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In late January, we presented the case of an un-
responsive, 56-year-old homeless patient who had 
a ruptured aneurysm, a high probability of can-
cer, and a best prognosis of severe disability that 
would leave him dependent on care by others in 
Clinical Decisions,1 an interactive feature de-
signed to assess how readers would manage a 
clinical problem for which there may be more 
than one appropriate solution. There was evidence 
that the patient would not want aggressive med-
ical care. The patient’s mother and brother agreed 
with the care team to shift to comfort care, but 
the patient’s son, the legal next of kin, wanted full 
aggressive-care measures to be taken, even though 
he had initially been in agreement with the moth-
er and brother.

A total of 6332 votes and 436 comments were 
received; 6120 votes could be attributed to a con-
tinent or region (Fig. 1). The response was notably 
international, with readers from more than 120 
countries casting votes. About half the respon-
dents were from the United States, with the next 
largest contributions coming from readers in the 
United Kingdom and Canada.

The votes were not evenly divided among the 
three care options. The first option, to continue 
aggressive care and pursue an ethics consultation 
with the patient’s surrogate, and the second op-
tion, to write a do-not-resuscitate order and trans-
fer the patient to a skilled-nursing facility, each 
received about 25% of the votes, whereas the third 
option, to withdraw life support on the basis of 
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Figure	1.	Percentage	of	Participants	Choosing	Each	Option	for	the	Care	of	an	Unresponsive	Patient	with	a	Poor	Prognosis.

The total number of participants who voted and the percentage who chose each option are shown for each continent or region. An inter-
active graphic that includes the total number of votes and percentages according to country is available at NEJM.org.

Copyright © 2009 Massachusetts Medical Society. All rights reserved. 
Downloaded from www.nejm.org on November 28, 2009 . For personal use only. No other uses without permission. 



T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

n engl j med 360;10  nejm.org  march 5, 2009

substituted judgment, received the most votes — 
49%. Although this was certainly not a scientific 
survey, we found marked geographic variation 
among these responses, as can be seen on the in-
teractive map, available at NEJM.org. The option 
to withdraw life support was the least commonly 
chosen by respondents from Asia (24%) and South 
America (34%) and the most commonly chosen 
in Australia and Oceania (68%) as well as North 
America, Europe, and Africa (53% of the respon-
dents on those continents combined).

Many of the comments associated with the 
second option, a do-not-resuscitate order and 
transfer to a nursing facility, reflected what the 
respondents considered to be local legal limita-
tions regarding the withdrawal of aggressive sup-
port. Similarly, a majority of the comments by 
those who opted for aggressive care and an ethics 
consultation expressed a sense of commitment 
to the legal health care proxy, the son. There was 
unwillingness to go against the son’s wishes 
without trying harder to achieve consensus. The 
comments associated with choosing to withdraw 
life support were more varied. They included a 
sense that the patient’s wishes (not to receive life 
support) should be honored, that other options 
would prolong dying and suffering, that continu-
ing supportive care was a poor use of resources, 
and that the physician ultimately had the respon-
sibility for making the choice.

Comments related to all three choices reflect-

ed a desire to better understand the son’s perspec-
tive, particularly in light of his changed opinion. 
Of note, several comments reflected dissatisfac-
tion with any one choice. Many of these readers 
advocated for the involvement of palliative or hos-
pice care. Others felt that an ethics consultation 
would be appropriate as part of either a do-not-
resuscitate order and transfer or a withdrawal of 
life support, with an emphasis on gaining consen-
sus before moving forward.

What practitioners say they do in surveys can 
differ dramatically from what they are observed 
to do in practice. We are left to wonder whether 
caregivers favoring the withdrawal of life sup-
port (especially in North America) would indeed 
carry out this option in practice. Many respondents 
who selected one of the other two options ex-
pressed the desire to withdraw life support but 
believed they were limited, by legal concerns, in 
making this choice.
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