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Abstract
Objective: To determine the prevalence of life support limitation (LSL) in patients who died
after at least 24 h of a pediatric intensive care unit (PICU) stay, parent participation and to
describe how this type of care is delivered.
Methods: Retrospective cohort study in a tertiary PICU at a university hospital in Brazil. All
patients aged 1 month to 18 years who died were eligible for inclusion. The exclusion criteria
were those brain death and death within 24 h of admission.
Results: 53 patients were included in the study. The prevalence of a LSL report was 45.3%.
Out of 24 patients with a report of LSL on their medical records only 1 did not have a donot-resuscitate order. Half of the patients with a report of LSL had life support withdrawn.
The length of their PICU stay, age, presence of parents at the time of death, and severity on
admission, calculated by the Pediatric Index of Mortality 2, were higher in patients with a report
of LSL. Compared with other historical cohorts, there was a clear increase in the prevalence of
LSL and, most importantly, a change in how limitations are carried out, with a high prevalence
of parental participation and an increase in withdrawal of life support.

夽 Study conducted at Pontifícia Universidade Católica do Rio Grande do Sul (PUCRS), Faculdade de Medicina e Terapia Intensiva Pediátrica,
Hospital São Lucas, Porto Alegre, RS, Brazil.
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Conclusions: LSLs were associated with older and more severely ill patients, with a high prevalence of family participation in this process. The historical comparison showed an increase in
LSL and in the withdrawal of life support.
© 2020 Sociedade Brasileira de Pediatria. Published by Elsevier Editora Ltda. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/
4.0/).

Introduction
Medicine has evolved gradually and steadily with important technological advances over the past 50 years, such as
with mechanical ventilation and renal replacement therapy.
Treatment in intensive care units (ICUs) has made it possible
to prolong the life of a series of patients with irreversible diseases and a poor prognosis who would otherwise inevitably
die.1,2 However, these treatments can be accompanied by
great suffering for both patients and family members. In
Brazil, the Brazilian Society of Pediatrics follows the recommendations of the World Health Organization (WHO) for the
treatment of patients under palliative care.3 The good medical practice recommends that patients in the ICU should die
peacefully, with comfort and dignity, which is often achieved
by using some form of life support limitation (LSL).4
Since the 2000s, 90% of ICU deaths in adult patients
in North America have been preceded by some form of
LSL.5 Studies investigating modes of death in pediatric ICUs
(PICUs) in Europe and the United States have reported a
prevalence of LSL ranging from 30 to 60%,6,7 while a study
that investigated deaths occurring in 2002 at 3 PICUs located
in the same city in Brazil reported that only 31.6% of patients
had some form of LSL.2
Brazilian studies have shown a relatively modest growth
in the prevalence of LSL. When present, this practice basically consists of do-not-resuscitate (DNR) orders. In our
country, there is a very low prevalence of withholding and
withdrawal of life support from dying patients.8---10
The aim of the present study was to determine the prevalence of LSL and to describe how this type of care is delivered
in a PICU in Brazil, including a historical comparison with
previous studies conducted in the same region over the past
30 years.

Methods
This retrospective study was conducted in a tertiary PICU
in southern Brazil and was approved by the research
ethics committee of the institution (approval number
08966518.4.0000.5336). The study setting was a 12-bed
medical-surgical PICU affiliated with a medical school that
provides care to patients aged 28 days to 18 years old. It has
a mean of 400 admissions per year, with a mortality rate of
4---6%. Although this is a private hospital, access to care is
also provided through the Brazilian Unified Health System,
and approximately 70% of patients are admitted through this
system. Patients are admitted through the hospital’s emergency department, ward, and surgical unit, in addition to
patient transfers from other centers. The hospital also has a
medical residency program in Pediatrics and Pediatric Inten-

sive Care Medicine, in addition to the master’s and doctoral
programs in Pediatrics and Child Health.
All deaths occurring in the PICU from March 1, 2015,
to February 28, 2019, were included in the study. Exclusion criteria were diagnosis of brain death and length of
PICU stay <24 h. The reason for this was that medical care
decided upon after the diagnosis of brain death is not
considered as LSL, since there is national legislation that
directs the procedures after this diagnosis. We also consider
that the length of stay in the PICU <24 h is not enough to
allow the team to properly decide on LSL. Data on death
were collected by a review of the death record files of the
unit.
Data on the following variables were collected for all
patients included in the study: age, sex, weight, type of
patient (medical or surgical), Pediatric Index of Mortality
2 (PIM2) score,11 organ failure on admission, origin (emergency department, ward, surgical unit, or transfer from
another hospital), complex chronic condition according to
Feudtner et al.,12 mechanical ventilation, length of hospital
stay, and length of PICU stay.
Information on the mode of death was collected from
the patients’ medical records, and included reports of LSL,
palliative care, DNR order, cardiopulmonary resuscitation
(CPR), psychological counseling, palliative extubation, lack
of nutritional support in the 24 h prior to death, presence
of parents at the time of death, and behavior of vasoactive
and sedative drugs in the 24 h prior to death.
Psychological counseling was defined as at least one
psychologist’s record on the patient’s electronic medical
record. We had a team of psychologists monitored for all
patients admitted to the PICU. Psychological counseling was
offered to family members and also to children, when possible. Lack of nutritional support in the 24 h prior to death was
defined as no enteral feeding, excluding parenteral nutrition
and glucose maintenance solution. The patients’ medical
records were searched for reports of LSL, DNR order, and
terminal palliative care. As a retrospective study, it is impossible to access the professionals who treated patients at the
time of death, so LSL was defined as any report of such an
occurrence by any member of the multidisciplinary team in
charge of the patient at any time after admission to the
PICU. DNR order and palliative care were defined as the
exact report of these terms in any section of the patient’s
medical record (list of problems, evaluation and/or management, and plans). Family participation was defined as a
medical record of family participation at any time after
the definition of LSL. The start dates of all measures and
monitoring efforts were collected.
The behavior of vasoactive and sedative/analgesic drugs
in the 24 h prior to death was defined as a change, for
more than 1 h, in the dose of any continuous infusion
drug: norepinephrine, epinephrine, dobutamine, milrinone,
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Table 1 Clinical and demographic characteristics and
death-related management in the study sample.

dopamine, vasopressin or morphine, midazolam, ketamine,
clonidine, fentanyl, and dexmedetomidine. For analysis, we
considered patients who maintained or increased the dose
of any of these drugs.
Variables related to the forms of LSL were classified
as follows: received CPR, DNR order, withholding of life
support, and withdrawal of life support.13 For further analysis, patients were divided into 2 groups of patients with
and without a report of LSL on their medical record, and
the demographic, clinical, and death-related management
variables were compared.
For statistical analysis, categorical variables were
expressed as a number and percentage analyzed by Pearson’s chi---square test or Fisher’s exact test. Continuous
variables were expressed as median and interquartile range
(IQR) and analyzed by the nonparametric Mann---Whitney U
test A p-value <0.05 was considered significant. Data analysis was performed in SPSS, version 17.0 (IBM SPSS Statistic,
Armonk, NY).
Finally, we compared the prevalence rates of LSL, CPR,
and brain death with of those with other similar historical
cohorts in the studies conducted by Kipper et al. (1988;
1998; and 1999−2000)8 and Lago et al.2 To determine an
evolution over time, patients with a diagnosis of brain death
were included only in this final analysis.

Admissions during the
study period, n
Deaths, n (%)
Age in months, md
(IQR)
Weight, md (IQR)
Male, n (%)
Main organ failures on admission, n (%)
Respiratory
Neurologic
Origin, n (%)
Emergency
department
Ward
Transfer
Surgical unit
Length of hospital
stay in days, md
(IQR)
Length of PICU stay in
days, md (IQR)
PIM2, md (IQR)
Complex chronic
condition, n (%)
Report of LSL, n (%)
Report of DNR, n (%)
Report of palliative
care, n (%)
Palliative extubation,
n (%)
Received CPR, n (%)
Presence of parents
at the time of
death, n (%)
Psychological
counseling, n (%)
No nutritional support
in the 24 h prior to
death, n (%)

Results
Of 1671 patients admitted during the study period, 72 died.
Of these dead, 53 were eligible for inclusion. Among the 19
excluded patients, 11 died before 24 h of PICU admission
(of these, 6 stayed <8 h in the PICU) and 8 had a confirmed diagnosis of brain death. Table 1 shows the clinical
and demographic characteristics and death-related management strategies in the total sample.
The main organ failure on admission was respiratory failure. Most patients had complex chronic conditions. Of 24
patients with a report of LSL on their medical records, only
1 did not have a DNR order. Only this patient received CPR
maneuvers. In the group of patients with a report of LSL, 3
were palliatively extubated and 2 were not intubated. In the
remaining 19 patients, death was due to invasive mechanical ventilation. Only 14 patients (26.4%) had a report of
palliative care (Table 1).
Table 2 shows the clinical and demographic characteristics, as well as death-related management strategies in
patients with vs without a report of LSL on the medical
records.
The 2 groups differed in the maintenance or increase of
vasoactive drug dose, where more patients without a report
of LSL maintained or increased the dose of these drugs. Parents were present at the time of death for almost all patients
with a report of LSL. There was no difference between the 2
groups in sex, complex chronic condition, lack of nutritional
support in the 24 h prior to death, psychological assessment,
and maintenance or increase of sedatives. Patients with a
report of LSL were older, stayed longer in the PICU, and
had higher severity scores on admission (PIM2). Length of
hospital stay did not differ between the groups (Table 2).
Table 3 shows the mode of death in patients with a report
of LSL. Family participation in the decision-making process

1671
53 (3.17)
21
(5.5−78.5)
11.3
(5.7−19.2)
23 (46.4)
26 (49.1)
16 (30.2)
19 (35.8)
16 (30.2)
15 (28.3)
3 (5.7)
7 (3.5−33)

5 (3−19)
0.0439
(0.0174−0.1670)
32 (60.4)
24 (45.3)
23 (43.4)
14 (26.4)
3 (5.6)
30 (56.6)
37 (69.8)

34 (64.2)
36 (67.9)

md, median; IQR, interquartile range; PICU, pediatric intensive care unit; PIM2, Pediatric Index of Mortality 2; LSL, life
support limitation; DNR, do-not-resuscitate order; CPR, cardiopulmonary resuscitation.

was reported for all patients. This means that there was at
least one meeting between a medical or multidisciplinary
team where the limitation of life support was addressed
and its pros and cons were explained. Half of them had life
support withdrawn.
In the historical comparison of PICUs in the same geographic region, we observed a percentage increase in
patients who had some form of LSL and a decrease in CPR
maneuvers (Table 4). The data analysis showed a difference
mainly in relation to the 2 older cohorts in the study by Kipper et al.8 : the diagnosis of brain death was slightly lower in
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Table 2 Clinical and demographic characteristics and death-related management between patients with and without a report
of life support limitation on medical records.
Characteristic

Without report
of LSL (n = 29)

With report of
LSL (n = 24)

Male, n (%)
CCC, n (%)
NPO, n (%)
Psychological assessment, n (%)
Presence of parents at the time of death, n (%)a
Maintained or increased sedatives and analgesics, n (%)
Maintained or increased vasoactive drugs, n (%)
Age in months, md (IQR)

14 (48.3)
17 (58.6)
20 (69.0)
17 (58.6)
15 (53.6)
21 (72.4)
27 (93.1)
16.0
(4.0−57.0)
4 (2−6)
6 (3−30)
0.0275
(0.0101−0.0955)

9 (37.5)
15 (62.5)
16 (66.7)
17 (70.8)
22 (91.7)
18 (75)
7 (29.2)
43.5
(12.0−103.7)
9 (4.2−29)
13 (4.2−36.2)
0.0802
(0.0300−0.3570)

Length of PICU stay, md (IQR)
Length of hospital stay, md (IQR)
PIM2, md (IQR)

p-Value
0.579
1.00
1.00
0.401
0.005
1.00
<0.001
0.045
0.017
0.279
0.048

CCC, complex chronic condition; NPO, nil per os; md, median; IQR, interquartile range; PICU, pediatric intensive care unit; PIM2,
Pediatric Index of Mortality 2; LSL, life support limitation.
a Medical record of the presence of the patient’s family at the time of death.

Table 3 Mode of death in 24 patients with a report of life
support limitation.
Modes of death

N (%)

Received CPR, n (%)
DNR
WHLS
WDLS

1 (4.1)
23 (95.8)
4 (16.6)
12 (50)

CPR, cardiopulmonary resuscitation; DNR, do-not-resuscitate
order; WHLS, withholding of life support; WDLS, withdrawal of
life support.

the group of the year 1988, with similar percentages thereafter (Table 4).

Discussion
In our study, we found a prevalence of LSL of 45.3%. When
compared with other historical cohorts, a growing trend
was observed for this rate over the years. The same was
observed in similar studies conducted in Latin America.9,10,14
We believe that the increase in LSL mainly results from a
change in mentality among multidisciplinary teams in the
face of imminent death of the patient. Until the late 1980s,
the practice of therapeutic obstinacy was widely used and
supported in medical schools, where ethics in LSL received
scant attention.15 By failing to prevent or postpone death,
physicians may feel confronted by a sense of finitude and
powerlessness which leads to a difficulty in accepting treatment failure and the inevitable death of the patient. LSL
can be more stressful when healthcare professionals are
unaware of the laws and legal implications of this practice.
Therefore, proper training is essential for every physician to
approach the families and make the most appropriate decision about limitation of supportive care for their patients.16
When comparing Latin American studies with studies conducted in Europe, The United States, Japan and Australia,

major discrepancies are observed between them in relation
to LSL. The prevalence of LSL is much higher in non-Latin
American countries.17---22 However, an interesting finding of
our study was the high participation of parents in decisions
at the end of life, contrary to the traditional paternalistic approach in Latin American countries. According to this
approach, physicians tend to assume the position of decision
makers in treatment choices, without hearing the family’s
opinion or the opinion of other teams involved in patient
care. This increase in parental participation may indicate a
change in end-of-life practices.23
Life support (vasoactive drugs or palliative extubation)
was withdrawn in half of the patients with a report of LSL,
a result much higher than that of previous Brazilian studies, in which the prevalence of withdrawal of life support
was lower than 3.3%.2,9,10 In these studies, LSL basically consisted of DNR orders. We believe that much of this progress
has resulted from the increase in the approach and importance given to the topic within PICUs, which may have
helped the intensivists to better understand that treatment
limitation and palliative care are different from euthanasia,
which is prohibited in Brazil. Our data point to a clear change
in the behavior of PICU teams. It is worth noting that at the
time this study was conducted, the hospital had no multidisciplinary team to specifically treat palliative care patients,
which is a common practice today in Brazil. Another important point is that previous studies have considered the fear
of legal issues and lack of medical knowledge about the
topic as the main reason for therapeutic obstinacy.24---26 It
was only in 2010 that articles and items addressing the need
and ethical duty to provide palliative care to patients with
incurable and terminal illness were added to the Brazilian
code of medical ethics.
In the present study, at least one family meeting was
held to decide on the form of care for all patients with a
report of LSL. This result is similar to that observed in studies
that showed better quality of end-of-life care with LSL.19,20
However, in studies reporting rates of withholding and with528
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Table 4

Comparison with previous studies of similar populations regarding modes of death.

Study

Kipper et al.8

Period (n)

1988 (129)

1998 (222)

CPR (%)
LSL (%)
Brain death (%)

89.1a
6.2a
4.7

73.4a
15.8a
10.8

Lago et al.2

Present study

1999−2000 (156)

2002 (150)

2015−2019 (61)

60.8b
31.0b
8.2

53.3b
35.9b
10.6

49.1b,c
39.3b,c
13.1c

p

<0.001
<0.001
0.244

CPR, cardiopulmonary resuscitation; LSL, life support limitation.
a,b Same superscript letters indicate no difference between the groups.
c Percentage considering n = 61 patients (53 patients eligible for the study + 8 patients with a diagnosis of brain death).

drawal of life support close to zero, parental participation
was low.2,8---10 We believe that listening to family members,
addressing their fears and concerns, which are common feelings in those who have a loved one in the PICU, are part of
a humanized and ethical approach at the end of life. The
medical record of family participation in all patients with
LSL may represent that the team had this concern.
When patients were stratified into those with and without a report of LSL, it was clear that the former actually had
their life-sustaining treatment limited, going far beyond the
usual DNR order or minimal palliative care. Patients with
a report of LSL more often had their vasoactive medication reduced or discontinued. Conversely, the 2 groups did
not differ in the maintenance or increase of sedatives and
analgesics in the 24 h prior to death: 75% of patients with
versus 72.4% of patients without a report of LSL. The number of reports of psychological counseling was also similar
in both groups. These data indicate that even patients who
had no LSL plan received sedatives and analgesics, in addition to psychological assessment. Therefore, despite not
being properly reported in the medical records (only 26.4%
of the total sample had a report of palliative care), it seems
reasonable to assume that patients in general must have
somehow received this type of care. A possible explanation
is that, in Brazil, the term ‘‘palliative care’’ is culturally confused with and used to define terminal palliative
care.
Longer PICU stay was associated with LSL, which is consistent with the findings of most studies. We believe that longer
hospitalization gives the medical team more time to define
the diagnosis, prognosis, and actions to limit life-sustaining
treatment.9,27 Most studies have reported an association
between longer hospitalization and complex chronic conditions, but this association was not found in the present
study. Regarding severity, predicted by the PIM2 score, more
severely ill patients received more LSL. Keele et al., in a
large cohort in the USA, showed that catastrophic events
24 h prior to hospital admission, PICU admission and high
mortality scores on the first day of admission were associated to a higher likelihood of discussing limitation or
withdrawal of life support.28 We speculate that this association results from the fact that it is more ethically permissible
for the medical team to limit treatment of patients with
worse prognosis, but this association has not been found in
all previous studies evaluating severity scores.10,20
As in most retrospective studies on death, our study
has some specific limitations. The study of death and of
the decisions to limit life support is very complex for a
number of reasons, including the use of non-validated instru-

ments, lack of consistency in the definitions, the use of
data that is not always complete, and the usual absence
of objective documentation. These limitations may lead to
inaccurate conclusions, which may underestimate the actual
prevalence of LSL. Data were obtained by reviewing medical records, which are possibly subject to recording bias.
An aggravating factor for the poor reporting of this practice in medical records is the fear of physicians of legal
consequences that may result from writing about treatment limitation.23 Information in medical records about the
participation of families in the LSL process was scarce, especially in the group classified as not receiving LSL, making it
difficult to carry out detailed analyses. In addition, our study
was conducted in a single center, which may represent the
behaviors of a specific group. However, as mentioned earlier, a strength of this study is that it was conducted prior
to the implementation of palliative care teams, which are
now broadly used worldwide. Therefore, it will be hardly
possible to perform a similar study.
In summary, our study demonstrated that LSLs were associated with older and more severely ill patients. These
patients had limited life support treatment through measures such as reduction or suspension of vasoactive drugs.
In addition, parental participation was high in our sample.
In comparison with other historical cohorts, there was an
increase in the prevalence of LSL which may be related to a
change in behavior in medical and multidisciplinary teams.
Knowledge about end-of-life care is still scarce in Brazil and
there are still many gaps, such as the reasons that doctors
do not indicate LSL or the real influence that families play
in this process.

Ethical approval
This study was approved by the institutional Research Ethics
Committee. Due to its purely retrospective and descriptive
design, the requirement to obtain informed consent was
waived (Ethics Approval number 08966518.4.0000.5336).

Funding
This study was financed in part by the Coordenação
de Aperfeiçoamento de Pessoal de Nivel Superior---Brasil
(CAPES)---Finance Code 001. Dr. Furtado disclosed that
this study was financed in part by the Coordenação
de Aperfeiçoamento de Pessoal de Nivel Superior---Brasil
(CAPES)---Finance Code 001. The funding source did not interfere in any stage of this research. The other authors have
529

R.A. Furtado, C.T. Tonial, C.A. Costa et al.
disclosed that they do not have any potential conflicts of
interest.
13.

Conflicts of interest
14.

The authors declare no conflicts of interest.

Appendix A. Supplementary data
Supplementary material related to this article can be found,
in the online version, at doi:https://doi.org/10.1016/j.
jped.2020.10.017.

15.

16.

References

17.

1. Carlet J, Thijs LG, Antonelli M, Cassell J, Cox P, Hill N, et al.
Challenges in end-of-life care in the ICU. Statement of the 5th
international consensus conference in critical care: Brussels,
Belgium, April 2003. Intensive Care Med. 2004;30:770---84.
2. Lago PM, Piva J, Kipper D, Garcia PC, Pretto C, Giongo M, et al.
Life support limitation at three pediatric intensive care units in
southern Brazil. J Pediatr (Rio J). 2005;81:111---7.
3. Iglesias SB de O, de Oliveira NF, Neto AM, de Souza CR, Zoboli
I, do Lago PM, et al. Cuidados Paliativos Pediátricos: O que
são e qual sua importância? Cuidando da criança em todos
os momentos. Sociedade Brasileira de Pediatria. 2017 [Internet]. [cited 2020 Oct 4]. Available from: https://www.sbp.
com.br/fileadmin/user upload/2017/03/Medicina-da-DorCuidados-Paliativos.pdf
4. Piva J, Lago P, Othero J, Garcia PC, Fiori R, Fiori H, et al. Evaluating end of life practices in ten Brazilian paediatric and adult
intensive care units. J Med Ethics. 2010;36:344---8.
5. Garros D. A ‘‘good’’ death in pediatric ICU: is it possible? J
Pediatr (Rio J). 2003;79:S243---54.
6. Deliens L, Mortier F, Bilsen J, Cosyns M, Vander Stichele
R, Vanoverloop J, et al. End-of-life decisions in medical
practice in Flanders, Belgium: a nationwide survey. Lancet.
2000;356:1806---11.
7. Devictor DJ, Nguyen DT. Forgoing life-sustaining treatments in
children: a comparison between Northern and Southern European pediatric intensive care units. Pediatr Crit Care Med.
2004;5:211---5.
8. Kipper DJ, Piva JP, Garcia PC, Einloft PR, Bruno F, Lago P, et al.
Evolution of the medical practices and modes of death on pediatric intensive care units in southern Brazil. Pediatr Crit Care
Med. 2005;6:258---63.
9. Linhares DG, Siqueira JE, Previdelli IT. Limitação do suporte
de vida em unidade de terapia intensiva pediátrica. Rev Bioét.
2013;21:291---7.
10. Tonelli HA, Mota JA, Oliveira JS. A profile of the medical conduct
preceding child death at a tertiary hospital. J Pediatr (Rio J).
2005;81:118---25.
11. Slater A, Shann F, Pearson G, Paediatric Index of Mortality (PIM)
Study Group. PIM2: a revised version of the Paediatric Index of
Mortality. Intensive Care Med. 2003;29:278---85.
12. Feudtner C, Feinstein JA, Zhong W, Hall M, Dai D. Pediatric complex chronic conditions classification system version 2: updated

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

530

for ICD-10 and complex medical technology dependence and
transplantation. BMC Pediatr. 2014;14:199.
Prendergast TJ, Claessens MT, Luce JM. A national survey of
end-of-life care for critically ill patients. Am J Respir Crit Care
Med. 1998;158:1163---7.
Althabe M, Cardigni G, Vassallo JC, Allende D, Berrueta M,
Codermatz M, et al. Dying in the intensive care unit: collaborative multicenter study about forgoing life-sustaining treatment
in Argentine pediatric intensive care units. Pediatr Crit Care
Med. 2003;4:164---9.
Benini F, Orzalesi M, de Santi A, Congedi S, Lazzarin P, Pellegatta
F, et al. Barriers to the development of pediatric palliative care
in Italy. Ann Ist Super Sanita. 2016;52:558---64.
Kovács MJ. A caminho da morte com dignidade no século XXI.
Rev Bioét. 2014;22:94---104.
Lee KJ, Tieves K, Scanlon MC. Alterations in end-of-life
support in the pediatric intensive care unit. Pediatrics.
2010;126:e859---64.
Burns JP, Mitchell C, Outwater KM, Geller M, Griffith JL, Todres
ID, et al. End-of-life care in the pediatric intensive care unit
after the forgoing of life-sustaining treatment. Crit Care Med.
2000;28:3060---6.
Garros D, Rosychuk RJ, Cox PN. Circumstances surrounding
end of life in a pediatric intensive care unit. Pediatrics.
2003;112:e371.
Suzuki F, Takeuchi M, Tachibana K, Isaka K, Inata Y, Kinouchi
K. Life-sustaining treatment status at the time of death in a
Japanese pediatric intensive care unit. Am J Hosp Palliat Care.
2018;35:767---71.
Moore P, Kerridge I, Gillis J, Jacobe S, Isaacs D. Withdrawal and
limitation of life-sustaining treatments in a paediatric intensive
care unit and review of the literature. J Paediatr Child Health.
2008;44:404---8.
Meert KL, Keele L, Morrison W, Berg RA, Dalton H, Newth
CJ, et al. End-of-life practices among tertiary care PICUS in
the United States: a multicenter study. Pediatr Crit Care Med.
2015;16:e231---8.
Piva JP, Soares M. End-of-life care in Brazilian ICUs is not just
a legal issue: adequate training and knowledge are essential to
improve care. Rev Bras Ter Intensiva. 2011;23:388---90.
Lago PM, Piva J, Garcia PC, Troster E, Bousso A, Sarno MO, et al.
End-of-life practices in seven Brazilian pediatric intensive care
units. Pediatr Crit Care Med. 2008;9:26---31.
Piva JP. Modes of death and the dying process in Brazilian PICU
over the last 30 years: personal reflections. Pediatr Crit Care
Med. 2018;19:S59---60.
Moreira MC, Albernaz LV, Sá MR, Correia RF, Tanabe RF.
Guidelines for a line of care for children and adolescents
with complex chronic health conditions. Cad Saude Publica.
2017;33:e00189516.
Burns JP, Sellers DE, Meyer EC, Lewis-Newby M, Truog RD. Epidemiology of death in the PICU at five U.S. teaching hospitals.
Crit Care Med. 2014;42:2101---8.
Keele L, Meert KL, Berg RA, Dalton H, Newth CJ, Harrison
R, et al. Limiting and withdrawing life support in the PICU:
for whom are these options discussed? Pediatr Crit Care Med.
2016;17:110---20.

