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A number of studies have conclusively shown 
that the majority of patients admitted to an 

ICU are not able to make decisions and their 
wishes are known in a small proportion of cas-
es.1-9

“Implicit” consent to treatment is therefore 
still considered the standard approach by inten-
sivists.10, 11

Lack of knowledge of these patients’ wishes 
in terms of intensive care and the related deci-
sions to be made carries the risk that clinicians 

carry out some treatments that the patients would 
have probably refused if they had been sound of 
mind.12-15

In December 2017 the Italian Parliament ap-
proved the law no. 219/2017 (Supplementary 
Digital Material 1, Supplementary Text File).16 
This law provides for a comprehensive discipline 
on informed consent to medical treatments, ad-
vance directives and advance care planning (in 
the Italian text respectively: “Dichiarazioni An-
ticipate di Trattamento” e “Pianificazione Condi-
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visa delle Cure”). The law also deals with health 
care proxy (in the Italian text:”Fiduciario”) and 
decisions for minors and adults who are not able 
to give consent.

Medically assisted suicide and euthanasia are 
still prohibited.

Intensivists have now to deal with the impact 
of this law on the relationships with patients, 
their families, health care proxies and legal rep-
resentatives.

Law N. 219/2017: general principles

The rationale of law no. 219/2017 is to ensure 
legal certainty based on solid ethical grounds. 
Therefore, under the new law, the legal ap-
proach to end-of-life issues is centered on an 
effective doctor-patient relationship, based on 
the respect of human dignity, self-determination 
and health care of the sick person, in compli-
ance with the constitutional rights, relevant case 
law, and principles set out by the Italian Code of 
Medical Ethics.

In this sense, the law is aimed at giving legis-
lative shape to the principle of informed consent, 
allowing doctors and patients to define together 
the extent, limits and criteria for medical treat-
ments. Therefore, the law provides some tools 
to effectively ensure the respect of patients’ au-
tonomy in different medical scenarios, including 
medical emergencies and, more generally, the 
patients’ incapacity.

Legal tools provided by the new law to achieve 
patients’ self-determination are:

•  Advance Directives (ADs, Art. 4);
•  Advance Care Planning (ACP, Art. 5);
•  Health Care Proxy (HCP, Art. 1.2 and Arts. 

3; 4; 5);
•  Legal representative (LR, Arts. 3; 4.4; al-

ready provided by Art. 315 ff. and 404 ff. Civil 
Code – in the Italian text “Amministratore di So-
stegno” e “Tutore”).

The Law does not systematically cover the 
case where doctors have to make decisions con-
cerning an incompetent patient who lacks an LR 
or an HCP. Except for art. 1.7 on emergency situ-
ations and art.4.4, concerning the case of ADs 
without an HCP available, general principles ap-
ply to this situation.

The doctor-patient relationship is aimed at 
guaranteeing patients the best possible state of 
physical and mental health. This goal is defined 
on one hand by clinical appropriateness criteria 
and, on the other, by the patient’s criteria based 
on his/her assessment of the burden and percep-
tion of the benefit deriving from any treatment 
(proportionality-balance between burden and 
benefits).

The doctor-patient relationship is consensual 
and should be tailored to the patient’s conditions 
and to his/her ability and willingness to acquire 
information, understand his/her own condition 
and plan his/her future.

If the patient is not able to take part in deci-
sions on treatments, and in the absence of ADs, 
ACP and HCP, the doctor will guide treatment 
choices according to the criteria of appropriate-
ness/proportionality trying to reconstruct the pa-
tient’s will.

The patient’s self-determination is also real-
ized by the right to refuse medical treatments. 
This right might also be ensured by forgoing a 
medical treatment in place. Thus, withholding 
(WH) or withdrawing (WD) a medical treatment 
are equally part of the right to refuse.

Even if ADs are presumably rarely available in 
most ICU patients because of the sudden and un-
predictable organ failure’s onset in a healthy per-
son at that time, ADs may be much more likely in 
this scenario than in acute-on-chronic organ failure 
thanks to the ACP, a specific tool provided by the 
law (Art. 5) for patients suffering from a chronic 
and disabling disease with a severe prognosis. By 
agreeing with this perspective, Figure 1 shows 
how the legal tools provided by law 219/2017 ap-
ply to the most recurrent scenarios in ICU.

The new law in the ICU setting

Advance directives

In a patient-centered approach to caring for sick 
persons, decision-making is based on commu-
nication and interaction between the doctor, the 
patient and/or his/her family as depicted in Fig-
ure 2, where the shared decision-making process 
(SDMP) is specifically referred to the ICU pa-
tients.17
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Figure 1.—The most frequent scenarios in ICU related to 
ADs, ACP, HCP/LR.
The most frequent scenarios in ICU are acute organ failure 
or acute-on-chronic organ failure. In both scenarios, the im-
pact of the law relies on the existence and availability of 
ADs, ACP and HCP/LR. In both cases an HCP could have 
been indicated by the patient. Also, if the patient was already 
incapable, an LR could have been previously appointed by 
a judge.
ICU: Intensive Care Unit; ADs: advance directives; ACP: 
advance care planning; HCP: health care proxy; LR: legal 
representative.

Figure 2.—Shared decision making process when ADs, 
ACP, HCP/LR are not available.
If the ADs, ACP or HCP/LR are not available, an SDMP 
17 will be started with the patient and/or family members 
in order to define the quality of the prognosis and the esti-
mated quality of his/her future life (balance between clinical 
appropriateness and ethical proportionality — burdens and 
benefits ratio), opting for a further treatment trial or for for-
going life-sustaining treatments (withholding/withdrawing 
treatments) and starting a palliative care program.
ICU: Intensive Care Unit; ADs: advance directives; ACP: 
advance care planning; HCP: health care proxy; LR: legal 
representative; SDMP: shared decision-making process.

Laws on informed consent and ADs have been 
widely developed in order to ensure the respect 
of patients’ autonomy even in the case of inca-
pacity, and to overcome clinicians’ paternalistic 
tendencies.

Two main ADs models are frequently used: 
“treatment oriented” (in an ADs standard form 
containing a list of treatments the patient ticks 
they he/she wishes to refuse) or “outcome ori-
ented” (in ADs form the patient decides upon the 
treatments have to be discontinued or not started, 
in the event of a specific outcome or a poor prog-
nosis). In turn, the decisions regarding end-of-
life care may be influenced by the ways in which 
ADs options are presented (e.g. comfort of care-
oriented ADs vs. standard ADs).18

In 2015, the WELPICUS study19defined ADs 
as “an instrument conveying information con-
cerning an individual’s preferences and goals 
regarding medical procedures and treatments, 
especially those used for end-of-life care. ADs 
intend to extend the patient’s autonomy to situa-
tions in which he/she is unable to express his/her 
preferences regarding treatment decisions. They 
reflect a patient’s individual moral, cultural, and 
religious attitudes.”

The WELPICUS study has also pointed out 
that physicians should always:

•  ask patients if they have ADs;
•  discuss with patients the contents of ADs, 

respecting and including them in the decision-
making process;

•  ascertain the patient’s wishes concerning life 
sustaining treatments (LST), directly or through 
the HCP/LR (in case of incapacity).

Ultimately, Ads should not be respected if:
•  the doctor is asked to perform an illegal act;
•  there is evidence that the patient has changed 

his/her mind;
•  ADs are inconsistent with the illness from 

which the patient is suffering.
In clinical practice, however, many stud-

ies have shown that very few patients drew up 
an ADs document before the ICU admission;20 
when available, ADs do not guarantee con-
sistency between received care and patients’ 
wishes,21-24having little influence over the deci-
sion to limit treatments,25-27 being static in rela-
tion to the dynamic nature of the illness,28 deal-
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therefore, with no reference to the current illness, 
its severity and prognosis, and specific treat-
ments needed. Thus, ADs can be partly or entire-
ly disregarded (with the HCP’s agreement, if an 
HCP has been indicated) only if they are clearly 
inconsistent or not corresponding to the patient’s 
current clinical situation (Art. 4.5). Such contrast 
may become a problem in ICU. Provided that the 
patient’s will must be always respected in case 
of consistency between ADs and clinical condi-
tion, in case of doubt the incompetent patient’s 
wishes concerning medical treatments have to be 
assessed and reconstructed in cooperation with 
the HCP (if indicated), the patient’s legal repre-
sentative when available, or those closest to him/
her when possible.

This latter aspect is very similar in all of the 
other foreign scenarios taken into consideration: 
in the absence of ADs, the patient’s autonomy 
shall be respected anyway and previously ex-

ing often only with specific situations and no 
other types.29 In Italy 66% of doctors consider 
the decision to forgo LST legitimate as long as 
it is in accordance with the patient’s wishes,30 
but data on Italy from the multicenter study Euro 
Senti-MELC have shown that of the 2783 pa-
tients who were admitted to the study and died 
of chronic degenerative illnesses, a wish in re-
gard to the place of death or types of treatment 
had been expressed respectively in only 25% and 
10% of cases and only 5% of patients had ap-
pointed a reference person.31

Advance directives: the Italian law

Art. 4 of the Italian law provides that any adult 
and competent person can express his/her ADs, 
in view of a possible future incapacity, after hav-
ing acquired adequate medical information.

ADs can be a general draft (i.e. written by a 
healthy person) or refer to a specific diagnosed 
illness. They can also indicate the treatments a 
person wishes to undergo or not undergo and can 
include the indication of an HCP, who will act on 
behalf of the patient and will represent him/her in 
relations with the doctor and the health care facili-
ties.

Consequently, when the ADs of an incompe-
tent patient are immediately available, they are 
binding for the doctor even in an emergency situ-
ation (Art. 1.7); in this sense, the law does not 
provide for any conscientious objection. Thus, 
doctors are not held liable under Civil or Crimi-
nal Law for having withheld or withdrawn treat-
ments fulfilling the patient’s ADs (Art. 1.6).

On the other hand, doctors have no profes-
sional obligation towards requests of patients re-
lated to treatments deemed unlawful, or conflict-
ing with the code of medical ethics and clinical 
and healthcare best practices (Art. 1.6).

ADs must be written and signed as prescribed 
by Art. 4 of the law.

Exceptions are provided when the patient’s 
physical condition does not permit him/her to 
write and sign a document (other technologies 
are permitted).

The law also provides for specific procedures 
for registering ADs.

Generally speaking, ADs are often written in 
view of a hypothetical future incapacity and, 

Figure 3.—The figure depicts, in light of Law 219/2017, the 
two situations related to the implementation of ADs (ADs 
immediately or subsequently available) in case of acute or-
gan failure.
If ADs are validly expressed and immediately available, with 
or without HCP, the intensivist, after supporting vital func-
tions, will evaluate together with HCP the ADs’ consistency 
with the clinical status (Art. 4.5). In case of inconsistency 
(grey arm), the intensivist may not follow ADs if an HCP 
is not available; if an HCP is available, the intensivist may 
discuss with him/her the next approach in an SDMP. In case 
of the ADs’ consistency with the patient’s clinical status, the 
intensivist may implement ADs even if an HCP has not been 
appointed. If needed, a judge will appoint an LR.
ICU: Intensive Care Unit; ADs: advance directives; ACP: 
advance care planning; HCP: health care proxy; LR: legal 
representative; SDMP: shared decision-making process.

Treat the patient 
and reassess

Treat the patient and 
reassess when  

ACP±HCP/LR available 

Are ADs consistent  
with clinical status  

and all circumstances?

Yes

Yes Palliative care

Cost/benefit≤1

Cost/benefit>1
Forgo 

treatments?

Follow  
ADs±HCP/LR

Doctor decides if 
HCP/LR absent

SDMP if  
HCP/LR present

ADs±HCP/LR 
subsequently available

ADs±HCP/LR 
immediately available

No

Acute organ failure

Support vital functions while assessing 
if ADs±HCP/LR are available

No

Th
is

 d
oc

um
en

t i
s 

pr
ot

ec
te

d 
by

 in
te

rn
at

io
na

l c
op

yr
ig

ht
 la

w
s.

 N
o 

ad
di

tio
na

l r
ep

ro
du

ct
io

n 
is

 a
ut

ho
riz

ed
. I

t i
s 

pe
rm

itt
ed

 fo
r p

er
so

na
l u

se
 to

 d
ow

nl
oa

d 
an

d 
sa

ve
 o

nl
y 

on
e 

fil
e 

an
d 

pr
in

t o
nl

y 
on

e 
co

py
 o

f t
hi

s 
Ar

tic
le

. I
t i

s 
no

t p
er

m
itt

ed
 to

 m
ak

e 
ad

di
tio

na
l c

op
ie

s 
(e

ith
er

 s
po

ra
di

ca
lly

 
or

 s
ys

te
m

at
ic

al
ly,

 e
ith

er
 p

rin
te

d 
or

 e
le

ct
ro

ni
c)

 o
f 

th
e 

Ar
tic

le
 f

or
 a

ny
 p

ur
po

se
. 

It 
is

 n
ot

 p
er

m
itt

ed
 t

o 
di

st
rib

ut
e 

th
e 

el
ec

tro
ni

c 
co

py
 o

f 
th

e 
ar

tic
le

 t
hr

ou
gh

 o
nl

in
e 

in
te

rn
et

 a
nd

/o
r 

in
tra

ne
t 

fil
e 

sh
ar

in
g 

sy
st

em
s,

 e
le

ct
ro

ni
c 

m
ai

lin
g 

or
 a

ny
 o

th
er

 m
ea

ns
 w

hi
ch

 m
ay

 a
llo

w
 a

cc
es

s 
to

 th
e 

Ar
tic

le
. T

he
 u

se
 o

f a
ll 

or
 a

ny
 p

ar
t o

f t
he

 A
rti

cl
e 

fo
r 

an
y 

C
om

m
er

ci
al

 U
se

 is
 n

ot
 p

er
m

itt
ed

. T
he

 c
re

at
io

n 
of

 d
er

iv
at

iv
e 

w
or

ks
 fr

om
 th

e 
Ar

tic
le

 is
 n

ot
 p

er
m

itt
ed

. T
he

 p
ro

du
ct

io
n 

of
 r

ep
rin

ts
 fo

r 
pe

rs
on

al
 o

r 
co

m
m

er
ci

al
 u

se
 is

 n
ot

 p
er

m
itt

ed
. I

t i
s 

no
t p

er
m

itt
ed

 to
 r

em
ov

e,
 

co
ve

r, 
 o

ve
rla

y,
 o

bs
cu

re
, 

bl
oc

k,
 o

r 
ch

an
ge

 a
ny

 c
op

yr
ig

ht
 n

ot
ic

es
 o

r 
te

rm
s 

of
 u

se
 w

hi
ch

 t
he

 P
ub

lis
he

r 
m

ay
 p

os
t 

on
 t

he
 A

rti
cl

e.
 I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
fra

m
e 

or
 u

se
 f

ra
m

in
g 

te
ch

ni
qu

es
 t

o 
en

cl
os

e 
an

y 
tra

de
m

ar
k,

 lo
go

, 
or

 o
th

er
 p

ro
pr

ie
ta

ry
 in

fo
rm

at
io

n 
of

 t
he

 P
ub

lis
he

r.



INFORMED CONSENT IN INTENSE CARE UNITS	GRISTI NA

Vol. 85 - No. 4	 Minerva Anestesiologica	 405

ACP is a process in which the chronically ill 
person, by consulting with doctors, family mem-
bers and other contacts, decides at what level of 
intensity and quality of treatment he/she wish-
es to undergo if he/she becomes incompetent, 
making it easier for providers to respects his/
her wishes.45 ACPis therefore a two-way infor-
mational process that allows health care profes-
sionals to know the expectations, preferences 
and values of patient in light of his life plan, and 
the latter to understand the seriousness of illness, 
the prognosis and the diagnostic and therapeu-
tic means needed to face it, promoting informed 
choices.46

ACP models based on specific situations of 
illness show that a coordinated, systematic and 
patient-centered approach improves the quality 
of treatment47, 48andreduces the psychological 
stress of all those involved.49, 50

There is also clear evidence that complex ICU 
procedures, based on pre-existing ACP, can be 
more effective in satisfying patients’ preferences 
compared to only ADs.51

Advance care planning: the Italian Law

Based on law no. 219/2017 (Art. 5), an ACP can 
be carried out within a doctor-patient relation-
ship “as regards the development of a chronic 
and disabling disease, or one with a severe short-
term prognosis.” Should the patient no longer be 
able to make decisions, the doctor and the medi-
cal team are obligated to respect the ACP. In an 
ACP, as in ADs, the patient can appoint a trusted 
person to act on his/her behalf in relations with 
the doctor.

ACPs have a significant advantage over ADs: 
they are agreed between doctor and patient with 
regard to the specific context of the illness. Con-
sequently, if the patient becomes incompetent, it 
is unlikely that they would end up being inappro-
priate or too generic for the actual clinical situ-
ation. If ACPs are included in patients’ medical 
records and electronic dossiers, they should be 
easy to retrieve even in the event that the patient 
is admitted to an ICU in a different facility. The 
possible decision-making process for intensivists 
in the case of a patient with ACP can be visual-
ized in Figure 4.

In other European countries, ACPs are not ex-

pressed personal attitudes towards medical treat-
ments should be given due consideration.

Figure 3 depicts the decision-making process 
taking into account the content of the new law.

It is important to note that, in the case of ADs 
in line with the clinical situation, but available 
after the start of LST, they might lead to with-
draw them.

In this regard, even though 28 out of 29 cur-
rent practice guidelines32, 33 consider WH and 
WD LST ethically and legally equivalent, inten-
sivists’ attitudes towards WH or WD can vary 
depending on cultural, religious or geographical 
elements and, of course, on different legal frame-
works.2, 34-36

The decision to withdraw treatments seems to 
some intensivists — especially those belonging 
to the three monotheistic religions — compa-
rable to a shortening of the process of dying,37 
a “grey area” where the line between killing and 
letting die is blurred because of doctors’ active 
involvement.38

In regard to the issue of refusing treatment, 
law 219/2017 has defined two fundamental as-
pects.

Art. 1.5 recognized not only patients’ right to 
consent, but also to refuse medical treatments, 
even when they are “needed for their survival” 
and considers revocation of consent equal to re-
fusal. Similarly, Art. 1.6 provides that the physi-
cian has the duty to respect patients’ will, includ-
ing both WH and WD medical treatments.

In the case of “patients with severe short-term 
prognosis or in the event of impending death,” 
the usefulness and proportionality criteria would 
suggest choosing WH or WD when medical 
treatments bring no benefits for the patient.

In the case of patients with neither ADs nor 
ACP, the decision-making process is centered 
on patients’ best interest through an SDMP, as 
shown in Figure 2.

Advance care planning

In the West an aging population means higher 
rates of chronic-degenerative illnesses.39

With the aim of identifying the best approach 
to end-of-life treatment for these patients, in 
some countries40-44an ACP model has been de-
veloped in which ADs can be integrated.
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Often family members feel anxiety and de-
pression when the life of their loved one is at risk 
and this condition of stress is made worse if the 
information is inconsistent and contradictory due 
to inadequate communication between doctors 
and family members.55 Furthermore, when in-
formation is provided under conditions of stress, 
anxiety and confusion, they paradoxically reduce 
the ability to understand the complexity of the 
situation, causing in listeners a constant tension 
between informational and emotional needs.56, 57

For this reason, family members often prefer 
not to take part in the decision-making process.58

An HCP, because it is agreed between family 
members, can face the same kind of issues, since 
often his/her function goes beyond that of merely 
representing the patient’s wishes, and can take on 
responsibilities towards other family members, 
while carrying the decision’s burden.59

This evidence shows that adequate communi-
cation skills of the ICU staff are, once again, a 
keypoint in reducing family distress and allow-
ing the HCP to adequately fulfil his/her legal du-
ties.60

Health care proxy and legal representative: the 
Italian Law

The Italian law takes a step forward, following 
the legal developments in other European coun-
tries.

Before the law, there was no specific HCP 
regulation for decisions on one’s own health, and 
the only reliable way to select a substitute was to 
resort to a prior nomination and appoint a sup-
porter (Court Appointed Supporter: Art. 408 civil 
code).

In the case of ongoing illness, the law takes 
into account, first of all, patients’ entourage. If 
patients so wish, “family members or civil-union 
partners, or any other trusted persons” also need 
to be involved in the healthcare relationship (Art. 
1.2 and Art. 5.2). Patients can therefore decide to 
delegate a part or all of the informational process 
or decision making to family members or to a 
trusted person (Art. 1.3).

Law 219/2017 also established that patients 
can nominate an HCP in ADs or in an ACP.

This person must be of age and sound of mind, 
freely chosen by the patient to act on his/her be-

pressly included in the legislation on informed 
consent and ADs, even though they are widely 
used in clinical practice, especially in the context 
of elderly care.52, 53

Health care proxy and legal representative

To forgo treatments for an incompetent patient 
at the end of life is one of the most difficult deci-
sions that can be made in ICU. In these cases, in-
tensivists and family members often take on this 
responsibility through an SDMP.

The HCP is usually chosen by the patient 
alongside his/her closest family members. The 
decision can sometimes have its drawbacks.54

Figure 4.—The figure depicts, in light of Law 219/2017, the 
two situations related to the implementation of ACP (ACP 
immediately or subsequently available) in case of acute-on-
chronic organ failure.
In case of acute-on-chronic organ failure, the patient will 
likely have already planned and shared his/her care process, 
with or without an HCP. The patient might also be provided 
with an LR appointed by the judge. While vital functions 
are supported, there is an assessment of whether the patient 
already has an ACP available. If the ACP is immediately 
available, the most appropriate approach is to follow the 
provisions of the law (Art. 5, subsection 1), following what 
the patient planned in advance with or without an HCP/LR. 
If an ACP were available at a later stage and required the 
interruption of any life-support treatments that had already 
begun, this will be taken into account and implemented.
ICU: Intensive Care Unit; ADs: advance directives; ACP: 
advance care planning; HCP: health care proxy; LR: legal 
representative; SDMP: shared decision-making process.
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the principle that should guide doctors’ actions, 
both in the systems examined and in Italy, is the 
respect for the criteria of appropriateness and 
proportionality of treatments. From a subjective 
point of view, any guidelines previously laid out 
by the patient (even if not formalized in ADs) 
should be taken into account. From a legal per-
spective, these principles come not only from na-
tional laws and the respective Codes of Medical 
Ethics, but also from applying the principles ex-
pressed in the European Convention on Human 
Rights (ECHR), the Oviedo Convention and the 
European Union Charter of Fundamental Rights 
and their respective judicial interpretation.

One aspect that varies significantly from 
country to country relates to the role and respon-
sibilities of the person appointed to represent the 
patient in his/her relationship with doctors. Each 
legal system has identified a different type of 
representative (for example, fiduciario in Italy; 
personne de confiance in France; representante 
in Spain). The methods of appointment and the 
powers of each representative vary in each sys-
tem. One feature in common is that the HCP 
acts and takes part in the doctor-patient relation-
ship when the patient is unable to express his/
her consent. Other variations regard the possible 
existence of additional representatives (legal 
representatives, next of kin, etc.) besides HCPs 
that are regulated differently in each system and 
a judge’s ruling in the case of disagreement on 
decisions to be made or in the case of interrup-
tion of LST.

Conclusions

In Italy, the long process that ended in the draft-
ing of a shared legal text and the approval of a 
law on informed consent and ADs has been ac-
companied by major legal cases that have influ-
enced public opinion and the political debate.

From this point of view the law has imple-
mented and strengthened the principles already 
established in the case law: in particular with 
regard to the effectiveness of the right to refuse 
treatments in accordance with Art. 32 of the Con-
stitution and in reference to respecting patients’ 
self-determination.

The law grounds the guarantee of the respect 

half and represent him/her in relations with the 
doctors and healthcare facilities if the patient 
is not able to make decisions for him or herself 
(Art. 4.1 and 4.2 and Art. 5.3). The person of 
trust must accept the responsibility (but can also 
renounce ex post) and the patient can revoke it at 
any time.

The law also provides that, where ADs/ACP 
are in place without the appointment of an HCP 
or the HCP has renounced the role, an LR (Court 
Appointed Supporter) should be appointed only 
“if needed” (Art. 4.4).

Even in the absence of ADs/ACP, an LR will 
be nominated to take part in healthcare decisions 
on behalf of the ill person, should this protective 
measure be necessary (Art. 404 ff. civil code and 
Art. 3.4 law 219/2017).

Finally, in case of conflict between LR or HCP 
and physicians, the decisions shall be remitted to 
the competent Court.

The international context

The issues faced by Italian lawmakers are simi-
lar to those posed by many other legal systems 
(Table I).

As far as ADs are concerned, it is well known 
that, since the 1990s, many western legal sys-
tems have started to regulate their effectiveness 
and validity. The main aspects regard: 1) the 
methods for ensuring awareness by the patient 
of the consequences; 2) the methods for ensuring 
that the ADs are current; 3) the issue of accessi-
bility of doctors who will be treating the patient.

In some countries there are explicit limits to 
their effectiveness.

First of all, it is worth pointing out that, al-
though the wording may vary, all countries al-
low doctors a certain degree of interpretation that 
might deviate from the ADs, while still respect-
ing patients’ wishes.

Secondly, all the foreign systems examined 
prefer up holding more or less detailed formal re-
quirements to ensure the certainty of ADs. They 
generally need to be in writing and signed (in 
some cases even in the presence of witnesses). 
ADs can be accessed by doctors in most cases by 
filing them in patients’ medical records.

When a patient has not drafted his/her ADs, 
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Table I.—�The table summarizes and compares similarities and differences between certain aspects of regulations on 
informed consent and ADs in France, Spain, Germany, England.

Right to refuse medical treatments 
even if life-sustaining

France, Germany, Spain, England

Legal discipline on informed 
consent

France, Germany, Spain, England

Legal discipline on ADs France, Germany, Spain, England

Legal discipline on ACP In all these countries ACP are commonly used in clinical practice. The level and detail of legislative 
provision and implementation of ACP in clinical practice considerably vary from one country to 
another and has necessarily to be considered together with the national discipline on ADs and its 
many shades.

ADs forms and registration
All of these countries’ legislations 

provide for written ADs, with 
some exceptions concerning 
patients’ health situation. In some 
cases the signature of witnesses or 
the person indicated as healthcare 
proxy is required.

France: written, dated and signed (if the patient is unable to sign, two witnesses certify that the 
written document reflects the patient’s will). ADs filed in the patient’s medical record or kept by the 
attending doctor or a different doctor selected by the patient or, if hospitalized, filed in the medical 
record or kept by the patient him/herself or someone else.

Germany: written. Oral declarations can be taken into account.
Spain: written. Other specific aspects are regulated at a regional level. National database created in 

2007.
England: written and signed, signed by a witness. An “advance decision” is a special type of 

advance statement that represents an actual decision to refuse treatment, albeit at an earlier date. A 
withdrawal ADs (including a partial withdrawal) need not be in writing. An alteration of an advance 
decision need not be in writing.

ADs validity and efficacy
In all of these countries ADs are 

legally binding for physicians. The 
legislation provides for specific 
cases in which ADs lose efficacy 
or may be disregarded by doctors, 
for example when they are not 
compliant with the patient’s 
clinical situation.

France: three-year validity, renewable. ADs are binding for doctors, except for in case of vital 
urgency, limited to the amount of time needed for a complete assessment of the situation, and in 
cases in which they appear manifestly inappropriate or inconsistent with the medical situation.

Germany: The patient’s will, as expressed in the ADs (or presumed), is binding for doctors and for 
the LR or HCP; close relatives and other next of kin of the patient can be heard before taking 
medical decisions. If existing ADs are not applicable to current life or health conditions, the Judicial 
Appointed supporter (Betreuer) or the Health Care Proxy (Bevollmächtigte) must determine the 
presumed will of the patient by discussing it with the attending doctor, based on concrete facts and 
also taking into account the patient’s previous written or oral statements, ethical or religious beliefs 
and other personal values.

Spain: ADs are binding for doctors. ADs that are against the law or the “lexartis” or that are 
inconsistent with the factual circumstances indicated by the patient may not be applied. More 
criteria for validity / efficacy / applicability are specified in regional laws.

England: ADs are legally binding. ADs are not applicable: if the treatment is not specified in the ADs; 
if any circumstances specified in the advance decision are absent; there are reasonable grounds for 
believing that circumstances exist which the patient did not anticipate at the time of the advance 
decision and which would have affected his/her decision had he/she anticipated them. In case of 
doubt, a Court can make a declaration on the validity or applicability of ADs.

HCP/LR
In the legislation of all these 

countries there are general 
provisions for Court-appointed 
LR and specific provisions for a 
HCP. However, the regulations 
concerning their appointment, 
powers and roles vary significantly 
from one country to another.

France: An LR can be appointed by the Court under the Civil Code in order to protect the 
incapacitated patient. The patient may also have signed a “mandat de protection future” under the 
Civil Code.

The patient can, finally, designate a “personne de confiance”. If the patient is incompetent, doctors 
shall consult the personne de confiance or the mandatary. In their absence, a family member or 
relative is consulted. The decision to forgo life-sustaining treatments for a person who is unable to 
express his/her will is, in any case, always taken following a collegial procedure specified by the 
law.

Germany: A Betreuer can be nominated if a health care proxy is absent. When ascertaining the 
patient’s will, the Betreuer or the HCP must discuss decisions with the doctors; close relatives and 
other next of kin of the patient should also be given the opportunity to make a statement. In some 
cases (i.e. when the decision might imply significant damage to the health of the patient or his/her 
death) a declaration by the competent Court is required.

Spain: “In the ADs the person can designate a representante, a representative who can, if necessary, 
serve as an interlocutor with the doctor or the medical team to ensure compliance with the ADs.

When the patient is not able to make decisions or when his/her incapacity has been judicially 
ascertained, consent is given by the designated representative or by the legal representative. If the 
patient lacks a legal representative, the consent is given by persons related to him/her for family or 
de facto reasons.

England: A person (donor) can appoint a donee, by means of a lasting power of attorney. A lasting 
power of attorney is a power of attorney under which the donor confers on the donee authority to 
make decisions on several matters, including his/her personal welfare. If the patient lacks capacity, 
a Court may, by making an order, make a decision on the patient’s behalf, or appoint a person 
(deputy) to make decisions on the patient’s behalf. In any case, the decision must be taken in the 
patient’s best interest.

The table is a summary of the legislations of these countries and offers a basic outline of certain issues, without any claim to being complete, 
but just to give a “glance.”
ICU: Intensive Care Unit; ADs: advance directives; ACP: advance care planning; HCP: health care proxy; LR: legal representative.
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of previously expressed wishes in the event of 
a patient’s incapacity on the full respect of the 
principle of informed consent.

Meeting this need are the legal provisions on 
ADs and ACP, even though the latter was already 
widely in practice in clinical care,61 while the 
HCP represents an innovation from a legal point 
of view, in line with similar innovations intro-
duced in the other countries examined above.

Lastly, forgoing treatments lies at the cross-
roads between the medical obligation to offer 
only appropriate and proportionate treatments 
and the patient’s right to refuse treatments (even 
life-sustaining ones). These principles and rights 
are now widely recognized in many legal sys-
tems.62

In conclusion, applying the principles of the 
new law in the clinical practice of intensive care 
medicine will enable healthcare professionals to 
better respect patients’ dignity. Patients’ dignity 
is not an illusory and abstract concept, but it re-
quires medical doctors to fulfil, case by case, the 
fundamental rights of patients: the right to the 
best available treatments; to the best possible 
quality of life during and after the illness or to 
a peaceful and painless death; to personal integ-
rity; to self-determination.

An examination of the results of the treat-
ments on the patient’s quality of life during and 
after the illness, and/or, conversely, of their limi-
tations according to the criteria of clinical ap-
propriateness and proportionality, will provide 
a way to measure with how much dignity each 
individual patient has been treated.

All of the above means that additional value 
needs to be attributed to doctors’ dignity by tak-
ing on new explicit decision-making responsibil-
ities within a new certain legal framework.

Law 219/2017 has shown doctors the way. It is 
up to them to follow it.

Key messages

•  Law no. 219/2017 is aimed at giving 
legislative shape to the principle of informed 
consent. The new legal framework allows 
doctors and patients to define together the 
extent, limits and criteria for medical treat-

ments in light of the respect of human dig-
nity, self-determination and health care of the 
sick person, in compliance with the constitu-
tional rights, relevant caselaw, and principles 
set out by the Italian Code of Medical Ethics.

•  Legal tools provided by the new law to 
achieve patients’ self-determination are: Ad-
vance Directives; Advance Care Planning; 
Health Care Proxy; Legal representative.

•  In some circumstances, the patient’s 
self-determination might be realized by the 
refusal of medical treatments. This is a right 
of the patient and can be ensured by both 
withholding or withdrawing (i.e. forgoing a 
medical treatment already in place) a medical 
treatment.

•  Even in emergency situations, doctors 
are bound to respect the will expressed by 
patients to refuse medical treatments.

•  Doctors who respect the patients’ refusal 
are not held liable under Civil or Criminal 
Law; on the other side, they have no profes-
sional obligation towards requests of patients 
related to treatments deemed unlawful, or 
conflicting with the code of medical ethics 
and clinical and healthcare best practices.

•  Conscientious objection is not provided 
by this law. So it could not be invoked by 
doctors in this field.

•  The time devoted to doctor-patient com-
munication has to be intended as a time of 
care.

•  The ignorance of the law is not legally 
justifiable. Therefore, the intensivists must 
know how the law 219/2017 has changed the 
doctor-patient relationship.

Th
is

 d
oc

um
en

t i
s 

pr
ot

ec
te

d 
by

 in
te

rn
at

io
na

l c
op

yr
ig

ht
 la

w
s.

 N
o 

ad
di

tio
na

l r
ep

ro
du

ct
io

n 
is

 a
ut

ho
riz

ed
. I

t i
s 

pe
rm

itt
ed

 fo
r p

er
so

na
l u

se
 to

 d
ow

nl
oa

d 
an

d 
sa

ve
 o

nl
y 

on
e 

fil
e 

an
d 

pr
in

t o
nl

y 
on

e 
co

py
 o

f t
hi

s 
Ar

tic
le

. I
t i

s 
no

t p
er

m
itt

ed
 to

 m
ak

e 
ad

di
tio

na
l c

op
ie

s 
(e

ith
er

 s
po

ra
di

ca
lly

 
or

 s
ys

te
m

at
ic

al
ly,

 e
ith

er
 p

rin
te

d 
or

 e
le

ct
ro

ni
c)

 o
f 

th
e 

Ar
tic

le
 f

or
 a

ny
 p

ur
po

se
. 

It 
is

 n
ot

 p
er

m
itt

ed
 t

o 
di

st
rib

ut
e 

th
e 

el
ec

tro
ni

c 
co

py
 o

f 
th

e 
ar

tic
le

 t
hr

ou
gh

 o
nl

in
e 

in
te

rn
et

 a
nd

/o
r 

in
tra

ne
t 

fil
e 

sh
ar

in
g 

sy
st

em
s,

 e
le

ct
ro

ni
c 

m
ai

lin
g 

or
 a

ny
 o

th
er

 m
ea

ns
 w

hi
ch

 m
ay

 a
llo

w
 a

cc
es

s 
to

 th
e 

Ar
tic

le
. T

he
 u

se
 o

f a
ll 

or
 a

ny
 p

ar
t o

f t
he

 A
rti

cl
e 

fo
r 

an
y 

C
om

m
er

ci
al

 U
se

 is
 n

ot
 p

er
m

itt
ed

. T
he

 c
re

at
io

n 
of

 d
er

iv
at

iv
e 

w
or

ks
 fr

om
 th

e 
Ar

tic
le

 is
 n

ot
 p

er
m

itt
ed

. T
he

 p
ro

du
ct

io
n 

of
 r

ep
rin

ts
 fo

r 
pe

rs
on

al
 o

r 
co

m
m

er
ci

al
 u

se
 is

 n
ot

 p
er

m
itt

ed
. I

t i
s 

no
t p

er
m

itt
ed

 to
 r

em
ov

e,
 

co
ve

r, 
 o

ve
rla

y,
 o

bs
cu

re
, 

bl
oc

k,
 o

r 
ch

an
ge

 a
ny

 c
op

yr
ig

ht
 n

ot
ic

es
 o

r 
te

rm
s 

of
 u

se
 w

hi
ch

 t
he

 P
ub

lis
he

r 
m

ay
 p

os
t 

on
 t

he
 A

rti
cl

e.
 I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
fra

m
e 

or
 u

se
 f

ra
m

in
g 

te
ch

ni
qu

es
 t

o 
en

cl
os

e 
an

y 
tra

de
m

ar
k,

 lo
go

, 
or

 o
th

er
 p

ro
pr

ie
ta

ry
 in

fo
rm

at
io

n 
of

 t
he

 P
ub

lis
he

r.



GRISTINA 	I NFORMED CONSENT IN INTENSE CARE UNITS

410	 Minerva Anestesiologica	A pril 2019 

20.  Perkins HS. Controlling death: the false promise of ad-
vance directives. Ann Intern Med 2007;147:51–7. 
21.  Teno JM, Gruneir A, Schwartz Z, Nanda A, Wetle T. As-
sociation between advance directives and quality of end-of-
life care: a national study. J Am Geriatr Soc 2007;55:189–94. 
22.  Silveira MJ, Kim SY, Langa KM. Advance directives and 
outcomes of surrogate decision making before death. N Engl 
J Med 2010;362:1211–8. 
23.  Wendler D, Rid A. Systematic review: the effect on sur-
rogates of making treatment decisions for others. Ann Intern 
Med 2011;154:336–46. 
24.  Hickman SE, Hammes BJ, Moss AH, Tolle SW. Hope for 
the future: achieving the original intent of advance directives. 
Hastings Cent Rep 2005;(Spec No):S26–30. 
25.  Qureshi AI, Chaudhry SA, Connelly B, Abott E, Janjua 
T, Kim SH, et al. Impact of advanced healthcare directives 
on treatment decisions by physicians in patients with acute 
stroke. Crit Care Med 2013;41:1468–75. 
26.  Hinders D. Advance directives: limitations to completion. 
Am J Hosp Palliat Care 2012;29:286–9. 
27.  Fagerlin A, Schneider CE. Enough. The failure of the liv-
ing will. Hastings Cent Rep 2004;34:30–42. 
28.  Degenholtz HB, Rhee Y, Arnold RM. Brief communica-
tion: the relationship between having a living will and dying 
in place. Ann Intern Med 2004;141:113–7. 
29.  White DB, Arnold RM. The evolution of advance direc-
tives. JAMA 2011;306:1485–6. 
30.  Solarino B, Bruno F, Frati G, Dell’erba A, Frati P. A na-
tional survey of Italian physicians’ attitudes towards end-of-
life decisions following the death of Eluana Englaro. Inten-
sive Care Med 2011;37:542–9. 
31.  Van den Block L, Onwuteaka-Philipsen B, Meeus-
sen K, Donker G, Giusti F, Miccinesi G, et al. Nationwide 
continuous monitoring of end-of-life care via representative 
networks of general practitioners in Europe. BMC Fam Pract 
2013;14:73–84. 
32.  Giacomini M, Cook D, DeJean D, Shaw R, Gedge E. De-
cision tools for life support: a review and policy analysis. Crit 
Care Med 2006;34:864–70. 
33.  Sprung CL, Paruk F, Kissoon N, Hartog CS, Lipman 
J, Du B, et al. The Durban World Congress Ethics Round 
Table Conference Report: I. Differences between withhold-
ing and withdrawing life-sustaining treatments. J Crit Care 
2014;29:890–5. 
34.  Mark NM, Rayner SG, Lee NJ, Curtis JR. Global vari-
ability in withholding and withdrawal of life-sustaining treat-
ment in the intensive care unit: a systematic review. Intensive 
Care Med 2015;41:1572–85. 
35.  Giannini A, Pessina A, Tacchi EM. End-of-life decisions 
in intensive care units: attitudes of physicians in an Italian 
urban setting. Intensive Care Med 2003;29:1902–10. 
36.  Lobo SM, De Simoni FH, Jakob SM, Estella A, Vadi S, 
Bluethgen A, et al.; ICON investigators. Decision-Making 
on Withholding or Withdrawing Life Support in the ICU: A 
Worldwide Perspective. Chest 2017;152:321–9. 
37.  Gristina GR, Baroncelli F, Vergano M. Forgoing life-sus-
taining treatments in the ICU. To withhold or to withdraw: is 
that the question? Minerva Anestesiol 2018;84:756–65. 
38.  Curtis JR, Tonelli MR. Palliative care in the ICU and the 
role for physician-assisted dying-or lack thereof. Crit Care 
Med 2017;45:356–7. 
39.  Beard JR, Officer A, de Carvalho IA, Sadana R, Pot AM, 
Michel JP, et al. The World report on ageing and health: a 

tensive care units: the ETHICUS Study. Intensive Care Med 
2008;34:271–7. 
4.  Bertolini G, Boffelli S, Malacarne P, Peta M, Marchesi M, 
Barbisan C, et al. End-of-life decision-making and quality of 
ICU performance: an observational study in 84 Italian units. 
Intensive Care Med 2010;36:1495–504. 
5.  Camhi SL, Mercado AF, Morrison RS, Du Q, Platt DM, 
August GI, et al. Deciding in the dark: advance directives and 
continuation of treatment in chronic critical illness. Crit Care 
Med 2009;37:919–25. 
6.  Godfrey G, Pilcher D, Hilton A, Bailey M, Hodgson CL, 
Bellomo R. Treatment limitations at admission to intensive 
care units in Australia and New Zealand: prevalence, out-
comes, and resource use. Crit Care Med 2012;40:2082–9. 
7.  Heyland D, Cook D, Bagshaw SM, Garland A, Stelfox 
HT, Mehta S, et al.; Canadian Critical Care Trials Group; 
Canadian Researchers at the End of Life Network. The very 
elderly admitted to ICU: a quality finish? Crit Care Med 
2015;43:1352–60. 
8.  Sprung CL, Cohen SL, Sjokvist P, Baras M, Bulow HH, 
Hovilehto S, et al.; Ethicus Study Group. End-of-life practices 
in European intensive care units: the Ethicus Study. JAMA 
2003;290:790–7. 
9.  Bülow HH, Sprung CL, Baras M, Carmel S, Svantesson 
M, Benbenishty J, et al. Are religion and religiosity important 
to end-of-life decisions and patient autonomy in the ICU? The 
Ethicatt study. Intensive Care Med 2012;38:1126–33. 
10.  Gristina GR, Piccinni M. Informed consent in Italian In-
tensive Care Units: a moral tenet or just a formal legal require-
ment? Minerva Anestesiol 2013;79:708–10.
11.  Kellum JA, White DB. Ethics in the intensive care unit: 
informed consent; 2018 [Internet]. Available from: http://bit.
ly/2FQR4Xs [cited 2018, Mar 31].
12.  Winzelberg GS, Hanson LC, Tulsky JA. Beyond au-
tonomy: diversifying end-of-life decision-making ap-
proaches to serve patients and families. J Am Geriatr Soc 
2005;53:1046–50. 
13.  Drazen JM, Desai NR, Green P. Fighting on. N Engl J 
Med 2009;360:444–5. 
14.  Philippart F, Vesin A, Bruel C, Kpodji A, Durand-Gasse-
lin B, Garçon P, et al. The ETHICA study (part I): elderly’s 
thoughts about intensive care unit admission for life-sustain-
ing treatments. Intensive Care Med 2013;39:1565–73. 
15.  Garrouste-Orgeas M, Tabah A, Vesin A, Philippart F, 
Kpodji A, Bruel C, et al. The ETHICA study (part II): simula-
tion study of determinants and variability of ICU physician 
decisions in patients aged 80 or over. Intensive Care Med 
2013;39:1574–83. 
16.  Legge 22 dicembre 2017, n. 219 – Norme in materia di 
consenso informato e di disposizioni anticipate di trattamento. 
(18G00006) (GU Serie Generale n.12 del 16-01-2018) note: 
Entrata in vigore del provvedimento: 31/01/2018; [Internet]. 
Available from: http://bit.ly/2ED71Qp [cited 2018, Mar 1].
17.  Curtis JR, White DB. Practical guidance for evidence-
based ICU family conferences. Chest 2008;134:835–43. 
18.  Halpern SD, Loewenstein G, Volpp KG, Cooney E, Vra-
nas K, Quill CM, et al. Default options in advance directives 
influence how patients set goals for end-of-life care. Health 
Aff (Millwood) 2013;32:408–17. 
19.  Sprung CL, Truog RD, Curtis JR, Joynt GM, Baras M, 
Michalsen A, et al. Seeking worldwide professional con-
sensus on the principles of end-of-life care for the critically 
ill. The Consensus for Worldwide End-of-Life Practice for 
Patients in Intensive Care Units (WELPICUS) study. Am J 
Respir Crit Care Med 2014;190:855–66. 

Th
is

 d
oc

um
en

t i
s 

pr
ot

ec
te

d 
by

 in
te

rn
at

io
na

l c
op

yr
ig

ht
 la

w
s.

 N
o 

ad
di

tio
na

l r
ep

ro
du

ct
io

n 
is

 a
ut

ho
riz

ed
. I

t i
s 

pe
rm

itt
ed

 fo
r p

er
so

na
l u

se
 to

 d
ow

nl
oa

d 
an

d 
sa

ve
 o

nl
y 

on
e 

fil
e 

an
d 

pr
in

t o
nl

y 
on

e 
co

py
 o

f t
hi

s 
Ar

tic
le

. I
t i

s 
no

t p
er

m
itt

ed
 to

 m
ak

e 
ad

di
tio

na
l c

op
ie

s 
(e

ith
er

 s
po

ra
di

ca
lly

 
or

 s
ys

te
m

at
ic

al
ly,

 e
ith

er
 p

rin
te

d 
or

 e
le

ct
ro

ni
c)

 o
f 

th
e 

Ar
tic

le
 f

or
 a

ny
 p

ur
po

se
. 

It 
is

 n
ot

 p
er

m
itt

ed
 t

o 
di

st
rib

ut
e 

th
e 

el
ec

tro
ni

c 
co

py
 o

f 
th

e 
ar

tic
le

 t
hr

ou
gh

 o
nl

in
e 

in
te

rn
et

 a
nd

/o
r 

in
tra

ne
t 

fil
e 

sh
ar

in
g 

sy
st

em
s,

 e
le

ct
ro

ni
c 

m
ai

lin
g 

or
 a

ny
 o

th
er

 m
ea

ns
 w

hi
ch

 m
ay

 a
llo

w
 a

cc
es

s 
to

 th
e 

Ar
tic

le
. T

he
 u

se
 o

f a
ll 

or
 a

ny
 p

ar
t o

f t
he

 A
rti

cl
e 

fo
r 

an
y 

C
om

m
er

ci
al

 U
se

 is
 n

ot
 p

er
m

itt
ed

. T
he

 c
re

at
io

n 
of

 d
er

iv
at

iv
e 

w
or

ks
 fr

om
 th

e 
Ar

tic
le

 is
 n

ot
 p

er
m

itt
ed

. T
he

 p
ro

du
ct

io
n 

of
 r

ep
rin

ts
 fo

r 
pe

rs
on

al
 o

r 
co

m
m

er
ci

al
 u

se
 is

 n
ot

 p
er

m
itt

ed
. I

t i
s 

no
t p

er
m

itt
ed

 to
 r

em
ov

e,
 

co
ve

r, 
 o

ve
rla

y,
 o

bs
cu

re
, 

bl
oc

k,
 o

r 
ch

an
ge

 a
ny

 c
op

yr
ig

ht
 n

ot
ic

es
 o

r 
te

rm
s 

of
 u

se
 w

hi
ch

 t
he

 P
ub

lis
he

r 
m

ay
 p

os
t 

on
 t

he
 A

rti
cl

e.
 I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
fra

m
e 

or
 u

se
 f

ra
m

in
g 

te
ch

ni
qu

es
 t

o 
en

cl
os

e 
an

y 
tra

de
m

ar
k,

 lo
go

, 
or

 o
th

er
 p

ro
pr

ie
ta

ry
 in

fo
rm

at
io

n 
of

 t
he

 P
ub

lis
he

r.



INFORMED CONSENT IN INTENSE CARE UNITS	GRISTI NA

Vol. 85 - No. 4	 Minerva Anestesiologica	 411

ern European Countries: A Legal and Ethical Comparison 
between Spain, France, England, and Germany. Eur J Health 
Law 2015;22:321–45. 
54.  Kuniavsky M, Ganz FD, Linton DM, Sviri S. The legal 
guardians’ dilemma: decision making associated with in-
vasive non-life-saving procedures. Isr J Health Policy Res 
2012;1:36–44. 
55.  Pochard F, Azoulay E, Chevret S, Lemaire F, Hubert P, 
Canoui P, et al.; French FAMIREA Group. Symptoms of anxi-
ety and depression in family members of intensive care unit 
patients: ethical hypothesis regarding decision-making capac-
ity. Crit Care Med 2001;29:1893–7. 
56.  Jones C, Skirrow P, Griffiths RD, Humphris G, Ingleby 
S, Eddleston J, et al. Post-traumatic stress disorder-related 
symptoms in relatives of patients following intensive care. 
Intensive Care Med 2004;30:456–60. 
57.  Azoulay E, Pochard F, Chevret S, Arich C, Brivet F, Brun 
F, et al.; French Famirea Group. Family participation in care 
to the critically ill: opinions of families and staff. Intensive 
Care Med 2003;29:1498–504. 
58.  Azoulay E, Pochard F, Chevret S, Adrie C, Annane D, 
Bleichner G, et al.; FAMIREA Study Group. Half the family 
members of intensive care unit patients do not want to share 
in the decision-making process: a study in 78 French intensive 
care units. Crit Care Med 2004;32:1832–8. 
59.  Kuniavsky M, van Heerden PV, Kadmon I, Dekeyser 
Ganz F, Linton DM, Sviri S. Attitudes of legal guardians 
in the ICU - a qualitative report. Intensive Crit Care Nurs 
2014;30:86–92. 
60.  Boyd EA, Lo B, Evans LR, Malvar G, Apatira L, Luce 
JM, et al. “It’s not just what the doctor tells me:” factors that 
influence surrogate decision-makers’ perceptions of progno-
sis. Crit Care Med 2010;38:1270–5. 
61.  Gristina GR, Orsi L, Carlucci A, Causarano IR, For-
mica M, Romanò M, et al. Parte I. Il percorso clinico e as-
sistenziale nelle insufficienze croniche d’organo “end-stage”. 
Documento di consenso per una pianificazione condivisa 
delle scelte di cura; 2014 [Internet]. Available at www.re-
centiprogressi.it/r.php?v=1398&a=15554&l=22576&f=alleg
ati/01398_2014_01/fulltext/09-24%20Parte%201.pdf [cited 
2018, Apr 10].
62.  Council of Europe. Guide on the decision-making pro-
cess regarding medical treatment in end-of-life situations. 
Strasbourg; 2014 [Internet]. Available from: https://bit.
ly/2yaR5WK [cited 2018, Apr 1].

policy framework for healthy ageing. Lancet 2016;387: 
2145–54. 
40.  British Medical Association End-of-life decisions. BMA; 
2007 [Internet]. Available from: www.bma.org.uk [cited 
2018, Mar 1].
41.  Gillick MR. Advance care planning. N Engl J Med 
2004;350:7–8. 
42.  American Medical Association. Opinion 2.225: optimal 
use of orders-not-to-intervene and advance directives; 1998 
[Internet]. Available from: http://bit.ly/2IrGZC3 [cited 2018, 
Mar 1].
43.  Australian Medical Association. AMA backs advance 
care planning by patients; 2006 [Internet]. Available from: 
www.ama. com.au/print/2429 [cited 2018, Mar 1].
44.  Auriemma CL, Nguyen CA, Bronheim R, Kent S, Na-
diger S, Pardo D, et al. Stability of end-of-life preferences: 
a systematic review of the evidence. JAMA Intern Med 
2014;174:1085–92. 
45.  Singer PA, Robertson G, Roy DJ. Bioethics for clinicians: 
6. Advance care planning. CMAJ 1996;155:1689–92.
46.  Sudore RL, Fried TR. Redefining the “planning” in ad-
vance care planning: preparing for end-of-life decision mak-
ing. Ann Intern Med 2010;153:256–61. 
47.  Romer AL, Hammes BJ. Communication, trust, and mak-
ing choices: advance care planning four years on. J Palliat 
Med 2004;7:335–40. 
48.  Briggs L. Shifting the focus of advance care planning: 
using an in-depth interview to build and strengthen relation-
ships. J Palliat Med 2004;7:341–9. 
49.  Azoulay E, Pochard F, Kentish-Barnes N, Chevret S, 
Aboab J, Adrie C, et al.; FAMIREA Study Group. Risk of 
post-traumatic stress symptoms in family members of in-
tensive care unit patients. Am J Respir Crit Care Med 
2005;171:987–94. 
50.  Wright AA, Zhang B, Ray A, Mack JW, Trice E, Balboni 
T, et al. Associations between end-of-life discussions, patient 
mental health, medical care near death, and caregiver bereave-
ment adjustment. JAMA 2008;300:1665–73. 
51.  Brinkman-Stoppelenburg A, Rietjens JA, van der Heide 
A. The effects of advance care planning on end-of-life care: a 
systematic review. Palliat Med 2014;28:1000–25. 
52.  Simón P. Use of advance care planning – a European per-
spective. BMJ Support Palliat Care 2011;1:75–6. 
53.  Veshi D, Neitzke G. Advance Directives in Some West-

Conflicts of interest.—The authors certify that there is no conflict of interest with any financial organization regarding the material 
discussed in the manuscript.
Comment in: Cinnella G, Lo Presti C. Perspectives concerning the law on Advance Directives and Advance Care Planning and their ef-
fects on end-of-life care in Italian Intensive Care Units. Minerva Anestesiol 2019;85:338-41. DOI: 10.23736/S0375-9393.19.13540-7)
Article first published online: November 21, 2018. - Manuscript accepted: November 5, 2018. - Manuscript revised: September 17, 
2018. - Manuscript received: July 14, 2018.
For supplementary materials, please see the HTML version of this article at www.minervamedica.it

Th
is

 d
oc

um
en

t i
s 

pr
ot

ec
te

d 
by

 in
te

rn
at

io
na

l c
op

yr
ig

ht
 la

w
s.

 N
o 

ad
di

tio
na

l r
ep

ro
du

ct
io

n 
is

 a
ut

ho
riz

ed
. I

t i
s 

pe
rm

itt
ed

 fo
r p

er
so

na
l u

se
 to

 d
ow

nl
oa

d 
an

d 
sa

ve
 o

nl
y 

on
e 

fil
e 

an
d 

pr
in

t o
nl

y 
on

e 
co

py
 o

f t
hi

s 
Ar

tic
le

. I
t i

s 
no

t p
er

m
itt

ed
 to

 m
ak

e 
ad

di
tio

na
l c

op
ie

s 
(e

ith
er

 s
po

ra
di

ca
lly

 
or

 s
ys

te
m

at
ic

al
ly,

 e
ith

er
 p

rin
te

d 
or

 e
le

ct
ro

ni
c)

 o
f 

th
e 

Ar
tic

le
 f

or
 a

ny
 p

ur
po

se
. 

It 
is

 n
ot

 p
er

m
itt

ed
 t

o 
di

st
rib

ut
e 

th
e 

el
ec

tro
ni

c 
co

py
 o

f 
th

e 
ar

tic
le

 t
hr

ou
gh

 o
nl

in
e 

in
te

rn
et

 a
nd

/o
r 

in
tra

ne
t 

fil
e 

sh
ar

in
g 

sy
st

em
s,

 e
le

ct
ro

ni
c 

m
ai

lin
g 

or
 a

ny
 o

th
er

 m
ea

ns
 w

hi
ch

 m
ay

 a
llo

w
 a

cc
es

s 
to

 th
e 

Ar
tic

le
. T

he
 u

se
 o

f a
ll 

or
 a

ny
 p

ar
t o

f t
he

 A
rti

cl
e 

fo
r 

an
y 

C
om

m
er

ci
al

 U
se

 is
 n

ot
 p

er
m

itt
ed

. T
he

 c
re

at
io

n 
of

 d
er

iv
at

iv
e 

w
or

ks
 fr

om
 th

e 
Ar

tic
le

 is
 n

ot
 p

er
m

itt
ed

. T
he

 p
ro

du
ct

io
n 

of
 r

ep
rin

ts
 fo

r 
pe

rs
on

al
 o

r 
co

m
m

er
ci

al
 u

se
 is

 n
ot

 p
er

m
itt

ed
. I

t i
s 

no
t p

er
m

itt
ed

 to
 r

em
ov

e,
 

co
ve

r, 
 o

ve
rla

y,
 o

bs
cu

re
, 

bl
oc

k,
 o

r 
ch

an
ge

 a
ny

 c
op

yr
ig

ht
 n

ot
ic

es
 o

r 
te

rm
s 

of
 u

se
 w

hi
ch

 t
he

 P
ub

lis
he

r 
m

ay
 p

os
t 

on
 t

he
 A

rti
cl

e.
 I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
fra

m
e 

or
 u

se
 f

ra
m

in
g 

te
ch

ni
qu

es
 t

o 
en

cl
os

e 
an

y 
tra

de
m

ar
k,

 lo
go

, 
or

 o
th

er
 p

ro
pr

ie
ta

ry
 in

fo
rm

at
io

n 
of

 t
he

 P
ub

lis
he

r.




