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Introduction
Palliative care focuses on managing patients with life-threatening 

illness, to prevent and relieve their suffering and improve their quality 
of life until the end of life. The process involves all-round treatment, 
including relieving their physical, psychological, psychosocial, and 
spiritual suffering [1]. Withdrawal of life support (WDLS) is an 
alternative process used for palliative care patients who are terminally 
ill and is not intended to accelerate patient’s death. The decision of 
WDLS is based on medical principles, medical ethics, and law. The 
guidelines for helping physicians provide improved and quality end-
of-life care for patients including preparation for the withdrawal 
of life-sustaining measures, assessment of distress, pharmaceutical 
management of distress, and discontinuation of life-sustaining 
measures and monitoring [2,3]. Each year, approximately 40 million 
people around the world require palliative care [4-6]. In Thailand, an 
upper-middle-income country, the leading causes of death are cancer, 
cardiovascular diseases, and pneumonia [7]. Recently, palliative care 
has been increasingly provided to terminally ill patients in limited 
hospitals and communities. Roi Et Hospital is one of the palliative 
care units to care for patients until the disease progresses to the end 
of life. The services include inpatient, ambulatory, and home visits, 
along with care from the primary doctor. Currently, the number of 
patients in Roi Et Hospital who require palliative care has increased, 
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before the family meeting, or whose family members disagreed with 
the care plan and caused conflicts in the family. The Withdrawal of 
Mechanical Ventilation in Anticipation of Death in the Intensive Care 
Unit study [9] was used for sample size calculation using the mean of 
two independent proportions p₁ = 0.873, p₂ = 0.964, alpha = 0.05, beta 
= 0.20.

Data collection

Research tools

A three-part questionnaire was used to collect information 
regarding the patients, family members, and factors influencing WDLS. 
Part 1 comprised demographic data of the patients, such as gender 
and age, principal diagnosis, inotropic drug usage, ward of admission, 
central venous catheter usage, haemodialysis, consciousness, patient’s 
awareness of the disease(s) and prognosis, and advance care plan. Part 2 
included demographic data of family members who made the decision 
regarding WDLS, such as gender, age, relationship with patient, 
primary caregiver, education level, occupational status, palliative care 
knowledge, and experience in terminal illness care. Part 3 comprised 
factors influencing WDLS and included personal aspect, family and 
caregiver aspect, socioeconomic aspect, and spiritual aspect. Personal 
aspect included if the patient was older, had severe symptoms and 
poor prognosis, progressive disease, incurable disease, if symptoms 
worsened during treatment, and suffering during treatment. Family 
and caregiver aspect included the presence of a primary caregiver 
for the patient, additional caregivers who rotated, caregiver burden, 
and others who obliged to take care. Socioeconomic aspect included 
caregiver’s problems during the care of the patient, primary caregiver’s 
salary, work-related problems, financial problems or traffic problems. 
Spiritual aspect included if the families and communities had strict 
cultural or religious beliefs regarding death and their preferred place of 
death according to their local culture. The assessment of the research 
tools was conducted by palliative care doctors and three experts. They 
verified that the index of item-objective congruence was 0.75 and 
Cronbach’s alpha coefficient was 0.87.

Data collection process

After assessment of the patients, the primary doctor suggested if 
the disease was severe and terminal. The primary doctor consulted 
with the palliative care team to determine the best supportive care 
and advance care plan for the patients who had undergone intubation; 
end-of-life decisions for the patients were usually made at the family 
meeting. Next, all family members decided on whether to perform 
WDLS for the patient. Only the surrogated family member was asked 
to provide informed consent and interviewed using the three-part 
structured questionnaire by the trained interviewer. Other data were 
collected from medical documents. The interview took approximately 
30-45 min.

Statistical analysis

The data analyses used descriptive statistics and inferential 
statistics, which included univariate and multivariate analyses using 
multiple logistic regression. Statistical significance was set at p<0.05.

Ethical considerations

This study was approved by the Ethical Committee of the Roi 
Et Hospital. The reference number is RE042/2562. This study was 
conducted in accordance with the principles set by the Declaration of 
Helsinki and its future amendments or comparable standards.

Results
Data were collected for 282 (70.9%) of the 398 patients in the 

sample group. A total of 116 (29.1%) patients were excluded; the 
APACE II score of 56 patients was < 34 points, 4 patients were suffering 
from accident-related illness, 8 patients’ family members disagreed 
with the care plan resulting in family conflicts, and the family members 
of 48 patients refused to participate. For the analysis, we included 282 
surrogated family members of palliative care patients as participants. 
The family members were at least 20 years old and could read, write, 
and communicate in the Thai language. The proportion of surrogated 
family members who decided to perform WDLS was 61.3% (95% CI: 
55.39-67.06). A total of 82.6% participants relied on family consensus 
decisions, while the rest relied only on the surrogated family members’ 
decisions. 

The mean (± SD) age of the patients who received mechanical 
ventilation was 67.2 ± 13.1 years -62.1% were men, and 74.8% were 
general ward patients. The diagnostic categories on admission were 
as follows: sepsis in 65 patients (23.0%), end-stage renal disease in 
49 patients (17.4%), hepatocellular carcinoma/ cholangiocarcinoma 
in 46 patients (16.3%), lung cancer in 45 patients (16.0%), and other 
categories in 27.3%. Of the patients, 40.1% received inotropic drugs, 
13.8% used central venous catheters, 9.6% received haemodialysis, 
36.5% were in coma, and 71.6% and 34.4% knew about the disease and 
prognosis, respectively. The data are shown in Table 1.

Of the 282 participants, 77.3% were women, 63.1% were a 
descendant, 42.9% had graduated primary school, 38.3% worked in 
agriculture, 33.7% earned <150 US dollars per month, 95.4% were 
primary caregivers, 85.1% lacked basic knowledge of palliative care, 
13.1% had experience of terminal illness care, and 19.1% patients had 
informed the caregiver about their final care wishes and the family 
regarding their preferred place of final care and place of death; the 
mean (± SD) age was 46.4 ± 10.9 years. The data are shown in Table 2.

Family’s opinions on the factors

This study showed four aspects of care, which included individual, 
family and caregiver, socioeconomic, and cultural aspects. Regarding 
the individual aspect, the participants thought the ‘disease was the most 
severe and progressive’ (92.1%), followed by ‘it was incurable’ (88.9%), 
‘patient’s symptoms worsened during treatment’ (80.1%), and ‘patient 
was older’ (42.6%). Regarding family and caregiver aspects, 95.3% of 
the patients had primary caregivers, 51.3% had additional caregivers 
who rotated, and the primary caregiver had a caregiver burden of 8.2%. 
Regarding the socioeconomic aspects, 52.2% of the primary caregivers 
had salaries, 11% had trouble travelling between their house and the 
hospital, and 7.8% had financial problems. Regarding culture, 12.5% 
of the families and communities had strict cultural or religious beliefs 
regarding death and 19.2% followed strict local culture regarding the 
place of death (Most patients needed to die at home. If they died at 
the hospital, they may not bring the corpse back to the community). 
Furthermore, some villages believed that they could not have multiple 
corpses and more than one funeral at the same time.

When comparing the family member who decided to perform 
WDLS to the one who did not require WDLS, after adjusting for sex and 
age, we found that the factors that influenced family decision regarding 
the WDLS were inotropic drug usage (ORAdj. = 3.84; 95% CI: 2.05-
7.17), family consensus (ORAdj. = 3.30; 95% CI: 1.42-7.71), experience 
of terminal illness care (OR Adj. = 3.20; 95% CI: 1.21-8.42), patient 
informing the caregiver of their final care wishes in advance (ORAdj. = 
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2.87; 95% CI: 1.17-6.23), patient informing the family regarding a place 
of final care or place of death in advance (ORAdj. = 3.59; 95% CI: 1.84-
7.02), and personal aspect (severe and progressive disease, incurability 
of disease, and worsening of symptoms) (ORAdj. = 1.18; 95% CI: 1.10-
1.25). The data are shown in Table 3.

Discussion
In this study, palliative care patients who underwent mechanical 

ventilation and family decisions regarding the WDLS had the same 
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Characteristics and factors of family membersTotal 
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changed, which made data collection complex and incomplete. Third, 
the relatives were afraid of the patient’s death in the hospital and 
took them home without waiting for the palliative care team. Hence, 
we could not collect data. Fourth, most relatives lacked knowledge 
regarding palliative care treatment. Therefore, they did not create an 
advance care plan as Thai traditions and culture emphasise on the 
patient’s benefit more than autonomy.

Conclusion
The factors influencing WDLS were severity of the patient’s disease, 

family opinion, and patient’s wishes. This study revealed that most 
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