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Whether a critically ill patient should or should not be
offered life-supporting treatment in the intensive care
unit (ICU) is arguably the most important decision that
is regularly made on behalf of a patient; deciding not to
admit somebody may mean that their death is inevitable.
Yet these decisions are often made in the face of uncertain information, time constraints and without the patient being able to participate in discussions. In this
context it is perhaps surprising that more research and
guidance has not addressed this area of practice.
There are three overarching considerations that must
influence the decision not to admit a patient to ICU.
Firstly, that an individual patient’s preference may be to
decline intensive care treatments. Secondly, that the burden of invasive and distressing treatments on the ICU
may outweigh any potential benefit. Thirdly, that the ICU
is a labour and resource-intensive endeavour: resources
are not available for every patient to be admitted. Intensivists are provided with a limited amount of resources and
are, usually implicitly, charged with doing as much good
as possible with what is available. This means that at times
of high demand or limited resource availability, patients
who have less clear-cut potential to benefit from the ICU
may not be admitted [1, 2]. Managing resources is an unavoidable part of the intensivist’s job.
In this issue Nicolas Chin-Yee and colleagues shine
more light on the interaction of these three issues by
studying the impact of admission to the ICU for older
patients. Using retrospective financial and medical
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record data, they have studied resource implications,
outcomes and patient preferences. For this cohort of patients, treatment on the ICU is not only expensive, but
its outcomes are poor. Furthermore, a fifth of patients
may have preferred treatment focused on their comfort
rather than life-supporting measures [3]. Their findings
support the assertion that if decision-making surrounding admission to the ICU could be improved, this would
have objective benefits. It could save many patients from
being subjected to treatments that do not help them,
and could free available resources for patients who can
both benefit from them and who would opt for this type
of treatment.
How, then, to improve decision-making surrounding
admission to the ICU and achieve these objective benefits? The first step, as in any other field of medical practice, is to understand and articulate effectively the
processes and factors involved. Improving the nomenclature surrounding this process is an important first step.
In the USA in 2016, the Society of Critical Care Medicine (SCCM) published guidance to define what might
be regarded as “futile” or “inappropriate” treatment [4].
These definitions help to focus discussion and clarify
thinking around these issues.
Secondly, we need the right information to inform our
decisions. Initiatives such as the Eldicus project, which
has developed statistics-based triage tools for patients
referred to the ICU [5], may help: but statistical tools
and quantitative outcome data alone cannot determine
what is right for any individual. Outcomes relevant to
each patient, their values and wishes must be taken into
account. This can be a challenge when a patient cannot
communicate effectively. In the UK, the traditional “Do
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not attempt resuscitation” charts are being replaced by
“Recommended Summary Plan for Emergency Care and
Treatment” (ReSPECT) forms: these give patients a
chance to record what values and outcomes are important to them so that health care professionals can take
this into consideration when planning emergency treatment such as intensive care [6].
Thirdly we must educate ourselves and design systems for
best practice in decision-making. In 2016 a working party of
the World Federation of Societies of Intensive and Critical
Care Medicine produced guidance on triaging patients to intensive care. They brought together evidence and expert
opinion to address four important questions: who will benefit from intensive care; who makes the decision whether a
patient should be admitted to intensive care; what inhospital factors limit the ability to admit a patient to intensive care; and what other factors should influence whether
or not a patient should be admitted to the ICU [7]? In the
USA, the SCCM has also produced guidance on how institutions might establish criteria for admission and triage [8].
These are undoubtedly valuable documents, and should be
built upon to provide guidance for individual clinicians at
the bedside. Standards and education in decision-making
practice will protect and guide patients and clinicians when
faced with these difficult clinical and ethical challenges.
Intensive care resource provision will never be sufficient
without clear and rational decision-making regarding admission to ICU: the SCCM guidelines referred to originate
from a nation which is able to spend between $121 and
$263 billion on critical care [9]. Indeed, merely providing
more resources may result in more waste and more harm
to patients. In 2015 a study compared outcomes between
units with high bed availability and low bed availability.
The findings were that more beds may mean the admission of patients who are less likely to benefit from the ICU
either because they are too well or too sick to benefit [10].
Our approach therefore must be different. We must develop standards and guidelines for decision-making surrounding intensive care admission as in any other part of
our practice. Decisions should be based on the best evidence, with clear reasoning, communication and review.
We must educate future generations of intensivists so that
they are better equipped to make such decisions, and we
must design the systems to support high-quality decisionmaking practice. If we can do this while keeping the patient at the heart of our decision-making, and being clear
as we articulate the rationale for each decision, then, as
Chin-Yee and colleagues suggest, it may result in the objective benefits we seek.
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