"Ethical wvs——
Dilemmas at
End of Life”

Karen J. Nichols, DO, MA, MACOI, MACP, CS-F

©KarendNicholsD02025



Disclosures * None



vakf,rouhd

* President — ACOI (2000-2001)
* President — AOA (2010-2011)

 Dean - Midwestern University/Chicago College of Osteopathic Medicine
- (2002-2018)

* Professor — Internal Medicine - retired

« ACGME Board of Directors (2015 -2022)
 Chair — Board of Directors (2020-2022)

* Private Practice — (1985-2002)

 End of Life Care Committee (Council on Palliative Care Issues) — AOA
« Chair — (1999-2009)




@karenjnichols
karenj.nichols_do

kin@kjnichols.com

Karen J. Nichols, DO

Leadership Consultant and Speaker on
End-of-Life Care Issues




fedns i

OF EXCELLENCEIN &
OSTEOPATHIC S
MEDICINE ¢
-

-

)
O b vy .




Objectives

- Understand that the basis for all decision-making is the
patient’s goals of care

- Understand the difference between withholding and
withdrawing ventilator support

- Recognize and manage medical futility

- Describe the different types of advance directives
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 Uncertainty about
prognosis

« Decision to shift goals often
Irrevocable

 |nsufficient technical
training

« Medical culture regards
death as failure

« Suffering is difficult



- Prior to antibiotics, people died quickly
. .. How « infectious disease

AWW e accidents
l- l| m ﬂw PM‘» - Medicine focused on caring, comfort

. Sick cared for at home
e with cultural variations



 Potential of medical therapies
« “fight aggressively” against iliness, death
« prolong life at all cost
 Improved sanitation, public health, antibiotics, new therapies

i b,oc“j) . e e * increasing life expectancy (until COVID)




 Modern health care
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Sudden d

¢ <10%

¢ MI,
accident




Protracted life-threatening illness 14
> 90%

- A - predictable steady decline with arrelatively short
“terminal” @inasg |
o Cancer

Decline

Health Status

Death

~Time



Héalth Status

Protracted life-threatening illness

tuated by periodic crises

o CHF, ellpmysi WIENINERS-typesdementiac

Crises

Death

Time
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What Ahall we
tatk about??

- Goals of Care

- Withhold vs. Withdraw
- Medical Futility

- Saying “I'm Sorry”

- Secondary Effect

- Advance Directives




Goals of Care

¢ The most important starting point for
any conversation about end of life!

17



14
What are the

choice)
avaifable?

- “What do YOU
(your patient)
want?”

- “Does anyone
else KNOW what
you want?”




¢ Everyone has a personal sense of
-who we are
-what we like to do
—control we like to have
—goals for our lives
—things we hope for




¢ Hope, goals,
expectations change
with illness

¢ Physician’s role to
clarify goals,
treatment plan




Potential goals of care M1

o Cure of
disease R
¢ Avoidance of ¢ Relief of
premature suffering
death pQuality of life
¢ Maintenand -9 Staying in
or \ =2

improvementis
in function g

¢ Prolongation
of life

¢ A good dying

¢ Support for
families and
loved ones



Historically, a dichotomous division of
goals of care
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SFocus offeuringtiliness #

. Little attention to relief of
suffering, care of dying




Determine specmc
priorities =

2 Based on values, preferences,
clinical circumstances

2 Influenced by information from
physician, team memxbers_'




Case #1 24

¢ A 35 year old severely debilitated AIDS patient
with lymphoma develops acute short of breath
and has a positive V/Q scan. He has a living will
which states he wishes no heroic measures if
terminal. The nurse calls you to intubate the

patient, since he is not terminal.



You should intubate this
patient.

,A. Agree
, B. Disagree




It feels harder to withdraw than to withhold 26
therapy.

> A. Agree
, B. Disagree




There I1s no ethical difference between
withholding and withdrawing therapy.

,A. Agree
, B. Disagree




¢ Withholding treatment vs.
withdrawing treatment




Case #2 29

¢ An 82 year old Caucasian female with breast
cancer develops an acute bowel obstruction
requiring emergency surgery for decompression.
She suffers a massive CVA in surgery and can’t
be extubated. Brain CT shows massive cerebral
edema and she quickly herniates. EEG shows

that she L/



...criteria for brain death. You recommend
disconnecting the ventilator. Her husband
says, "No, she is still breathing and still has
a heart beat.”

—
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ou are reqguired to follow h
Irection.

A. Agree
. B. Disagree
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Physicians and futility
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o Patients / families mayfb'
invested in interventions

1 Physicians / other
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Definitions of medical futility 34

o0 Won't achieve the patient’s goal

0 Serves no legitimate goal of medical practice
o Ineffective more than 99% of the time

0 Does not conform to accepted community

sta ndarL—-‘/



Is this really a futility case?

.

s Unequivocal cases of "SiE.,
medical futility are rare

o Miscommunication, value
difference

are more

"\,_‘
i
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Differential diagnosis of futility

situations EW¥
o B.
o0 C.

Inappropriate surregate.

Personal factors
Values conflict

<
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. Inappropriate Surrogate




B. Personal factors 33

0 Distrust

o Guilt

o Grief

o Intra-family issues
0 Secondary gain




C. Difference In values

o Religious

o Miracles

o Spiritual

o Value of life




D. Misunderstanding: underlying 40

causes . ..

o0 Doesn’t know the
diagnosis

o0 Too much jargon

n Different or conflicting
information

o Previous overoptimistic
prognosis
o Stressful environment




D. Misunderstanding: underlying
causes. ..

o Sleep deprivation
o Emotional distress
n Psychologically unprepared

o0 Inadequate cognitive
ability




Misunderstanding: how to respond . .. 47

0 Choose a primary
communicator

o Give information in
- small pieces

o Use understandable
language

o0 Do not hedge to “provide
hope”

o Involve other health care
professionals (ethics
committee)




Case #3 43

¢ A 39 year old white female is scheduled for
revision of a scar from an excisional breast
biopsy. She has 3 young children and is
recently widowed. The cosmetic result was
sub-optimal. You see the patient pre-op. You
say "I'm sorry” and the patient pulls back in

Surprise.—‘__‘/



Saying “I'm sorry” means:

¢ A. It's my fault

¢ B. I did something
WWige]gle

¢ C. I should have
evaluated you sooner

¢ D. I wish this problem
wasn’t happening to
you




¢ Sayin g
¢ Saying




Case #4 4€
¢ A 79 year old white female post-op from a

bowel obstruction. She has breast and colon
cancer with mets to the bones. You have been
consulted for pain management and have been
increasing the dosing of her pain meds, but she
requires dosing 2-3 times the recommended
dosage and still indicates she is in pain.

N



That’s all you can do.




The dose doesn’'t matter, just relieve the 43
pain i
¢ A. Agree




If you prescribe an increased dose, and 49
the patient dies In less than.24.1h0
you have committed murder.

-~ oA. AI’
“#B. Disagree



What killed the patient?




¢ Secondary Effect




The Physician’s Role

L & A X .

<

Presakl; Pt e ; r ’/&

E /.;(‘;t"’;"‘ :‘i‘




The dying patient’s perspective 23
¢ "What tormented Ivan Illych most was the
deception, the lie, which for some reason they
all accepted, that he was not dying but was
simply ill, and that he only need keep quiet and
undergo a treatment and then something very
good would result.”

The Death of Ivan Illych
Leo Tolstoy 1886




Physician’s Role

¢ Latent function: lending strength
¢ Pulls “strings”
¢ Affects the physiological processes

¢ The longer you care for a patient, the more
responsible you are for the patient’s welfare.

N
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Physician’s Role 55
¢ Physician/patient relationship exists even if
the physician is nasty, uncaring, unkind

¢ Physician/patient relationship can make
pain/suffering better or worse

¢ Enduring the pain/suffering is more tolerable if
the cause is known and is not just the result

i randolcha-ie_—‘/



Physician’s Role 5€
¢ Suffering can often be relieved in the
presence of continued pain, by:
¢ -making the source of the pain known,
¢ -changing its meaning,
¢ -demonstrating that it can be controlled,
¢ -that an end (to the pain) is in sight,




There Is never a time that nothing can 57
be done.

¢ Not useless things

¢ Not lies and false promises

¢ Patient may die, but can be in control

¢ Sometimes talking with the patient is the only tx

N



There Is never a time that nothing can 52
be done.

¢ Not useless things

¢ Not lies and false promises

¢ Patient may die, but can be in control

¢ Sometimes talking with the patient is the only tx
Sometimes talking with the patient is the BEST tx

—
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Physician’s concern:




1




the physician.

Cassell



Case #5 €3

¢ A 55 year old severely debilitated patient
with lymphoma develops acute short of
breath and has a positive V/Q scan. He has
never wanted to talk about what to do in
case to worsening prognosis.

N









¢ A. Yes
¢B. No
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Jummary:
Quuﬁhj o) care
al the ol{fi‘&

- Adherence to patient
values/preferences/GOALS!

Symptom management
Coordination of care
Family support

Care for the whole person,
including emotional and
spiritual well-being
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