate in this debate?
( ) Patient ( ) Psychologist ( ) Family
( ) Doctor ( ) Social worker ( ) Nurse
( ) Religious ( ) Nursing technicians and assistants
( ) Others
Who?
__________________________________________________________________________________________________
__________________________________________________________________________________________________

In the home environment
3. Have you ever talked at home with your family members, especially the elderly, about death and decisions about dying?

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree

4. If you had a serious and irrecoverable illness and had a cardiopulmonary arrest, would you like to be resuscitated?

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree
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5. If you were 85 years old, in good health for your age, and suddenly had a cardiopulmonary arrest, would you like to be 
resuscitated??

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree

6. If a relative of yours, facing old age or a serious illness, showed the desire not to be resuscitated, and in those 
circumstances suffered a cardiopulmonary arrest, you would start cardiopulmonary resuscitation (CPR)?

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree

7. How would you like to die?
( ) Suddenly ( ) After a consumptive illness ( ) Other
How?
_________________________________________________________________________________________________

Clinical cases

• Case 1

This is a 16 year old female patient case. She presented history of esophageal stenosis after ingestion of caustic soda 
when she was four years old and was admitted for surgical correction due to recurrent pneumonia. She evolved in the 
postoperative period with mediastinitis, maintaining a septic condition without the prospect for further surgical treatment 
and had no improvement with clinical treatment. Her condition progressed to multiple organ failure and the patient had 
cardiopulmonary arrest on the 60th day of hospitalization.

8. Do you think this patient should be reanimated?

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree

9. Which factors you believe most influenced your decision?
_________________________________________________________________________________________________

• Case 2

An 86-year-old woman who lives with her family and has good health conditions for her age, and she had repeatedly told 
family members that she would like to die suddenly. Then one day she presented a sudden loss of consciousness and 
cardiopulmonary arrest.

10. If she were your family member, would you call a health team and start cardiopulmonary resuscitation?

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree

11. Which factors you believe most influenced your decision?
_________________________________________________________________________________________________

12. If you belonged to the resuscitation team, would you initiate resuscitation techniques?

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree

13. Which factors you believe most influenced your decision?
_________________________________________________________________________________________________
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• Case 3

Male patient, 63 years old, diagnosed with heart failure due to ischemic cardiomyopathy, with an ejection fraction of 
20%. He was interned in the ICU, in a medical center without conditions for heart transplantation and presented no 
response to clinical treatment, being dependent on dobutamine and mechanical ventilation for 30 days. If this patient had 
cardiopulmonary arrest:

14. Would you initiate resuscitation techniques?

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree

15. Which factors you believe most influenced your decision?
_________________________________________________________________________________________________

16. Before this fact, during hospitalization, do you think you should talk to the patient to find out what his opinion is?

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree

17. Which factors you believe most influenced your decision?
_________________________________________________________________________________________________

18. Before this fact, during hospitalization, you think you should talk to the patient’s family to find out what your opinion is?

1 2 3 4 5
Strongly disagree Disagree Undecided Agree Strongly agree

19. Which factors you believe most influenced your decision? 
_________________________________________________________________________________________________
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