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Abstract Objective: To determine
the influence of religious affiliation
and culture on end-of-life decisions in
European intensive care units (ICUs).
Design and setting: A prospective,
observational study of European
ICUs was performed on consecu-
tive patients with any limitation of
therapy. Prospectively defined end-
of-life practices in 37 ICUs in 17
European countries studied from 1
January 1999 to 30 June 2000 were
compared for frequencies, patterns,
timing, and communication by re-
ligious affiliation of physicians and
patients and regions. Results: Of the

31,417 patients 3,086 had limitations.
Withholding occurred more often than
withdrawing if the physician was Jew-
ish (81%), Greek Orthodox (78%),
or Moslem (63%). Withdrawing
occurred more often for physicians
who were Catholic (53%), Protestant
(49%), or had no religious affiliation
(47%). End-of-life decisions differed
for physicians between regions and
who had any religious affiliation vs.
no religious affiliation in all three
geographical regions. Median time
from ICU admission to first limitation
of therapy was 3.2 days but varied
by religious affiliation; from 1.6 days
for Protestant to 7.6 days for Greek
Orthodox physicians. Median times
from limitations to death also varied
by physician’s religious affiliation.
Decisions were discussed with the
families more often if the physician
was Protestant (80%), Catholic (70%),
had no religious affiliation (66%) or
was Jewish (63%). Conclusions:
Significant differences associated
with religious affiliation and culture
were observed for the type of end
of life decision, the times to therapy
limitation and death, and discussion
of decisions with patient families.

Keywords Religious affiliation · Reli-
gion · Culture · End of life decisions ·
Intensive care units · Ethics
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Introduction
As each religion has its own rituals and beliefs at the end-
of-life (EOL), EOL decisions vary with the physician’s re-
ligious affiliation [1, 2] but other factors including country
and geographical region [1, 3–11], culture [12, 13], and the
physician’s personal characteristics [3, 14] account for the
wide variation in EOL care. The impact of such parame-
ters on physician practice is most striking in studies of ac-
culturation, showing that physicians’ attitudes and actions
are altered by exposure to a different culture [12, 13]. An
understanding of the factors that affect EOL decisions in
intensive care units (ICUs) throughout the world, however,
remains elusive [3, 15].

Clarification of the role of religious affiliation, reli-
giosity, tradition and culture [3, 9, 14, 15] can lead to
improved physician-patient communication. European
physicians tend to be more paternalistic than their North
American colleagues [1, 3, 4, 16, 17]. In North America
and Europe physicians are often unaware of their patients’
wishes [9], or the treatment differs from what patients
desire [8, 18]. In particular, physicians are not sufficiently
aware of the role played by religion in their patients’
preferences at the EOL. “Being at peace with God”
and praying were considered more important by dying
patients than physicians and “being at peace with God”
and pain control were nearly identical in importance for
patients [19].

The present report is the first prospective observa-
tional study evaluating religious affiliation and culture as
factors in actual adult EOL practices in European ICUs;
previously, religious influence has been evaluated only in
questionnaires with hypothetical situations [1, 5, 6, 20].
This study [21] supplements the previous Ethicus
report [3], which only briefly evaluated religious affili-
ation.

Table 2 Withholding (WH) or withdrawing (WD) life-sustaining treatments or active shortening of the dying process (SDP) based on
physician and patient religious affiliation

Catholic Protestant None Jewish Greek Orthodox Moslem Unknown, other Total
n % n % n % n % n % n % n % n %

Physician
WH* 450 41 380 49 338 51 251 81 131 78 15 63 29 60 1,594 52
WD* 583 53 379 49 313 47 58 19 37 22 9 37 19 40 1,398 45
SDP* 65 6 11 1 18 2 – – – – – – – – 94 3
Total 1,098 36 770 25 669 22 309 10 168 6 24 1 48 2 3,086 –

Patient
WH* 404 44 315 42 62 60 182 92 133 78 42 60 456 51 1,594 52
WD* 449 49 430 57 39 38 15 8 38 22 27 39 400 46 1,398 45
SDP* 57 6 7 1 3 3 – – – – 1 1 26 3 94 3
Total 910 29 752 24 104 3 197 6 171 6 70 2 882 29 3,086 –

* p < 0.001 physician vs. patient

Methods

Study population

All consecutive adult patients admitted to the ICUs of
participating centers who died or had any limitation of
life-saving interventions in the ICU between 1 January
1999 and 30 June 2000 were studied prospectively. During
the study 31,417 patients were admitted to ICUs in 37
centers located in 17 countries [3]. Of these patients 4,248
died or had limitations of life-sustaining treatments, and
the 3,086 with EOL decisions [excluding patients with
brain death and failed cardiopulmonary resuscitation
(CPR)] comprised the study population. Patient character-
istics are shown in Table 1, and Table 2 summarizes the
religious affiliation of physicians and patients. Patients
were followed until ICU discharge or death.

Table 1 Study population are the patients who had limitations of
care, not the physicians (n = 3,086)

Age, mean ± SD (years; range) 66 ± 15 (13–98)
Gender a

Male 1,837 (60%)
Female 1,247 (40%)

ICU admission disorders
Respiratory 762 (25%)
Cardiovascular 507 (17%)
Neurological 425 (14%)
Gastrointestinal 480 (16%)
Surgery 286 (9%)
Sepsis 333 (11%)
Trauma 124 (4%)
Metabolic 94 (3%)
Hematological 28 (1%)
Multiple organ system failure 21 (1%)
Other 26 (1%)

Outcome
Lived 190 (6%)
Died 2,896 (94%)

a Information on two patients missing (n = 3,084)
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Definitions

EOL categories were defined prospectively as CPR,
brain death, withholding life-sustaining treatment (WH),
withdrawing life-sustaining treatment (WD), and active
shortening of the dying process (SDP) as previously
reported [3]. Active SDP was defined as a circumstance in
which someone performed an act with the specific intent
of shortening the dying process. Culture was defined as the
habits of a given people and evaluated by the geographical
region.

Ethical and legal considerations

No interventions or treatments were given, withheld,
or withdrawn from patients as part of this observational
study. Countries and centers were coded and study patients
were numbered consecutively to ensure anonymity and
confidentiality and to allow clinicians to report practices
of questionable legality. Individual institutional ethics
committee approval with a waiver of informed con-
sent was required and obtained from each participating
institution.

Study centers and data collection

Study data included patient and institutional character-
istics. Patient characteristics were gender, age, religious
affiliation, ICU admission diagnosis, chronic disorders,
type of EOL category, and dates and times of ICU admis-
sion, death or discharge and decisions to limit therapy.
Institutional data included country, hospital mortality
rate, physician religion, practice (academic, nonaca-
demic) and turnover [mean number of ICU admissions
per month: small (up to 30), intermediate (31–60), or
large (> 61)]. As physicians were anonymous, the same
physician could make a decision for more than one patient.
Physician numbers are for the number of patients that
physicians of that religious affiliation made decisions.
Countries were divided into three geographic regions
prior to data analysis: Northern (Denmark, Finland,
Ireland, The Netherlands, Sweden, and United Kingdom),
Central (Austria, Belgium, Czech Republic, Germany, and
Switzerland), and Southern (Greece, Israel, Italy, Portugal,
Spain, and Turkey) [3].

Statistical analyses

Associations of categorical variables with religious affili-
ation were tested by the χ2 test. Time from ICU admission
to first limitation of therapy and time from first limitation
of therapy to death showed a marked asymmetry. There-
fore the nonparametric Kruskal–Wallis analysis of vari-

ance was applied for comparisons of those “times to” be-
tween the religious affiliations. A multiple logistic regres-
sion was used to examine and test the associations of the
odds for treatment limitations of withdrawing (including
SDP) vs. withholding therapies with the factors age, gen-
der, diagnosis, chronic disorder, ICU length of stay, reli-
gious affiliation, practice and turnover. Collinearity of reli-
gious affiliation and region prevented the inclusion of both
variables in the model. Differences at the level of p < 0.05
were considered statistically significant; all p-values re-
ported are two-tailed.

Fig. 1 End-of-life decisions for physicians with religious affili-
ations and those physicians with no religious affiliation by region;
p < 0.001 in Northern, Central, and Southern regions
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Results

EOL decisions varied greatly depending on the physician’s
religious affiliation (Fig. 1). Life-sustaining treatment was
withheld more often than withdrawn if the physician
was Jewish, Greek Orthodox, or Moslem; if physicians
had no religious affiliation or were Protestant the ratio
of WH/WD was about 1 (Table 2). Catholic physicians
withdrew more often than they withheld treatment. SDP
occurred only if the physician was Catholic, Protes-
tant or had no religious affiliation (Table 2), p < 0.001.
Ventilators were withdrawn less frequently for Jewish,
Moslem, and Greek Orthodox physicians (15/761, 2%)
than for physicians of other or no religious affiliation
(308/3,420, 9%, p < 0.001). As indicated in Table 2, the
distribution of EOL practices associated with patients’
religious affiliations was similar to practices associated
with physicians’ religious affiliation. The prevalence of
CPR or limitations was similar in the North and Central
regions regardless of whether the religious affiliation of
the physician and the patient were the same. In the South,
however, there was more CPR (53%) and fewer limitations
(47%) if the religious affiliation of the physician and the
patient were different than the same (29% and 71%,
respectively, p < 0.001). An assessment of differences
between regions by religious affiliation could be made
only for Catholic, Protestant, and Jewish physicians as
other religious affiliations were confined to a single region.
No noticeable differences were found for Catholics and
Protestants. Withdrawing was performed more often by
Jewish physicians in the Northern (36%) than the Southern
(6%) region. Physician religious affiliations by region are
demonstrated in Table 3.

To evaluate the contributions and different affects of
both religious affiliation and culture to EOL decisions,
decisions were studied in each region for those physicians
with religious affiliations or none. Figure 1 demonstrates
that cultural factors are important with differences in

Table 4 Length of time (days) from ICU admission to first limitation of therapy according to religious affiliation of physician and patient
(Med median, IQR interquartile range)

Catholic Protestant None Jewish Greek Orthodox Moslem Total p
Med IQR Med IQR Med IQR Med IQR Med IQR Med IQR Med IQR

Physician 4.3 11.5 1.6 5.2 2.4 8.2 3.8 12.5 7.6 13.9 4.1 6.9 3.2 9.6 < 0.001
Patient 4.8 11.7 1.6 4.7 2.6 13.4 4.3 12.3 7.1 13.6 3.7 8.5 3.4 9.8 < 0.001

Table 5 Length of time (days) from first limitation of therapy to death according to religious affiliation of physician (Med median, IQR
interquartile range)

Catholic Protestant None Jewish Greek Orthodox Moslem Total p
Med IQR Med IQR Med IQR Med IQR Med IQR Med IQR Med IQR

Withholding 0.7 2.7 0.7 3.5 1.0 3.5 0.3 1.8 0.6 1.8 0.8 3.6 0.7 3.0 < 0.001
Withdrawing 0.4 1.4 0.4 1.3 1.0 2.2 2.0 4.9 1.5 39.3 1.1 2.8 0.6 1.7 < 0.001

Table 3 Physician religious affiliation by region

Northern Central Southern Total
n % n % n % n %

Catholic 216 17 470 52 412 47 1,098 36
Protestant 633 49 137 15 – – 770 25
None 314 24 288 32 67 8 669 22
Jewish 109 8 – – 200 23 309 10
Greek
Orthodox 1 0 – – 167 19 168 5
Moslem 3 0 2 0 19 2 24 0
Unknown,
other 27 2 3 0 18 2 48 1
Total 1,303 100 900 100 883 100 3,086 100

the totals for CPR, withholding or withdrawing/SDP in
the three regions. Despite these differences there are
also differences within the regions associated with the
presence or absence of religious affiliation. Median time
from admission to ICU to first limitation of therapy
varied by physician religious affiliation. It ranged from
a median of 1.6 days when the physician was Protestant
to a median of 7.6 days when the physician was Greek
Orthodox (p < 0.001; Table 4). The time from admission
to first limitation was similar for patient and physician
religious affiliations. Median time from withholding
therapy to death ranged from a median of 0.3 d when
the physician was Jewish to 1.0 d when the physician
had no religious affiliation (p < 0.001; Table 5). Median
time from withdrawing therapy to death ranged from
a median of 0.4 d when the physician was Protestant
to 2.0 d when the physician was Jewish (p < 0.001;
Table 5).

Of the 3,086 patients only 6% were mentally compe-
tent at the time of EOL decisions. Information about the
patient’s wishes was available for only 808 (26%) patients.
Information was obtained more often when the physician
was Protestant 244 (32%), had no religious affiliation 217
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(32%), was Greek Orthodox 50 (30%) or Jewish 86 (28%)
than if the physician were Catholic 198 (18%) or Moslem 2
(8%, p < 0.001). Of the 3,086 decisions to limit therapy in
the case of 2,107 (68%) patients the decision was discussed
with the patient’s family. Discussions took place more of-
ten if the physician was Protestant 617 (80%), Catholic
768 (70%), had no religious affiliation 441 (66%) or was
Jewish 195 (63%) than if he/she was Greek Orthodox 55
(33%), or Moslem 6 (25%, p < 0.001; Fig. 2).

Discussions by ICU physicians occurred with the pri-
mary care physicians 62% of the time and with ICU nurses
78% of the time. These discussions occurred more often
if the ICU physician was Moslem, Protestant, Jewish or
had no religious affiliation and less if they were Catholic
or Greek Orthodox (p < 0.0001; Fig. 2). Among 979 pa-
tients for whom the EOL decision was not discussed with

n OR 95% CI p

Age 2,994 0.997 0.992–1.003 0.34
Days in ICU 2,994 1.005 1.000–1.009 0.0497
Gender

Male 1,781 1 –
Female 1,213 0.89 0.76–1.04 0.15

Physician’s religious affiliation
None 654 1 –
Catholic 1,083 1.34 1.09–1.64 0.005
Protestant 768 0.92 0.74–1.15 0.45
Islam 21 0.66 0.27–1.62 0.37
Jewish 301 0.21 0.15–0.29 < 0.0001
Greek Orthodox 167 0.23 0.15–0.35 < 0.0001

Turnover
Large 1,409 1 –
Intermediate 1,189 1.11 0.93–1.33 0.26
Small 396 0.70 0.55–0.88 0.003

Practice
Nonacademic 454 1 –
Academic 2,540 0.81 0.65–1.01 0.06

Acute diagnosis
Surgery 280 1
Neurological 415 1.20 0.86–1.66 0.28
Respiratory 738 0.75 0.56–1.02 0.07
Cardiovascular 497 0.93 0.68–1.27 0.63
Gastrointestinal 472 0.76 0.55–1.05 0.09
Metabolic 92 1.51 0.90–2.52 0.12
Trauma 119 1.05 0.65–1.69 0.86
Sepsis 328 0.78 0.55–1.11 0.16
Other 53 1.22 0.64–2.32 0.55

Chronic disorder
None 462 1
Cancer 429 1.16 0.87–1.55 0.31
AIDS/HIV 31 1.24 0.57–2.73 0.59
Cerebrovascular accident 112 0.79 0.51–1.23 0.30
Hepatic failure 47 1.20 0.64–2.25 0.58
Congestive heart failure 205 1.002 0.70–1.43 0.99
Chronic obstructive pulmonary disease 334 0.78 0.58–1.07 0.13
Cardiovascular 654 0.96 0.73–1.25 0.74
Neurological, cognitive, muscular 129 1.13 0.75–1.71 0.55
Pulmonary 104 0.76 0.48–1.20 0.23
Kidney, urinary system 57 0.73 0.41–1.31 0.29
Digestive system 126 1.44 0.94–2.22 0.10
Immunological system 24 1.15 0.48–2.76 0.76
Miscellaneous 280 1.14 0.84–1.57 0.40

Table 6 Multivariate analysis of
withdrawing vs. withholding
therapy; outcome = withdrawing
(including active shortening of
the dying process) vs.
withholding—odds of
withdrawing (OR odds ratio, CI
confidence interval)

the family the reasons were stated in 915 cases (93%);
in 405 cases (41%) because the patient was unresponsive
to maximum therapy, for 230 (24%) patients, the family
would not understand, and for 280 (29%) the family was
unavailable. There were differences in the reasons for lack
of discussions by religious affiliation. “Lack of patient re-
sponsiveness to therapy” was more commonly cited if the
physician was Greek Orthodox (76%), Moslem (56%), or
Catholic (47%), and less commonly if the physician was
Jewish (42%), Protestant (31%), or had no religious affili-
ation (30%).

Multivariate analyses revealed more withdrawing (in-
cluding SDP) than withholding therapies as days in ICU
increased and for Catholic physicians and less withdraw-
ing for Jewish and Greek Orthodox physicians and ICUs
with small patient turnover (Table 6).
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Fig. 2 Percentages of decisions to limit therapy discussed with the
family, primary physician and nurses based on the physician’s reli-
gious affiliation

Discussion

EOL treatment involves ethical dilemmas, and under iden-
tical clinical circumstances physicians with different re-
ligious, cultural and ethical backgrounds may adopt dif-
ferent approaches [1–3]. Even within the same religion
major diversities are seen as in Christianity with its Roman
Catholic, Greek Orthodox, and Protestant churches [22].
This study demonstrated that EOL decisions in European
ICUs vary greatly depending on regional cultural differ-
ences. Significant differences based on physician religious
affiliation were also observed in the choice of EOL prac-
tices, time to therapy limitation, time from limitation to
death, the availability of patient’s wishes, the discussion of
EOL decisions with the patient’s family and other health
care workers, and the reasons given for the lack of dis-
cussions with families. Differences may also be related to
variations in physician self-reporting. None of the religions
evaluated in this study allow active euthanasia or SDP, but
they allow withholding life-sustaining therapies [22–29].

The Catholic Church allows withdrawing of futile
therapy and alleviation of pain and suffering in the
dying with life shortening as a nonintended side effect
(see “Evangelium Vitae”, 25 March 1995, Sect. 65,
http://www.newadvent.org/library/docs_jp02ev.htm;
“A Catechismus Catholicae Ecclesiae”, 1997, Sects.
2278, 2279). The majority of Protestant churches accept
withholding and withdrawing treatments if found appro-
priate by the treating physician [24], but controversies
do exist [22]. The Greek Orthodox church is adamant in
rejecting intentional shortening of life by withdrawing
therapy [25]. Although 96% of Greek Orthodox believe
that communication is important in the final stage of a dis-
ease, only 23% agree that the patient should be informed
of the prognosis [26]. Jewish law or Halacha, also does not
allow withdrawing of life-sustaining treatments because
human life is of infinite value and the hastening of death
even in the terminally ill is not allowed [27, 28] According
to Islamic bioethics, withholding and withdrawing treat-

ment is allowed in the terminally ill, but the intention must
never be to hasten death, only to abstain from overzealous
treatment [29].

In this study Catholics (both patients and physicians)
formed the largest group. Although the smallest group was
Moslem, accounting for fewer than 1% of the physicians
and patients, which calls for caution in the interpretation of
results for this religion, little is known about EOL practices
in this culture [30], and therefore these results add impor-
tant information. Interestingly, a large number of physi-
cians, 22%, identified themselves as having no religious
affiliation.

As the Christian and Islamic religions allow with-
drawal of therapy, Catholic, Protestant, and Moslem
physicians had higher rates of withdrawal (53%, 49%, and
37%, respectively) rather than Jewish (19%) and Greek
Orthodox (22%) physicians, whose religion does not
allow withdrawal. No Jewish or Greek Orthodox phys-
ician performed SDP. The Catholic rate of withdrawal here
(53%) is much higher than in prior studies on Catholics
answering hypothetical questions [1, 2]. A Spanish study
(where physicians were presumably Catholic) also found
a much higher rate of withdrawing than withholding
therapy [31]. That Protestant physicians were likely
to withdraw life-sustaining therapy is consistent with
a previous study [1].

The rate of withdrawing treatment (37%) among
Moslem physicians in this study was higher than recent
studies from Lebanon (14%) and Turkey (9%) [11, 32].
This may be related to the Lebanese and Turkish physi-
cians’ belief that withdrawing treatment is intented
to hasten death and is therefore prohibited. As with
the Catholic physicians, the actions of Greek Ortho-
dox and Jewish physicians may be related to cultural
factors in addition to religion as most were from the
Southern region. Greek Orthodox had the longest time
until limitations of all groups of patients. This may be
related to the more conservative Greek Orthodox pa-
tients or families requesting more treatments and fewer
limitations [3, 9].

The relatively low percentage of therapy withdrawal
(especially ventilators) in the present study for Jewish
physicians can be explained by Jewish law not allowing
the hastening of death [26, 27]. A possible cultural influ-
ence is seen, since Jewish physicians withdrew in 36%
instances in the North vs. only 6% in the South. Previous
investigations, however, revealed regional differences
among Jewish physicians. In one study [2] Jewish physi-
cians in Pennsylvania, USA, were relatively less willing
to withdraw life support, while in another study North
American Jewish health care providers were more willing
to limit therapy [33]. These data show that although the
impact of religion on treatment decisions is important, it
may at least in part be lost with acculturation.

At the time of this study euthanasia was illegal in all
European countries, although legally pardoned in The
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Netherlands. That Catholic and Protestant physicians
were willing to perform SDP despite their religion’s
disapproval of this practice probably reflects the com-
plexity of the various factors affecting’ decisions, causing
physicians belonging to the same religion to act differ-
ently in different countries. It also reflects the strong
impact of regional culture as most cases took place in
the more liberal Central and Northern countries while
only one case took place in the conservative South [3, 9]
which is similar to findings that physicians change
attitudes and practices when they move to a different
culture [12, 13]. It is also possible that Catholic physicians
did not view their actions as intentional life ending actions
but rather as alleviation of suffering in the dying with
life shortening as a nonintended side effect which is
permissible (“Evangelium Vitae”, 25 March 1995, Sect.
65, http://www.newadvent.org/library/docs_jp02ev.htm;
“A Catechismus Catholicae Ecclesiae”, 1997, Sects. 2278,
2279). Information about EOL wishes was available for
only one-quarter of the patients, highest among patients
whose physician was Protestant. This is probably due
to greater respect for patient autonomy in the North,
while the relatively low numbers for Catholic physicians
might reflect more paternalistic attitudes of the South.
In approximately one-third of the cases EOL decisions
were not discussed with family members, and there were
differences based on religious affiliation.

Greater religiosity correlates with more prolonged care
and reluctance to withdraw life-sustaining therapy [5–7].
Neonatologists rating religion as extremely or fairly im-
portant were less likely to withhold or withdraw intensive
treatments [5]. In another neonatologist study nonreligious
respondents had a stronger quality-of-life attitude than re-
ligious respondents, but the effects of religiosity were sta-
tistically nonsignificant once pro-life vs. quality-of-life at-
titudes were included in the model [6]. This suggests that
religion may have been one of several factors affecting
physician attitudes to therapy. This study did not exam-
ine the degree of physician religiosity, but it was able to
compare physicians with no religious affiliation to physi-
cians having different religious affiliations. There were dif-
ferences in EOL practices between physicians affiliated
with a religion and those who were not. Decisions did not
move in the same direction, indicating the complex inter-
action between culture and religious affiliation. Although
religious affiliation is important, the strong cultural influ-
ence is apparent with greater withdrawing occurring for
physicians with and without religions in the North than
in the South. It is recognized that physician practices are
based on local legal and moral constraints in addition to
religious beliefs and many physicians or patients may not
follow their religion’s doctrines.

Results of the present multivariate analysis showed no
relationship between the presence of chronic disorders and
withdrawal decisions as opposed to the previous Ethicus
report [3]. This is probably due to the fact that the orig-
inal report looked at the odds of any limitation vs. CPR
whereas the present study evaluated the odds of withdraw-
ing vs. withholding therapy.

Strengths of the present study are its being the first
large prospective study of consecutive patients assessing
the impact of different religious affiliations on ICU EOL
practices and evaluation of physicians’ actual practice
rather than responses to a hypothetical questionnaire. The
present study, however, has limitations. Since only one
to four centers (with physicians with special interest in
ethical issues) participated in each country, these centers
may not necessarily be representative of all ICUs in that
country. The religious affiliation of many patients was
unknown because the waiver of informed consent required
no interventions (asking patient’s religion) as part of the
study. There was more information for religious affiliation
but paucity about cultural information; the latter caused
difficulty in drawing general conclusions from relatively
limited data. Other associated factors not measured in the
study may have a major influence on the results including
degree of religiosity, family religious affiliation, social
traditions, local regulations and laws. Underreporting
of practices for fear of legal ramifications cannot be
excluded.

The significant differences in ICU practices between
physicians of different religious affiliations and cultures
highlight the importance of religion and culture on med-
ical practice at the EOL. Understanding the religious in-
fluences on EOL choices may explain conflicts and assist
in developing a consensus and guidelines for EOL prac-
tices. There is also a need for a better understanding of pa-
tient and family religious concerns at the EOL, particularly
as patients and families of certain religions may consider
withdrawal of life-sustaining therapies as homicide. Deci-
sions that run contrary to patients’ strongly held religious
or personal beliefs which are made without the patients’
or surrogates’ knowledge or discussion represent a serious
ethical problem in end-of-life ICU care.
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