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Experiences in end-of-life care in the Intensive Care
Unit: A survey of resident physicians

Abstract

Zubair Umer Mohamed, Fazil Muhammed, Charu Singh1, Abish Sudhakar2

Background and Aims: The practice of intensive care includes withholding and
withdrawal of care, when appropriate, and the goals of care change around this time to
comfort and palliation.We decided to survey the attitudes, training, and skills of intensive
care residents in relation to end-of-life (EoL) care. All residents at our institute who has
worked for at least a month in an adult Intensive Care Unit were invited to participate.
Materials and Methods: After Institutional Ethics Committee approval, a Likert-scale
questionnaire, divided into five composite measures of EoL skills including training and
attitude, was handed over to individual residents and completed data were anonymized.
Frequency and descriptive analysis was performed for the demographic variables. Central
tendency, variability, and reliability were examined for the five composite measures. Scale
internal consistency was checked by Cronbach’s coefficient alpha. Multivariate forward
conditional regression analysis was conducted to examine the association of demographic
data or EoL experience to composite measures. Results: Of the 170 eligible residents,
we received 120 (70.5%) responses. Conclusions: Internal medicine residents have
more experience in caring for dying patients and conducting EoL discussions. Even though
majority of participants reported that they are comfortable with the concept of EoL care,
this does not always reflect the actual practice in the hospital.There is a need for further
training in skills around EoL care.As this is a self-assessment survey, the specific measures
of attitudes and skills in EoL are poorly reflected, indicating a need for further research.
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Introduction
The advances in critical care have contributed
significantly to the vast improvements in health care
and quality of life over the last century. The practice
involves not only the application of technologically
advanced and expensive lifesaving interventions but also
their withholding and withdrawal, when appropriate.
Presently, in the US and Europe, withholding and
withdrawing care precede in around 90% deaths in
critical care and 10% hospital admissions.[1,2] Around
10–36% of patients admitted to Intensive Care Units
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(ICUs) in India died.[3] The goals of care change around
this time to comfort and palliation, which can include,
among others, withholding and withdrawal of care. The
Indian Society of Critical Care Medicine (ISCCM) and the
Indian Association of Palliative Care endorse the view
that training in intensive care includes skills of end-of-life
(EoL) care and comfort care, and this requires the same
high level of knowledge and competence as other aspects
of intensive care.[3,4] Effective EoL care is considered as
one of the top priorities for the Indian ICUs, and EoL care
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is the focused theme of the Indian Society of Critical Care
and Palliative care Society of India for the year 2014.[5,6]
However, there exists a lack of consensus among the
Indian medical community in dealing with many EoL
issues, and the India law is still in an evolving stage in
many of these pressing issues.[7]
A recent publication suggested that intensive care
residents in the US are only moderately comfortable
in dealing with various aspects of EoL.[8] There is very
limited information available on the attitudes of Indian
intensive care residents toward EoL care. We decided
to survey the attitudes of the intensive care residents of
our institute toward EoL, the training they receive in this
field and the skills they acquire during their placement
in intensive care.

Materials and Methods
Due to the lack of an internationally accepted and
validated questionnaire on issues of palliative and EoL
care, a significant portion of our questionnaire was based
on the work done by Chen et al., and we modified the
questionnaire to suit our patient population.[8] Data of all
the residents and junior consultants working in any of
the adult ICUs at a single tertiary teaching hospital were
collected from the hospital administration. Everyone who
has worked for at least a month in adult ICUs was invited
to participate in the survey. Pediatric intensive care
residents were excluded from the study. The Institutional
Ethics Committee approved the questionnaire and the
survey methodology. The questionnaire was pretested
in a couple of residents – for ensuring clarity of wording
and appropriateness of questions - and a hard copy
handed over to individual residents who were then
requested to complete it anonymously and return it. A
web-based survey was not attempted because not all
residents had hospital E-mail address and obtaining
individual E-mail addresses was practically difficult.
Paper-based surveys have been shown to be as good, if
not superior to web-based surveys.[9] The questionnaires
were distributed and data collected over a 3-month
period October–December 2015. A response rate of 60%
or more was decided at the outset to be considered an
acceptable response rate and a reflection of the study
population.[10,11]
Statistical analysis
Frequency and descriptive analysis was performed for
the demographic variables. The Likert-type questions were
grouped to create five composite measures of opinions and
attitudes related to (1) communication skill, (2) technical
skill, (3) training, (4) education, and (5) attitudes. Initially,

we examined central tendency, variability, and reliability
for the five composite measures. Scale internal consistency
was checked by Cronbach’s coefficient alpha. Multivariate
forward conditional regression analysis was conducted to
examine whether physician demographic data or physician
EoL experience is associated with the composite measures.
Significance was assumed at 0.05. Data analysis was
performed using SPSS software version 17.0 (SPSS Inc.
Released 2009. PASW Statistics for Windows, Version 17.0.
Chicago: SPSS Inc.) for windows.

Results
A total of 170 intensive care residents fulfilled inclusion
criteria and were invited to participate in the survey.
We received 120 (70.5%) responses, of which 7 were
incomplete. The residents were broadly divided into
three groups - anesthesia, internal medicine, and
surgery. The response rate was highest among anesthesia
residents (97.29%) and least in surgery residents (56.14%)
[Table 1]. Demographic data are summarized in Table 2.
Experience in end-of-life care
Seventy-four (61.6%) residents have cared for 10 or
more number of dying patients. Forty percent of the
residents have attended or conducted 10 or more EoL
meetings with family. Residents in internal medicine
had more experience with caring for dying patients in
the intensive care, and they have attended or conducted
more EoL care discussions with family as compared to
their anesthetic or surgical colleagues.
Almost half (48%) of the residents have never
communicated regarding organ donation to the family
of brain-dead patients. Only 6 (0.05%) residents have had
10 or more discussion with family members regarding
organ donation [Figure 1]. We find that nearly 75%
(89/120) of the residents have never communicated
regarding organ transplantation with family or have
done it less than a couple of times. This trend holds
true even for the residents who have 4 or more years
experience in ICU. Of the 48 residents who have 4 or
more years of ICU experience, 35 (72.9%) have negligible
experience in discussing organ donation with relatives
of brain dead patients. We find that although the dying
patients cared for increases significantly with years of
experience (P = 0.02), the discussion on organ donation
after brain death does not increase (P = 0.39) with years
of experience.
Likert-type questions
The Likert-type questions along with the median scores
are shown in Table 3. The minimum and maximum
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Table 1: Response rates based on specialty
Anaesthesia
Medicine
Surgery
Total

60

Invited

Responders (Percentage)

37
76
57
170

36 (97.29)
52 (68.42)
32 (56.14)
120 (70.5)

Table 2: Demographic data

Number of patient interaction

Specialty

Number (Percentage)
Age (yrs)
<25
25-30
30-35
>35
Gender
Male
Female
Medium of Undergraduate Training
English
Year of training
PG Y1
PGY2
PGY3
PGY4 or above
Time spent in ICU (months)
1‑3
3‑6
>6
Religion
Christianity
Hinduism
Islam
Others
None
Importance of religion
Extremely Important
Very Important
Somewhat important
A little important
Not important

0
1-2
3-10
11-20
> 20

50
40

35

34

36

34

30
18

20

17

19

16

20

16

25
19

10

10
0

31

29

5

1
Dying patients
cared for

8 (6.66)
65 (54.16)
42 (35.0)
5 (4.16)

57

56

Family meetings
attended

Family meetings
conducted

2

Organ donations
in brain dead

Figure 1: End-of Life care experience

to their family, compared to their anesthetic and surgical
counterparts [Table 5].

92 (76.66)
28 (23.33)
119 (99.16)

Technical skills
The median score for the questions addressed was
between 3 and 4, indicating that most residents were
comfortable with identifying a dying patient, managing
their symptoms, and even discussing the process of organ
donation. Males had a significantly higher self-assessed
technical skill compared to females, and year 1 residents
were found to have a significantly lesser technical skill
compared to their senior colleagues [Table 5].

19 (15.83)
28 (23.33)
25 (20.83)
48 (40.0)
44 (36.66)
34 (28.33)
42 (35.00)
10 (8.33)
104 (86.66)
3 (2.5)
1 (0.83)
1 (0.83)
8 (6.66)
24 (20.00)
42 (35.00)
19 (15.83)
27 (22.50)

values were 1 and 5, respectively for all groups. The
Cronbach’s coefficient alpha values for 4/5 individual
composite measures range from 0.6 to 0.7 indicating
a moderate internal reliability for the questions in the
composite measures [Table 4]. However, the Cronbach’s
coefficient alpha for the education was only 0.12, thereby
indicating minimal internal reliability.

Communication skills
The scores in the communication section were
between 3 and 4 indicating that the residents were
fairly comfortable in discussing prognosis and goals
of care to critically ill patients and to their family. On
regression analysis, the only variable that was found to
be statistically significant was internal medicine residents
who were significantly more comfortable discussing
prognosis and goals of care to critically ill patients and

Training
The residents felt that during their medical school,
they have had a reasonable training in the management
of symptoms and communication during EoL (median
score 3). They agree that the senior medical staffs serve
as good role models in EoL care management (median
score 4). However, they feel that the feedback received
during their training regarding EoL skills could be
improved (median score 2). The significantly different
variables in this composite measure were anesthetic
and surgical residents who felt significantly less trained
toward delivery of EoL symptom care compared to their
internal medicine counterparts.
Education
The residents felt that, even though, learning
procedures were more important and challenging in
intensive care, placements of 1-month duration was
enough to impart EoL skills (median score 3). The
residents felt that better palliative care skills will have a
significant impact on their future practice (median score
4). They also felt that they would benefit from further
training in symptom management and communication
during EoL.
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Table 3: Likert‑type questions and the response
Composite
Measure
CommunicationSkills

No
1
2
3

TechnicalSkills

Training

4
5
6
7
8
9
10
11
12

Education

13
14
15
16
17

Attitudes

18
19
20
21
22
23
24

Question
I am comfortable leading a family meeting to discuss goals of care
regarding a patient with imminent death
I am comfortable presenting prognosis to a critically ill patient
I am comfortable presenting prognosis to family members of a
critically ill patient
I believe I can identify a dying patient early
I am comfortable with the process of withdrawal of life support
from a physician standpoint
I know how to medically manage symptoms of a dying patient
I am comfortable notifying family after a patient’s death
I am comfortable discussing organ donation with family members
During my medical training, I have had training in symptom
management during end of life
During my medical training, I have had training in communication
during end of life
I have had adequate feedback on my end of life care skills during
my training
My senior colleagues serve as good role models in the provision of
end of life care
There is adequate time during a one month ICU rotation to
incorporate more education on palliative and EoL care
Learning to provide palliative and end of life care will have a
significant impact on my future practice of medicine
During an ICU rotation, it is more important to learn procedures
and aggressive care than palliative care
Providing aggressive care is more challenging than providing
palliative care
In general, I am well prepared to care for a critically ill patient at
the end of life
I will benefit from further training in symptom management
I will benefit from further communication training
I am aware of the ISCCM guidelines on withdrawal of life support
I am worried about the legal implications of withdrawal of life
support
I think withdrawal of life support is euthanasia
I have ethical/moral concerns about limiting life support
I have religious concerns about limiting life support

Median

Mean

SD

3.00

3.47

1.107

4.00
4.00

3.65
3.41

1.074
1.254

4.00
3.00

3.67
3.22

1.040
1.298

3.00
4.00
3.00
3.00

3.38
3.47
2.98
2.83

1.093
1.195
1.152
1.380

3.00

2.85

1.364

2.00

2.49

1.341

4.00

3.59

1.156

3.00

2.85

1.234

4.00

4.12

0.997

3.00

3.03

1.267

3.00

3.01

1.260

3.00

3.16

1.092

4.00
5.00
1.00
2.00

4.27
4.32
1.57
2.57

0.764
0.953
0.923
1.375

2.00
2.00
1.00

2.09
2.48
1.68

1.184
1.324
1.104

Abbreviations: ICU: Intensive Care Unit; EoL: End of Life; ISCCM: Indian Society of Critical Care Medicine Likert scale from 1 (Strongly disagree) to 5 (Strongly agree) Range was
1‑5 for all questions

Table 4: Internal reliability of Composite Measures

Communication Skills
Technical Skills
Training
Education
Attitude

Mean

Standard
Deviation

Cronbach
apha reliability

3.50
3.34
2.94
3.53
2.03

0.87
0.76
1.02
0.44
0.79

0.640
0.665
0.778
0.121
0.662

Attitude
Majority of residents were not aware of the ISCCM
guidelines on EoL care (median score 1). Majority did not
see withdrawal of support as euthanasia (median score 2)
and they do not have ethical/moral or religious concerns
regarding withdrawal of life-supporting interventions
(median score 2 and 1, respectively).

Discussion
There has been a recent increase in the interest toward

appropriate EoL care in India, and this is reflected in the
policy statements and guidelines issued from Indian
stakeholders.[4,6] However, it has been acknowledged that
the current quality of EoL care delivery in India is grossly
inadequate.[12,13] Possible reasons include inadequate
resources, ambiguity within the legal framework,
failure of statutory governmental bodies including
Indian Medical Council to provide clear guidelines,
lack of consensus within the medical community, and
nascency of ethical development within the context of
Indian values.[12]
We decided to investigate the attitude of intensive
residents at our hospital - a medical college and
tertiary referral center - toward EoL care and the
training they have received in this field. Due to lack
of standardized questionnaire in this field, we used
a modified version of a similar study conducted at a
hospital in the USA.[8]
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Table 5: Results of Multivariate forward conditional regression analysis for composite and total measures
Predictor
Internal Medicine (Ref)
Anaesthesia
Surgery
PgY1
PgY2
PgY3
PgY4 (Ref)
Male
Female

Communication
P value

Technical
P value

Training
P value

Education
P value

Attitude
P value

Total
P value

NS
−0.744
−0.671
NS
NS
NS
NS
NS
NS

NS
NS
NS
‑0.585
NS
NS
NS
0.347
NS

NS
‑0.736
‑0.563
NS
NS
NS
NS
NS
NS

NS
NS
NS
NS
NS
NS
NS
0.25
NS

NS
‑0.718
‑0.535
NS
NS
NS
NS
NS
NS

NS
‑0.467
‑0.353
‑0.246
NS
NS
NS
NS
NS

NS: Not significant

We received an excellent response rate (more than 70%)
from our study population, which may be considered as
a reflection of the interest among the participants in this
important field. Most studies consider a response rate of
over 50–60% to be reflective of the study population.[10,11]
As English is not the first language in our city, the fact
that almost 100% participants undertook undergraduate
education in English language can be considered as
sufficient proof that the participants understood the
content of the questionnaire [Table 2].
Our results are similar to those of Chen et al. in that
physicians display a moderate level of comfort in
dealing with EoL issues with confidence increasing with
experience.[8] Although discussion around organ donation
has been reported to not cause much angst among the
residents, there seem to be a universal reluctance to
engage the family of a dying patient with this topic.
Whether this can be improved with further training
in communication skills need to be explored. A lack of
clarity regarding institutional or national policy on the
seniority or the designation of the person who is entitled
to discuss options of organ donation with the family of a
dying patient may also contribute to this finding.
Internal medicine residents are more comfortable with
discussions and decisions around EoL care, and they
also feel better trained in this regard compared to their
surgical and anesthetic counterparts. Our results are
similar to that of Chen et al.[8] This is probably a reflection
of the fact that general medicine physicians deal with
patients with chronic disease more frequently, requiring
multiple interactions and communication sessions over
a period of time. Anesthetists are not known to spend a
significant amount of time speaking to patients during the
perioperative period. The factor of communication is not
usually engrained into the anesthetists’ curriculum during
training. This is likely to contribute to the inadequate
communication skills and the lack of confidence thereof,
of an anesthetist as (s)he subsequently takes up the role
of an intensive care physician.

In our study population, males seem more comfortable
making EoL discussions and decisions on withdrawal. This is
in contrast to what was found by Chen et al. Whether cultural
differences contributed to contrasting results, can only be
postulated. However, it is evident that communication skills
and confidence improve with experience as evidenced from
our data and that of Chen et al.[8]
There is an appreciation of the importance of EoL skills
among the residents, an acknowledgment of current
limitations - in terms of skills, training, and feedback - and
a desire for further training in this field. These inadequacies
seem to be universal and have been noted previously.
[8,14]
Given the fact that senior medical staff already
serves as good role models in EoL care management, this
inadequacy probably highlights the need for better training
of the trainers in medical education.[15,16]
Lack of awareness of national guidelines may be
a reflection of the urgent need for a more proactive
approach by the stakeholders by engaging with the larger
junior doctor community. EoL decisions do not seem to
cause ethical concerns and religiosity had no bearing
on the attitude toward these decisions in our study
population. Our findings differ from that of ACME and
ethicus studies where religiosity was shown to influence
EoL decisions.[17,18] Due to small number in our study,
comparisons cannot be made based on the religious
affiliation of the residents.
Our study has a number of limitations. As this is
a self-assessment survey, objective evaluation of
knowledge and skills is not possible. Recall bias,
researcher imposition, question ambiguity, etc., are
known disadvantages of questionnaire surveys and may
have contributed to our study results. Generalization to
other institutions should not be made from this singlecenter study. It will be interesting to know the attitudes
and experience of a wider population across the country.
Over 90% of the participants in this study belonged to the
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25–35 years age group who will be the senior physicians
in the coming years. There is an urgent need to address
the learning requirements regarding EoL care skills in this
group if we are to make a significant improvement in the
quality of EoL care delivered in India in the coming years.

4.
5.
6.

Conclusions
Internal medicine residents have more experience in
caring for dying patients and conducting EoL discussions.
Even though majority of participants reported that they
are comfortable with the concept of EoL care, this does not
always reflect the actual practice in the hospital. There is
a need for further training in skills around EoL care. As
this is a self-assessment survey, the specific measures of
attitudes and skills in EoL are poorly reflected, indicating
a need for further research.
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