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Trauma Death

Views of the Public and Trauma Professionals on Death and Dying From Injuries

Lenworth M. Jacobs, MD, MPH; Karyl Burns, RN, PhD; Barbara Bennett Jacobs, RN, MPH, PhD, CHPN

Objectives: To determine the values and preferences
of the general public and trauma professionals regard-
ing end-of-life care due to injury so as to inform prac-
tice guidelines.

Design, Setting, and Participants: Surveys of the
general public sampled by random-digit dialing be-
tween June 6, 2005, and July 5, 2005, and of a conve-
nience sample of trauma professionals during fall 2005
in the United States were conducted regarding prefer-
ences for care in the prehospital, emergency, and criti-
cal care settings.

Main Outcome Measures: Responses to the survey
questions.

Results: Most of the public and trauma professionals
would prefer palliative care when doctors determine that
aggressive critical care would not be beneficial in saving
their lives. During resuscitation of an injured loved one,

51.9% of the public and 62.7% of the professionals would
prefer to be in the emergency department treatment room.
Most of the public believes that patients should have the
right to demand care not recommended by their physi-
cians. Most of both groups trust a doctor’s decision to
withdraw treatment when futility is determined. More
of the public (57.4%) than the professionals (19.5%) be-
lieve that divine intervention could save a person when
physicians believe treatment is futile. Other findings sug-
gest further important insights.

Conclusions: The results pose challenges that will re-
quire societal discourse to determine the best practice.
Resolutions will need to be included in educational cur-
ricula and incorporated into practice to ensure that dy-
ing trauma victims and their families receive quality end-
of-life care.
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A LTHOUGH THERE HAVE BEEN

several national initia-
tives to improve end-of-
life care, none have spe-
cifically addressed the

needs of trauma victims and their fami-
lies.1-4 Trauma poses unique issues to cli-
nicians.Victimsareunknownto themprior

to the injury event and the clinicians
frequentlyneed tomakerapid life anddeath
decisions with little time to determine vic-
tims’ values and preferences for care.5

Surveys of the general public and trauma
professionals were conducted to learn their
preferences for care when a life-threaten-
ing or fatal injury occurs. The purpose of
these surveys was to compare and con-
trast these preferences so as to inform prac-

tice guidelines for comprehensive end-of-
life care for trauma victims. This article
presents the results of the surveys.

METHODS

STUDY DESIGN

Researchers under the direction of Chris-
topher Barnes, MA, at the Center for Survey Re-
search and Analysis, University of Connecti-
cut, Storrs, conducted and statistically analyzed
a national telephone survey of the general pub-
lic. The same survey, with some minor con-
versions from telephone survey language to
written survey language, was mailed to trauma
professionals.

SURVEY OF THE PUBLIC

One thousand six members of the public resid-
ingintheUnitedStatescompletedthesurveyover
thetelephone;allwereaged18yearsorolder.The
samplewasobtainedbyrandom-digitdialingbe-
tween June 6, 2005, and July 5, 2005. The mini-
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mum response rate was 19%. It was calculated as the number of
complete interviewsdividedbythenumberofall interviews(com-
plete pluspartial)plus thenumberofnoninterviewsplusall cases
of unknown eligibility.6 When an estimate of the eligible propor-
tionofcasesofunknowneligibilitywas included, theresponserate
was 22%. The margin of error was ±3.2 percentage points. No fi-
nancial incentive was offered to respondents.

SURVEY OF TRAUMA PROFESSIONALS

The same survey was piloted with 15 trauma professionals who
offered feedback on wording. It was mailed via the US Postal
Service to all medical directors at level I and II trauma centers
in the United States, to the entire membership of the Society
of Trauma Nurses, and to groups of emergency medical ser-
vices personnel in New Orleans, Louisiana, Chicago, Illinois,
and Hartford, Connecticut. An addressed stamped envelope was
provided. Seven hundred seventy-four surveys were returned
for a response rate of 51%. This was calculated as the number
returned divided by the number sent. No financial incentive
was offered for completion.

SURVEYS

The surveys were tested to take approximately 15 to 20 min-
utes to complete. The topics for questions in the survey were
based on recommendations generated by an expert panel of na-
tional trauma experts at a Trauma Leadership Forum con-
vened by the American Trauma Society.7 Topics relevant to care
in the prehospital setting, emergency department (ED), and in-
tensive care unit were queried. Forty-three questions asked for
opinions on issues such as futility, advanced directives, organ
donation, and beliefs related to culture and spirituality.

STATISTICAL ANALYSIS

Responses of the public and the professionals were compared
using 2-sided z tests by the Center for Survey Research and Analy-
sis. To ensure a representative sample of the public, their re-
sponses were weighted based on US Census data for sex, age,
race, educational level, and number of people in the household.

RESULTS

Tables 1, 2, 3, 4, and 5 provide the percentages of the
general public and the trauma professionals who chose
each option for selected survey items. The questions in
the Tables have been abbreviated from the telephone in-
terview and the paper survey.

EXPERIENCE WITH EMERGENCY CARE
AND TRAUMA

Similar percentages of the public (46.2%) and the pro-
fessionals (47.4%) indicated that they had received emer-
gency medical care in the past 10 years. Similar percent-
ages of respondents in both groups (12.4% of the public
and 12.7% of the professionals) had a close friend or fam-
ily member die as a result of a serious accident.

TRAUMATIC DEATH ON SCENE

Responses of the public regarding care in the prehos-
pital environment indicated that about one-half

(50.1%) prefer that a loved one fatally injured in an
accident be taken to a hospital (Table 1). Their reasons
for this are almost evenly divided between hoping that
further treatment might be done and feeling more com-
fortable at a hospital (47.3% vs 48.1%, respectively).
The professionals were more accepting of a place other
than a hospital or morgue to take their deceased loved
one than the public (13.6% vs 1.7%, respectively). If
religious and counseling services were offered at an
alternative facility, 29.4% of the public and 63.4% of the
professionals would prefer this option. However, most
of both groups would not be willing to pay extra for
insurance coverage for use of such a facility. Most of the
public would be willing to pay an extra fee to bring
their deceased loved one to the hospital. This was not
true for the professionals.

TREATMENT IN THE ED

Most of the public (51.9%) and the professionals (62.7%)
would prefer to be present in the treatment room as op-
posed to the waiting room in the ED during resuscita-
tion of a loved one (Table 2). This preference endured
even when respondents may witness disturbing sights.
If the victim were a child, the preference for being in the
treatment room increased to 79.0% of the public and
78.7% of the professionals.

Table 1. Preferences Regarding End-of-Life Care
in the Prehospital Environment

Question and Responsesa
Public, %
(n=1006)

Professionals, %
(n=774)

P
Value

If a person is dead at the scene of
an accident, to which facility
would you prefer that your
loved one be transported?

Hospital 50.1 36.8 � .001
Morgue 41.1 35.0 � .001
Other 1.7 13.6 � .001

If you prefer that the person be
taken to the hospital, what is
the main reason?b

You hope something might
be done

47.3c 13.4d � .001

More comfortable with a
hospital

48.1c 84.6d � .001

If there were an alternative facility
with religious and counseling
services, which would you
prefer?

New facility 29.4 63.4 � .001
Hospital 37.9 11.4 � .001
Morgue 26.1 13.6 � .001

Would you pay for insurance
coverage for a new facility?

Yes 34.8 28.4 � .001
No 56.7 50.9 .01

Would you pay an extra fee to
bring your loved one to the
hospital?

Yes 58.5 29.5 � .001
No 36.8 52.2 � .001

aResponses of do not know or refused to answer are not included.
bAsked only of those who indicated hospital in the previous question.
cSample size was 500.
dSample size was 292.
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In the event that respondents were critically injured
and expected to die despite life-saving interventions,
57.3% of the public and 72.7% of the professionals would
prefer a treatment focus on comfort (Table 2). If the pa-
tient were a loved one, the percentages of respondents
selecting the comfort focus dropped to 46.8% of the pub-
lic and 67.8% of the professionals.

GOALS OF CARE AND LIMITED RESOURCES

When physicians believe there is no hope of recovery
for a patient, most of the public (72.8%) and the pro-
fessionals (92.6%) believe that life-sustaining treat-
ments should be stopped and the focus of care should
be on comfort (Table 3). Of those indicating that all
efforts should continue indefinitely, 86.2% of the pub-
lic and 33.3% of the professionals say efforts should
continue regardless of the financial cost. Of those who
originally said that all efforts should continue indefi-
nitely, 56.1% of the public and 62.8% of the profes-
sionals indicated that efforts should not continue if
these efforts take medical resources and personnel
away from patients more likely to survive. When
intensive care unit beds are limited, most of both
groups would support transferring those patients who
are almost certain to die to a regular hospital room.

FUTILITY AND TRUSTING PHYSICIANS

Most of both groups highly rated their level of trust in a
doctor’s decision to stop life-saving treatment when fu-
tility is determined. On a scale of 1 to 10 where 1 was do
not trust at all and 10 was trust completely, profession-
als were found to almost completely trust the physi-
cian’s recommendation (mean score, 9.4); the public’s
score was slightly lower (mean score, 7.0).

DEMANDING CARE AND PAYING FOR CARE

A majority of the public (72.4%) believes that patients
should have the right to demand care even when doc-

Table 2. Preferences for Family Presence
and a Comfort Focus

Question and Responsesa
Public, %
(n=1006)

Professionals, %
(n=774)

P
Value

If a loved one needs resuscitation,
in which would you prefer to
be?

Treatment room 51.9 62.7 � .001
Waiting room 40.9 29.6 � .001

If you were to see large amounts
of blood or other difficult sights
in the treatment room, in which
would you prefer to be?b

Treatment room 73.1c 83.8d � .001
Waiting room 17.7c 11.4d � .001

If your loved one were a child, in
which would you prefer to be?

Treatment room 79.0 78.7 .85
Waiting room 17.3 14.7 .15

If you were in an accident and
were likely to die despite
treatment, which would you
prefer the medical team to do?

Focus on making you
comfortable

57.3 72.7 � .001

Do everything to keep you
alive

34.5 22.9 � .001

If the patient were a loved one,
which would you prefer the
medical team to do?

Focus on making him or her
comfortable

46.8 67.8 � .001

Do everything to keep him or
her alive

41.9 24.8 � .001

aResponses of do not know or refused to answer are not included.
bAsked only of those who indicated treatment room in the previous

question.
cSample size was 588.
dSample size was 526.

Table 3. Preferences for Goals of Care
and Limited Resources

Question and Responsesa
Public, %
(n=1006)

Professionals, %
(n=774)

P
Value

If doctors believe there is no hope
of recovery, which would you
prefer?

Life-sustaining treatments
should be stopped and
should focus on comfort

72.8 92.6 � .001

All efforts should continue
indefinitely

20.6 2.5 � .001

Should these efforts continue
regardless of the financial
cost?b

Yes 86.2c 33.3d � .001
No 9.0c 42.2d � .001

Should efforts continue if they
take medical resources and
personnel away from other
patients more likely to
survive?b

Yes 28.8c 23.3e � .001
No 56.1c 62.8e � .001

Would you support or oppose that
patients in the ICU who are
expected to die be transferred
to a regular hospital room
where comfort care is the
focus?

Strongly support 38.9 62.1 � .001
Somewhat support 23.8 19.4 .02
Somewhat oppose 10.9 9.8 .52
Strongly oppose 19.7 4.7 � .001

Same question as above but now
there is a limited number of ICU
beds?

Strongly support 47.6 61.2 � .001
Somewhat support 23.6 21.4 .29
Somewhat oppose 9.4 8.3 .44
Strongly oppose 13.8 4.8 � .001

If the ICU were full, should
patients expected to die be
transferred to make room for
others with a greater chance of
survival, or should ICU
admission be on a first-come,
first-served basis?

Move those expected to die 72.1 77.3 .01
First come, first served 17.8 9.7 � .001

Abbreviation: ICU, intensive care unit.
aResponses of do not know and refused to answer are not included.
bAsked only of those who indicated that efforts should continue

indefinitely in the previous question.
cSample size was 170.
dSample size was 45.
eSample size was 43.
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tors think it is not indicated, and 48.5% believe that in-
surance companies should pay for such care (Table 4).
The professionals disagree; 44.3% believe that patients
have the right to demand care that is not recommended.

Regarding persons in a persistent vegetative state,
33.6% of the public and 31.3% of the professionals be-
lieve that the government should pay for their long-
term care (Table 4). Most respondents, 84.8% of the pub-
lic and 94.2% of the professionals, would prefer to die
as opposed to receiving continued life-sustaining care if
they were ever in a persistent vegetative state.

ORGAN DONATION
AND ADVANCE DIRECTIVES

Half of the public respondents (50.6%) are organ do-
nors, whereas a more significant majority of profession-
als (78.9%) are organ donors. Most of both groups be-
lieve that their family should not be able to reverse their
decision to be an organ donor. The percentage of public
respondents with living wills is 35.7%, whereas slightly
more professionals (40.4%) have them. Most of both
groups believe that their family should not be able to
change their living will. Most of the public and profes-
sionals strongly support or somewhat support children
aged 15 years or older having living wills. More than half
of the public (59.3%) and 45.7% of the professionals have
designated someone as their health care proxy.

When asked how well they understand medical is-
sues faced by their family, living wills, and the wishes of
their family, most of both groups indicated they under-
stood. Mean scores for these questions, rated on a scale
of 1 to 10 with 1 being do not understand at all and 10

being understand completely, were greater than 7.0 for
the public and the professionals.

CULTURAL AND RELIGIOUS SENSITIVITY

Responses of the public indicated that they were either
not too concerned (22.8%) or not at all concerned (32.2%)
that ED and intensive care unit staffs are sensitive to their
race and culture (Table 5). Of the professionals, 26.2%
were not too concerned and 22.0% were not at all con-
cerned regarding the same issue. Most respondents in both
groups (65.3% of the public and 78.5% of the profes-
sionals) were either not too concerned or not at all con-
cerned that a doctor of a different race or ethnicity might
not give them the best care.

When the responses of the public to the questions re-
garding race and culture were analyzed by racial catego-
ries of white and nonwhite, the percentages indicated more
concern by nonwhite respondents. Of the respondents,
58.6% of nonwhite respondents and 38.5% of white re-

Table 4. Responses Regarding Demanding Care and Goals
of Care for Those in a Persistent Vegetative State

Question and Responsesa
Public, %
(n=1006)

Professionals, %
(n=774)

P
Value

Do patients have the right to
demand care that doctors think
will not help?

Yes 72.4 44.3 � .001
No 20.2 44.8 � .001

If a patient demands such care,
who should pay for it?

Insurance company 48.5 30.5 � .001
Government 6.1 1.4 � .001
Patient personally 37.0 54.8 � .001

Should the government pay for
long-term care of persons in a
PVS?

Yes 33.6 31.3 .30
No 58.1 44.2 � .001

If you were ever to be in a PVS,
would you prefer to be kept
alive or die?

Be kept alive 10.8 3.2 � .001
Die 84.8 94.2 � .001

Do you believe that someone in a
PVS could be saved by a
miracle?

Yes 61.3 20.2 � .001
No 32.5 57.0 � .001

Abbreviation: PVS, persistent vegetative state.
aResponses of do not know and refused to answer are not included.

Table 5. Responses Regarding Race, Culture, Ethnicity,
and Religion

Question and Responsesa
Public, %
(n=1006)

Professionals, %
(n=774)

P
Value

How concerned are you that ED
and ICU medical staffs are
sensitive to your race and
culture?

Very 17.1 17.7 .74
Somewhat 26.1 30.0 .07
Not too much 22.8 26.2 .09
Not at all 32.2 22.0 � .001

How concerned are you that
medical personnel might not
understand how your culture
affects the type of treatment
you would like to receive?

Very 17.1 7.0 � .001
Somewhat 25.6 28.6 .17
Not too much 22.7 35.3 � .001
Not at all 32.1 25.8 � .001

How concerned are you that a
doctor of a race or ethnicity
other than yours might not give
you the best care?

Very 16.3 5.9 � .001
Somewhat 16.4 13.6 .12
Not too much 22.3 37.5 � .001
Not at all 43.0 41.0 .34

How important would your
religious beliefs be in guiding
decisions about your own
medical care if you were
critically injured?

Very 41.0 30.6 � .001
Somewhat 25.8 30.6 .02
Not too much 13.6 19.9 � .001
Not at all 18.4 17.1 .47

If the doctors treating your family
member said futility had been
reached, would you believe that
divine intervention by God
could save your family
member?

Yes 57.4 19.5 � .001
No 35.5 61.1 � .001

Abbreviations: ED, emergency department; ICU, intensive care unit.
aResponses of do not know and refused to answer are not included.
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spondents indicated that they are very concerned or some-
what concerned that ED and intensive care unit staffs are
sensitive to their race and culture. Also, 60.5% of non-
white respondents and 37.0% of white respondents are
very concerned or somewhat concerned that medical per-
sonnel might not understand how their culture affects
the treatment they would like to receive. Furthermore,
48.3% of nonwhite respondents and 27.4% of white re-
spondents are concerned that a doctor of a race or eth-
nicity different from their own might not give them the
best care.

For 41.0% of the public and 30.6% of the profession-
als, religious beliefs would be very important in guiding
their decisions about medical care if they were critically
injured. Another 25.8% of the public and 30.6% of the
professionals said religious beliefs were somewhat im-
portant in making medical decisions related to critical
injury. More of the public (61.3%) than the profession-
als (20.2%) believe that a person in a persistent vegeta-
tive state could be saved by a miracle (Table 4). Simi-
larly, more of the public (57.4%) than the professionals
(19.5%) believe that divine intervention from God could
save a person even when the physicians have deter-
mined that treatment is futile (Table 5).

COMMENT

The number of deaths due to intentional injuries (eg, ho-
micides, suicides) and unintentional injuries (eg, motor
vehicle crashes, falls, burns) has made trauma the third
or fourth leading cause of death in the United States for
the past 17 years.8-26 In 2003, there were 163 988 deaths
due to all injury.24 This steady rate suggests that even
though prevention strategies may reduce the number of
nonlethal injuries, trauma professionals will still be con-
fronted with a significant number of persons who die from
their injuries.

The Institute of Medicine cites breaking-point rates of
ambulance diversions, ED visits, and closures of EDs as a
national epidemic.27 Therefore, the appropriateness of trans-
porting patients with no likelihood of survival to trauma
centers and implementing aggressive resuscitation ef-
forts can be questioned.7 Transportation of the trauma-
tized dead to a morgue or a new facility may be the right
action to take. A better alternative might be to develop a
facility in the hospital that does not initiate medical therapy
but provides psychosocial and religious support for the next
of kin. With almost 30% of the public preferring this op-
tion, it might be that with careful and sensitive implemen-
tation, these other facilities could be made acceptable to
an even greater percentage of the public.

The preference to be in the treatment room during re-
suscitation of a loved one, especially a child, has impli-
cations for professionals who would prefer that family
members not be present. Recommendations from the Na-
tional Consensus Conference on Family Presence Dur-
ing Pediatric Cardiopulmonary Resuscitation to sup-
port family attendance at resuscitation of children have
been promoted with representation of many organiza-
tions, including the American Trauma Society, the Ameri-
can College of Surgeons, and the American Academy of

Pediatrics.28 Reasons for not wanting family presence
should be explored and policies decided in advance to
reconcile these different preferences.

Concerning decision making in the event of critical
injury and a high likelihood of death, our findings
indicate that persons have a harder time selecting an
option for loved ones than for themselves when it
comes to comfort vs doing everything to sustain life.
This finding reinforces the need to ask persons what
they believe their loved one would want. This may
relieve some of the burden of making a decision by
focusing on what decision the loved one would make
for himself or herself.

Regarding patients who doctors believe have no chance
of survival, the results suggest that the public and pro-
fessionals appreciate the necessities posed by limited in-
tensive care resources and understand the need to achieve
fair and just use of scarce resources.

Regarding medical futility, the results indicate that
physicians can be reasonably sure they are trusted to
make those decisions. However, they need to be pre-
pared to deal with families who are waiting for a
miracle. Pellegrino,29 one of the national experts at the
American Trauma Society Trauma Leadership Forum,
has suggested that futility is best determined by identi-
fying the end or purpose of a particular treatment
through shared decision making involving the physi-
cian and patient or surrogate. The process ought to bal-
ance the treatment’s effectiveness (the physician’s deci-
sion), its benefits (the surrogate’s decision), and its
burdens (decided by both).29

The large percentage of people who indicated that re-
ligious beliefs are important, including the potential for
miracles to change futile outcomes, should be appreci-
ated by health care professionals. Sensitivity to this be-
lief will promote development of a trusting relationship
that is critical to convey the scientific basis for the con-
clusion that there is objective, overwhelming evidence
that continued medical interventions will not lead to a
successful outcome.

The perceived right to demand care that doctors do
not think is indicated and the belief that insurance com-
panies should pay for such care pose challenges to soci-
ety as a whole. Although Americans are accustomed to
having rights, demanding and receiving care that in the
physician’s best medical judgment will not be effective
could overwhelm the entire health care system. This en-
titlement mentality has been cited as one of many rea-
sons a family may request care that the health care team
believes is futile.30

Opinions regarding organ donation have important im-
plications for trauma professionals. If patients meet the
legal criteria to be organ donors, their wishes should be
honored as justified by the principles of respect for per-
sonal autonomy and justice. Letting families know that
most people do not want their decision to be reversed
should lessen the families’ angst. Adhering to this
practice of not requiring family consent when a person
is a professed donor should increase organ donation
substantially.31

Regarding children aged 15 years or older having liv-
ing wills, the results suggest that it might be time to
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promote the completion of living wills by younger indi-
viduals, including children as young as 15 years. Estab-
lishing this behavior at a young age will not only benefit
children and their families if the need arises but may
create a mindset for lifelong attention to advance
directives.

Results regarding questions about race and culture
highlight the need for sensitivity and recognition of per-
sons as unique individuals. Professionals need to be aware
that their race, if different from the patients’, may create
some insecurity for the patients.

CONCLUSIONS

The findings of the surveys pose challenges for trauma
professionals, hospital administrators, insurers, and so-
ciety as a whole. Issues need to be discussed in the clini-
cal and public arenas and within the curricula of health
professional education. Rich and sensitive dialogue is
needed so that all dying trauma patients and their fami-
lies receive quality end-of-life care.
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