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WITHDRAWAL OF LIFE SUSTAINING THERAPY IN CRITICAL CARE 
To be used in patients at or approaching the end of life 

(INCLUDES ReSPECT FORM SECTIONS 4-9 and the MCA) 
 
NARRATIVE  
Taken from GPICS 4.1.9 End of Life Care Author: Dan Harvey (see below) 
 
Despite continuing improvements in clinical outcomes of intensive care, a significant 
proportion of patients within ICU will not survive. Intensive care treatment involves a 
considerable burden on the patient, with inevitable pain and distress which can only be 
partially offset. Thus, if the probability of an outcome acceptable to the patient decreases, 
the net benefit of ongoing treatment must be considered. As net benefit decreases 
intensive care may serve only to prolong death rather than life. In such circumstances a 
transition to palliative care may be appropriate. 
 
As both a philosophy of care and a mode of care delivery, palliative care prioritises 
aggressive symptom management, psychosocial support of patients and families, and 
alignment of treatments with individual patient care goals, values, and preferences.  
 
Although a minority of patients die suddenly, the majority of deaths within ICU follow a 
withdrawal or limitation of therapy decision, often made as the failure of a treatment plan 
becomes clear. The General Medical Council has published extensive guidance to aid 
decision making in this area. Its guidance covers best practice in decision-making in patients 
with and without capacity, and takes account of the relevant law. 
 
The timely identification of suitable patient-representatives according to the MCA can be 
difficult. It is important to note that the definition of what represents a reasonable effort 
and time frame to communicate with patient representatives is necessarily context sensitive 
and is not formally defined.  
 
Ultimately all treatment limitation or withdrawal plans will end in patient death, and 
attempts at cardiopulmonary resuscitation (CPR) are not appropriate within the context of 
palliative care. The High Court has recently considered this issue in detail in two rulings with 
significant potential impact on the application of Do Not Attempt Cardiopulmonary 
Resuscitation decisions. Readers should keep up to date with professional guidance in this 
area. 
 
Go to www.ficm.ac.uk and search under Standards and Guidelines for the ‘Guidelines for the 
Provision of Intensive Care Services (GPICS). Alternatively, if reading electronically go to: 
https://www.ficm.ac.uk/sites/default/files/gpics_ed.1.1_-_2016_-_final_with_covers.pdf 
 
 
 

http://www.ficm.ac.uk/
https://www.ficm.ac.uk/sites/default/files/gpics_ed.1.1_-_2016_-_final_with_covers.pdf
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5.1 STANDARDS (from GPICS) 
 
1.1.7 All treatment plans must have clear objective outcomes identified within a specific 
time frame and discussed with the patient where appropriate, or relatives/carers if 
appropriate.  
 
5.2 RECOMMENDATIONS (from GPICS) 
  

Recommendations  
 
5.2.1 Patients with a high risk of death in the ICU should be identified early, so that 
appropriate management can be planned, as outlined below. These patients should be 
managed by multi-professional teams, which should include senior medical and nursing staff 
from ICU and referring teams, and may also include specialist members from palliative care.  
 
5.2.2 Patients’ and families’ need for spiritual and emotional support should be assessed. If 
appropriate religious or secular expertise should be sought, this may include referral to 
chaplaincy, psychological services or to the patients’ GP. Staff should also have access to 
these support services.  
 
5.2.3 Consideration of organ donation, with timely referral to the Specialist Nurse for 
Organ Donation if appropriate, should occur in all cases of withdrawal of life sustaining 
treatment.  
 
5.2.4 End of Life decision-making should take account of the relevant statutory 
requirements (namely the Mental Capacity Act (MCA) and Human Tissue Act in England, and 
the Adults with Incapacity Act in Scotland) and relevant professional guidance (namely the 
General Medical Council’s Good Medical Practice and specifically “Treatment and care 
towards the end of life: Good Practice in Decision Making”). The practical means of decision 
making according to these recommendations is the “shared decision” model, which is a 
dynamic process with responsibility for the decision being shared between the caregiver 
team and patient’s representatives. The purpose is to reach consensus on a process that is 
in accordance with the patient’s values, while providing comfort and support to the family 
and surrogates. Ultimate responsibility for the determination of treatment in an 
incapacitated patient’s best interests rests with the treating clinician.  
 
5.2.5 Whilst the accurate prediction of absolute mortality rates has improved, 
prognostication of functional outcomes following critical illness remains difficult. In such 
circumstances the extent of any uncertainty should be clearly communicated to patients 
and their families, although communicating an understanding of risk is challenging. Where 
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possible, at least two senior medical opinions should be sought before a recommendation 
of  
 
withdrawal or limitation of life-sustaining therapy (WLST) is made. It is recognised that 
resources may often not allow this (e.g. out of hours), if so such decisions should be 
reviewed routinely and regularly as part of the unit’s professional governance 
arrangements.  
 
5.2.6 For incapacitated patients with no suitable representative, there is a legal requirement 
of referral to the Independent Mental Capacity Advocate (IMCA) service, especially where 
decision making involves value judgements about the patient’s quality of life.  
 
5.2.7 All treatments and interventions should be reviewed following a treatment limitation 
or withdrawal decision, to determine if they continue to contribute toward a therapeutic 
goal, which may now be patient comfort rather than cure. Interventions which are 
potentially harmful or distressing and do not contribute toward the revised goal of therapy 
should be withdrawn (see plan of withdrawal framework). 
 
A therapeutic plan to manage distressing symptoms at the end of life should be made, and 
consideration given to ensure this remains practicable and achievable by the ICU MDT at all 
times. Therapeutic options for the assessment and relief of pain, dyspnoea, anxiety and 
agitation should be available. Medications should be titrated as required for the relief of 
symptoms based on explicit assessments (see symptom-control guideline). 
 
5.2.8 If death is considered to be close, patients should not normally be transferred to other 
locations, unless it is to facilitate significant improvements in care or unless in a crisis when 
there is insufficient capacity within ICU. Family agreement should be sought prior to 
considering a change in location. Standards of care during withdrawal of life-sustaining 
therapy should remain constant between patient locations. 
 
5.2.9 Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) decisions are an intrinsic 
part of palliative care plans in critically ill patients, and should be discussed with patients 
and families within that context. DNACPR orders instituted in emergent situations for 
incapacitated patients must be discussed with the patient’s surrogates (as defined by the 
MCA at the earliest opportunity as a part of a proposed treatment plan (see ReSPECT form 
sections later in this document). 
 
5.2.10 Declaration of death by cardiorespiratory or neurological criteria should be done 
according to professional guidance using standard Unit protocols (use separate diagnosis of 
death forms). 
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Documentation of the withdrawal 

 
Medical treatment should be withdrawn on clinical grounds when ongoing active treatment 
will not benefit the patient, the expected benefits of that treatment to the patient are 
outweighed by its burdens to the patient or the disease process does not have a reversible 
cause. 
 
A management plan should ideally be established and agreed following a Consultant/Senior 
Clinician-led MDT discussion. Ideally, the same decision will have been reached by at least 2 
Consultants – either both in Intensive Care Medicine or involving another (e.g. from the 
patient’s referring specialty). We recognise that this may not always be possible (e.g. out of 
hours) in which case discussion with others involved in the patient’s care should be 
undertaken and their thoughts considered and recorded. 
 
Clinician initiating process of withdrawal: Dr………………………………….  Grade…………… 
 
Have you sought any second opinion(s)? If so, who from?.................................................... 
 
Other people contributing to the decision (e.g. other clinicians/nursing staff) 
 

Name Role 

  

  

  

 
Rationale for considering withdrawal of active/invasive therapy. 

Expand upon in medical record or on electronic notes and print off/insert pages here if needed 

Date:                             Time: 
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Communication 

 
Does the patient have mental capacity?............................................................................ 
(If not then the patient must have an advocate – either next of kin or an IMCA referral 
needs to be made) 
 
If yes, then ask if the patient would like family/close friends to be involved with 
discussions around their end of life. 
Names of any family/friends to be 
involved……………………………………………………………………………………………………………………………. 
 
Do we need to involve the Palliative Care Medicine team now? 
 
Does the patient wish to have spiritual support? (contact the relevant religious 
representative if so via switchboard or try extension 5666 if it is in-hours) 
 
Do we need to speak to the Coroner, the Trust Legal Services or any other outside agency? 

(see Coroner referral guideline) 

 
 

Organ Donation 
 

All patients should be given the opportunity to be organ or tissue donors after their death. 
Some may have expressed it to be their wish in life to be a donor and we owe it to them and 
their families to consider this. 
 
In all cases of withdrawal in ITU, consider referral to the Specialist Nurse for Organ Donation 
(SN-OD) via the national referral line on 03000 20 30 40. 
 
If considered appropriate that patient will become a potential organ donor, where is the 
withdrawal to take place? If withdrawal is to be done in theatre, then use the withdrawal 
of life sustaining therapy in theatre checklists and guides (in the organ donation folder or 
on intranet). 
 
If not referred, record any reasons why not here: 
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Details of conversations with the patient, family or close persons or the 

appointed IMCA 
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Record in writing here or record in medical record if preferred (if notes are made electronically, print off 
and insert the printed pages in here).  

 

ReSPECT Form sections 
 

To be completed in all cases but note that in the case of WLST then CPR attempts are 
INAPPROPRIATE and it should therefore be clearly documented so in this section 

 

Name:………………………………….. Signature: ……………………………………Designation:……………………………. 

Date and time:……………………………………………………………………….. 
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Do Not Resuscitate Order 
 
 

 

See details above 
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Mental Capacity Assessment 
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Individualised patient plan for withdrawal of life-sustaining therapies in 

Critical Care. 

Refer case to the Specialist nurse for Organ Donation (03000 20 30 40) 

before initiating this plan 

 
 

Therapy 

 
Action 

(leave, remove, 
stop, decrease, 
continue etc.) 

 
Date/Time of 

decision to act 

 
Action 

Completed 
(nurse or Dr 

to sign) 

 
Date/time 
completed 

 
 
Airway 

ETT     

Tracheostomy     

NIV     

Other     

 
 
 
Breathing 

FiO2     

Vent.  Rate     

PEEP/CPAP     

ASB/P.insp/Tidal vol.     

 
 
 
Circulation 

Vasopressors/inotrop
es 

    

Fluids     

Pacemaker/ICD in-
situ? 
 

(Cardiology to 
deactivate) 

   

 
Nutrition/GI  

 
NG feed/TPN 

    

 
Renal 

 
CVVHD 

    

 
 
Lines/drains  

Arterial     

CVC     

Others     

 
 

Medication/Sedation 

*Refer to 
Critical Care 
Guideline on 

Symptom 
control 
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Guidelines for symptom control in the care of the dying patient 

(For use in Critical Care only) 

*Please see advice on care during the end of life at the Palliative Care Intranet site for 

useful information: http://bhftintranet.burtonft.nhs.uk/Departments/palliative-care/  or 

look in the hard covered loose leaf file holders covering Palliative Care in the coffee room 

cabinet. 

*Contact for hospital Macmillan Palliative Care Clinical Nurse Specialists: 

Extension 5748 or 5034. Out of hours advice on any of these problems can be sought 

from the Palliative Medicine Consultant on call at St. Giles Hospice on #6236 or 01543 

432031. 

1: Control of pain  

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Consider referral to Palliative Care Team for further advice if at all unsure.  

Pain Uncontrolled Pain Controlled 

Already receiving 

opiate infusion? 

(morphine or 

fentanyl) 

 

Already receiving 

opiate infusion? 

(morphine or 

fentanyl) 

 

No Yes Yes No 

Give a bolus of the 

morphine or fentanyl  

(e.g. 5 mg morphine/50 -

100 mcg of fentanyl) and 

increase infusion rate by 

1-2 ml/hr.  

 

Give a 5 mg bolus 

of morphine and 

commence infusion 

at 5-10 mg/hr 

Continue infusion 

and monitor for 

signs of pain 

Consider 

prescribing 

anticipatory 

opiates 

http://bhftintranet.burtonft.nhs.uk/Departments/palliative-care/
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2: Control of Terminal Restlessness and Agitation  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

*Consider referral to Palliative Care Team for further advice if at all unsure. 

 

Patient 

restless or 

agitated? 

Already on a 

midazolam infusion? 

Yes No 

1: Bolus of midazolam 2-4 mg 

(2-4 ml) 

2: Increase infusion rate to 5 

to 10 mg/hr (= 5-10 mls/hr of 

standard concentration) 

Consider stopping 

propofol if on 

1: Give a bolus of 

midazolam 2-4 mg 

2: Commence 

infusion of 

midazolam at 1-5 

mg/hr 

Calm 

Already on a 

midazolam infusion? 

Yes No 

Continue 

infusion at 

current 

rate 

Ensure midazolam 

is prescribed for if 

needed (infusion) 
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3: Control of excessive secretions (e.g. if extubated) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Consider referral to Palliative Care Team for further advice if at all unsure. 

 

 

 

 

1. Give hyoscine butylbromide 
(Buscopan) 20 mg 
 
2. If 2 or more doses required consider 
syringe driver (20 – 40 mg hyoscine 
butylbromide made up to 24 ml with 
water for injection via s/c syringe 
driver over 24 hrs at 1 ml/hr) 

Excessive respiratory or 

oropharyngeal secretions? 
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4: Control of terminal dyspnoea  

 

 

 

 

  

 

 

 

 

  

 

 

 

 

 

 

  

 

*Consider referral to Palliative Care Team for further advice if at all unsure. 

 

 

 

Distressing 

dyspnoea? 

Patient already on an 

opiate infusion 

(morphine or 

fentanyl)? 

Yes No 

1: Give bolus of morphine 

(2-5 mg) or fentanyl  (25-

50 mcg). 

2: Increase baseline 

infusion rate by 1-2 ml/hr 

and review. 

1: Give a 5 mg bolus of 

morphine. 

2: Commence a morphine 

infusion at 5-10 mg/hr 
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5:Control of nausea and vomiting in the dying patient in Critical Care 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Consider referral to Palliative Care Team for further advice if at all unsure. 

 

 

Nausea 

and/or 

vomiting? 

NG aspirates > 

200 ml every 4 

hours? 

Give 

metoclopramide 

10 mg IV every 8 

hours as required 

NG aspirates < 

200 ml every 4 

hours? 

Review dosage and if > 2 doses 

given in 24 hr period then 

commence haloperidol as an 

infusion. Use 5-10 mg made up to 

24 ml with water for injection 

infused at 1 ml/hr (IV or S/C). 

Give haloperidol 

1.5-3 mg  IV or 

S/C. 
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After Death 

Use the separate diagnosis of death forms and complete the deceased documentation 

including death certification as appropriate. Leave notes for Bereavement Services with 

Bev (Unit Ward Clerk) or on the nursing station. 

Reporting a death to HM Coroner 
Stephanie Fisher (Coroner’s Officer): 07870 684969 

Office: 01785 235615 

 
Report any death where: 
 
1. The cause of death is not known.  
2. Cause of death may be due to trauma or unnatural cause. e.g. Road traffic collision, 
possible suicide, poisoning, self-harm, fracture.  
3. Cause of death may be related to an industrial disease. e.g. pneumoconiosis, (deceased 
was a miner), mesothelioma, farmer’s lung.  
4. Patient had been in hospital for less than 24 hours.  
5. Cause of death is due to a fall or there has been a fall in the three days prior to death.  
6. At death, grade 3 or 4 pressure sore present, or more than one grade 2 pressure sore.  
7. Surgery or invasive procedure involving general or local anaesthetic performed within the 
preceding 12 months (including endoscopies).  
8. A medical procedure or treatment which may have caused or contributed to the death. For 
the avoidance of doubt, a medical procedure includes chemotherapy, radiotherapy, 
biological/hormonal therapies, stem cell and bone marrow transplants.  
9. Patient is a prisoner or is otherwise legally detained, including detention pursuant to 
Mental Health or other legislation. This includes all patients who are subject to Deprivation 
of Liberty Orders after such orders have been approved by the court.  
10. Alcohol or any prescribed or non-prescribed drug is mentioned as contributing to the 
cause of death in part 1 of the death certificate.  
11. Death during pregnancy or within a year of giving birth.  
12. All deaths that would be referred to the Child Death Overview Panel (CDOP) i.e. deaths of 
all minors under the age of 18 years  
13. Death is associated with or occurs after a clinical incident.  
14. Where allegations of negligence have been made against the hospital or others involved 
in the nursing or medical care of the deceased, regardless of whether it is considered such 
allegations have merit.  
15. Death may be due to the neglect of others.  
16. Any other unusual circumstances.  
 
If there is any doubt about whether a Coroner’s referral is required, the first point of 

contact should be the Consultant in charge. The Consultant has the ultimate responsibility 

for decisions on referral; if in doubt, refer to the Coroner/Coroner’s Officer .                                                                                                                                                                                                                                                                                                                           


