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79 ± 7 year



Perception of excessive care (treatment)  

27% (439/1651) of physicians and nurses found that care was inappropriate ≥ 1 patients / 
93% “too much care” / 23% (207/883 )of the patients 

4 /

Piers R JAMA 2011

Benoit DD Intensive Care Med 2018 

38% (444/1169) of the clinicians (51% in physicians and 36% in nurses) identified at least 
1 patient receiving inappropriate treatment on the day of survey (93% “too much care”) 

6.1% (19/294) of the patients, however in 37.5% (110/294) of these patients at some point 
during the treatment   

 

12% (181/1761) of critically patients admitted in the ICU were idendified as receiving 
excessive by at least two clinicians. Probability of these patients to survive with a good 
quality of life at one year of 7%.    

Anstey MH Crit Care 2013

Singal RK Can Respir J 2014



55% 

93% 



Quality of (dying as part of) life 

Being able to shift from cure to care 

 Treat the whole person, not just the disease

 Maintained dignity and self-respect / following treatment choices

 Reponsive to emotional needs / signs of affection / laugh and smile  

 Give bad news in a sensitive way     

 Open, correct and consistent communication 

 Respect and use the team expertise / interdisciplinary collaboration 

 Symptom and pain control, but mentally aware 

 Spend time with family and friends / presence of family

 Die at home (60-80%) 

  

Steinhauser JAMA 2000

Downey J - Engelberg J Pain & Symptom Manag 2010

Burge F J Palliat Med 2000

Gerritsen J Crit Care 2018



ref





26.1% (782/2992)  

Vandenbulcke B. Intensive Care Med 2020



Effect Level OR 95% CI P

Country

Big mac index Per point 1.86 1.17 to 2.95 0.007

Hospital

- - - - NS

ICU

Nurse to patient ratio 0.76 0.61 to 0.95 0.016

ICU mortality in 2013 Per percent 1.03 1.01 to 1.03 0.015

Ethical climate factors Not avoiding EOL-dec. 0.86 0.77 to 0.98 0.023

Mutual respect 0.77 0.66 to 0.90 0.001

Interdisplinary reflect. 0.72 0.62 to 0.85 <0.001

Decision-making 0.87 0.75 to 1.01 0.065

Clinician

Age Per percent 0.98 0.97 to 0.98 <0.001

Hours working / week Per hour 0.99 0.97 to 1.01 0.393*

Role Nurses 0.17 0.05 to 0.56 0.003*

Junior doctor 0.22 0.05 to 1.00 0.05*

Nurses ref

Intercept 0.04 0.01 to 0.34 0.007

Intent to job leave 
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Sensibilisation / problem-solving  

Stimulating self-reflection / awareness (while taking care of the resistance) 

~ “Mirroring” & feed-back of outcomes    

In general (± benchmarking )

Ethical climate (EDMCQ) ~ safety climate allowing “speaking-up” by the entire team 

Incidence / prevalence of perception of excessive treatment, mortality, mortality / DNR-ratio…  

 Individual cases 

Debriefings 

Mortality & morbidity meetings







12 days P<0.001





Ethical decision-making climate  : some items

70%

Cohort

89%

Flanders Flemish Units

a b c 

81% 78% 95%

n=2992 n=425 

55% 75% 63% 48% 82%

49% 63% 19% 56% 78%

19% 29% 3% 26% 56%

In my ICU…

57% 42% 49% 26% 28%

55% 31% 61% 11% 28%

73% 59% 80% 52% 45%

63% 42% 73% 11% 46%

53% 31% 61% 11% 28%

Patients with little chance of recovery are frequently admitted

These patients frequently occupy an ICU bed 

EOL decisions are frequently postponed 

Death is perceived as a treatment failure 

We regularly reflect about the quality of care provided

Discussions lead to greater understanding and agreements

Easy to learn from the errors of others

There is an open and informal dialogue 

There is structural and formal dialogue







Sensibilisation / problem-solving  

Stimulating self-reflection / awareness (while taking care of the resistance) 

~ “Mirroring” & feed-back of outcomes    

In general (± benchmarking )

Ethical climate (EDMCQ) ~ safety climate allowing “speaking-up” by the entire team 

Incidence / prevalence of perception of excessive treatment, mortality, mortality / DNR-ratio…  

 Individual cases 

Debriefings 

Mortality & morbidity meetings

Procedures / guidelines / recommendation

     Guidelines for EOL decisions, shared decision making, family meetings….

Objective admission or triage criteria  
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How to improve ethical decision-making  ?  
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Pure knowlegde-based discussions often

conducted by the doctor (alone) 

Value- and knowlegde-based reflections & decision-making

supported by the entire team (doctor as a leader)

« Objectivity »

Shared

objectivity & subjectivity

CO(aching) D(octors) in self-reflective and empowering

leadership regarding E(thical decision-making) study

Benoit DD Plos One 2023
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Hypothesis 

To assess whether coaching (junior and senior) doctors during 4 months in self-reflective  
and empowering leadership, and in managing team dynamics with regard to ethical 
decision-making improves goal-oriented care in patients potentially receiving excessive 
treatment. 
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https://youtu.be/68TDLdW1vFQ.

https://youtu.be/68TDLdW1vFQ
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intervention Written DNI-DNACPR code

F4. mutual respect  

F2. open reflection 

F7. ethical awareness

F6. active decision-making by doctors

F3. non-avoiding EOL decisions

F5. active involvement of 

nurses at EOL and DM 

F1. self-reflective & 

empowering leadership 

by doctors

doctors

EDMCQ 

individual decision

collective decision 

Primary endpoints CODE study



Methodology : cluster randomisation & pre-post
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Methodology : cluster randomisation & pre-post
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Methodology : CODE intervention in doctors 

1) A single interactive session lasting 2- 3 hrs about the concepts of medical ethical decision-making, the 
psychological challenge of dealing with ethical sensitive questions and empowering leadership
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2) Observation of the interdisciplinary team meetings by a first coach who gave feedback to the doctor in 
charge to enhance self-reflection on empowering leadership and managing groups dynamics during the 4 month 
intervention period   

 3) Individual coaching (1h) by a second coach during 4 months, centered on fostering self-reflection and 
empowering leadership, along with adressing group dynamics concerning ethical decision making on 

 
Patients potentially receiving excessive treatment according to the team 

Patients potentially receiving excessive treatment according to the doctor who were not identified by 2 or more clinicians 

Patients who potentially received excessive treatment in the past according to the doctor 

Other issues with regard to ethical decision-making in team 

4) Patient potentially receiving excessive care (PET) were identified by the team via the CODE alert in the 
electronic patient data record during 12 months 

 









ELIGIBLE PATIENTS for randomized design

7254 first admissions (post-hoc analysis)

of whom 125 PET patients (main analysis)

10 INTERNAL MEDICINE DEPARTMENTS

ELIGIBLE CLINICIANS (pre-post design)

442 pre (349 nurses and 93 doctors)

423 post (329 nurses and 94 doctors)

INCLUDED CLINICIANS 

270 pre (207 nurses and 63 doctors)

261 post (198 nurses and 63 doctors)

EXCLUSIONS

172 pre and 162 post 

did not answer 

clinician survey

EXCLUSIONS

16 missing data because problems linking anonymized mortality and PET database

of whom 16 PET

624 out of 7238 first admissions because DNIR positive at inclusion 

(DNIR prevalence 8.6%) 

of whom 26 PET out of 109 PET patients (DNIR prevalence 23.9%)

INCLUDED PATIENTS

6614 first admissions DNIR negative at inclusion

of whom 83 PET

INTERVENTION

(< 1 month coaching or usual care)

4012 first admissions

of whom 37 PET

CONTROL

(≥ 1 months of coaching)

2602 first admissions 

of whom 46 PET

DNIR positive at discharge:

50 (1.9%) in first admissions 

of whom 9 (19.6%) in PET

DNIR positive at discharge:

136 (3.4%) in first admissions

of whom 11 (29.7%) in PET

INCLUDED DOCTORS in INTERVENTION

32/52 seniors (63%)

18/42 juniors (43%)

Total of 200 sessions or 4.63 ± 2.55 per doctor



Reasons for having identified less PET than expected 

Doctor Nurse Overall p-valuea

N=67 N=217 N=284

Fading attention for the study over time 36 (53.7%) 162 (74.7%) 198 (69.7%) 0.002

Poor visibility of the CODE alert in the EPD 23 (34.3%) 110 (50.7%) 133 (46.8%) 0.027



Doctor Nurse Overall p-valuea

N=67 N=217 N=284

Fading attention for the study over time 36 (53.7%) 162 (74.7%) 198 (69.7%) 0.002

Poor visibility of the CODE alert in the EPD 23 (34.3%) 110 (50.7%) 133 (46.8%) 0.027

Would you like to keep on using the CODE alert, even after the 

study period ? 48 (71.6%) 205 (94.5%) 253 (89.1%) < 0.001
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Doctor Nurse Overall p-valuea

N=67 N=217 N=284

Fading attention for the study over time 36 (53.7%) 162 (74.7%) 198 (69.7%) 0.002

Poor visibility of the CODE alert in the EPD 23 (34.3%) 110 (50.7%) 133 (46.8%) 0.027

Fear of blaming doctors when using the CODE alert 19 (28.4%) 96 (44.2%) 115 (40.5%) 0.030

Disbelief that the identification will change something at the 

patient level 10 (14.9%) 93 (42.9%) 103 (36.3%) < 0.001

Interdisciplinary meetings about end-of-life issues improved 

during the study 24 (35.8%) 76 (35.0%) 100 (35.2%) 0.999

Would you like to keep on using the CODE alert, even after the 

study period ? 48 (71.6%) 205 (94.5%) 253 (89.1%) < 0.001

Reasons for having identified less PET than expected 
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Naïve analysis Adjusted analysis

Intervention Control
Estimated effect of 

intervention
p-value

Estimated effect of 

intervention
p-value

Patient level

Main analysis

Number of PET 37 46

Written DNIR order 29.7% 19.6 % OR 4.24 < 0.001 OR 3.71 0.183

[4.21 - 4.27] [0.54 - 25.5]

Post-hoc analysis

Number of patients 4012 2602

Written DNIR order 3.4 % 1.9 % OR 1.65 0.011 OR 2.00 <0.001

[1.12 - 2.43] [1.34 - 3.00]



Intervention

N (%)

Control 

N (%)
p-value

Total 4012 2602

CODE 1

code_1_no resuscitation 181 (4.51) 59 (2.27) <0.001

code_1_no defibrillation      179 (4.46) 59 (2.27) < 0.001

CODE 2 withholding

code_2_no resuscitation     131 (2.27) 54 (2.08) 0.005

code_2_no defibrillation            131 (3.27) 54 (2.08) 0.005

code_2_no referal to the ICU 87 (2.17) 31 (1.19) 0.004

code_2_no invasive mechanical ventilation 121 (3.02) 46 (1.77) 0.002

code_2_no vasopressors      84 (2.09) 27 (1.04) 0.001

code_2_no dialysis         104 (2.59) 34 (1.31) <0.001

code_2_no antibiotics  9 (0.22) 1 (0.04) 0.115

code 2  no transfusion of blood / blood 

products
9 (0.22) 0 0.038

code_2_no artificial nutrition    29 (0.72) 12 (0.46) 0.244

code_2_No surgical intervention  26 (0.65) 15 (0.58) 0.840

CODE 3   14 (0.35) 4 (0.15) 0.2123VOETTEKST44 /
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Naïve analysis Adjusted analysis

Intervention Control
Estimated effect of 

intervention
p-value

Estimated effect of 

intervention
p-value

Patient level

Main analysis

Number of PET 37 46

Written DNIR order 29.7% 19.6 % OR 4.24 < 0.001 OR 3.71 0.183

[4.21 - 4.27] [0.54 - 25.5]

One-year mortality 85.0% 83.7% HR 2.76 0.0112 HR 3.26 0.008

[72.4 - 94.0] [71.4 - 92.8] [1.26 - 6.04] [1.35 - 7.84]

Post-hoc analysis

Number of patients 4012 2602

Written DNIR order 3.4 % 1.9 % OR 1.65 0.011 OR 2.00 <0.001

[1.12 - 2.43] [1.34 - 3.00]
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Naïve analysis Adjusted analysis

Intervention Control
Estimated effect of 

intervention
p-value

Estimated effect of 

intervention
p-value

Patient level

Main analysis

Number of PET 37 46

Written DNIR order 29.7% 19.6 % OR 4.24 < 0.001 OR 3.71 0.183

[4.21 - 4.27] [0.54 - 25.5]

One-year mortality 85.0% 83.7% HR 2.76 0.0112 HR 3.26 0.008

[72.4 - 94.0] [71.4 - 92.8] [1.26 - 6.04] [1.35 - 7.84]

Post-hoc analysis

Number of patients 4012 2602

Written DNIR order 3.4 % 1.9 % OR 1.65 0.011 OR 2.00 <0.001

[1.12 - 2.43] [1.34 - 3.00]

One-year mortality 14.5% 15.1% HR : 0.89 0.251 HR : 1.03 0.769

[13.4 - 15.8] [13.8 - 16.5] [0.72 - 1.09] [0.84 - 1.27]

0.824
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Naïve analysis Adjusted analysis

Intervention Control
Estimated effect of 

intervention
p-value

Estimated effect of 

intervention
p-value

Patient level

Main analysis

Number of PET 37 46

Written DNIR order 29.7% 19.6 % OR 4.24 < 0.001 OR 3.71 0.183

[4.21 - 4.27] [0.54 - 25.5]

One-year mortality 85.0% 83.7% HR 2.76 0.0112 HR 3.26 0.008

[72.4 - 94.0] [71.4 - 92.8] [1.26 - 6.04] [1.35 - 7.84]

Post-hoc analysis

Number of patients 4012 2602

Written DNIR order 3.4 % 1.9 % OR 1.65 0.011 OR 2.00 <0.001

[1.12 - 2.43] [1.34 - 3.00]

One-year mortality 14.5% 15.1% HR : 0.89 0.251 HR : 1.03 0.769

[13.4 - 15.8] [13.8 - 16.5] [0.72 - 1.09] [0.84 - 1.27]

Clinician level Before study period After study period

Main analysis

Number of clinicians 270 261

EDMCQ scoreb 0.45 (SD 0.164) 0.47  (SD 0.165) AR 0.025 0.815 AR 0.0239 0.824

[-0.18 - 0.23] [-0.19 - 0.23]
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Piers R, Plos One 2025



Table 2. Satisfaction of participating doctors to the one-on-one coaching (N=35)

Frequency n (%)

Organizational aspects
Satisfaction about coaching (min 1- max 10) 8,7 (SD 0,80)

Total number of coaching sessions 

Approriate 23 (66%)

Not enough 10 (28%)

Too much 5 (6%)

Duration of one-on-one coaching sessions (appropriate) 35 (100%)

Effects of the coaching with regard to ethical decision-making : 
With regard to awareness
I have more insight in how I cope with prognostic uncertainty (agree) 22  (63%)

I have more insight in how I cope with difficult decisions (agree) 31  (89%)

I have more insight in how I cope with conflicts (agree) 35 (100%)

I am more aware of the patient’s perspective (agree) 24  (69%)

I am more aware of the family’s perspective (agree) 25  (71%)

I am more aware of the team’s perspective (agree) 29  (83%)

I am more aware of my internal barriers with regard to decisions at end-of-life (agree) 31  (89%)

I am more aware of the external barriers with regard to decisions at end-of-life (agree) 31  (89%)

With regard to implementation in daily practice
The coaching sessions improved my skills in taking decisions with regard to end-of-life 29  (83%)

I use what I have learned during the coaching sessions in my daily practice (agree) 30  (86%)

I am able to implement insights from the coaching during the multidisciplinary meeting 30  (86%)

I use the empowering leadership style during multidisciplinary meetings (agree) 30  (86%)

The collaboration with senior doctors improved thanks to the coaching sessions (agree) 21  (60%)

The collaboration with junior doctors improved thanks to the coaching sessions (agree) 21  (60%)

The collaboration with the referring doctors improved thanks to the coaching sessions 18  (51%)

The collaboration with the nurses improved thanks to the coaching sessions (agree) 26  (74%)

The coaching sessions improved my skills in taking decisions with regard to end-of-life 29  (83%)

With regard to wellbeing
The coaching sessions were useful for myself (agree) 34  (97%)
The coaching sessions increased my job satisfaction (agree) 21  (60%)

VOETTEKST53 /

Piers R, Plos One 2025



Final conclusion  

54 /

“The success of intensive care is not, therefore, to be 

measured only by statistics of survival as if each death 

is a medical failure, it is to be measured by the quality 

of life preserved or restored, and by the quality of 

dying of those in whose interest is to die, and thus by 

the quality of human relationships involved”. 

Dunstan GR 1917-2004  
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