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Story From the front lines

A woman in her 70s with a history of metastatic lung cancer presented to the
emergency department with several months of increasing fatigue and poor appetite.
She had initially attributed her symptoms to her experimental oral chemotherapy
agent however she did not notice any improvement after self-discontinuing the
medication a few weeks prior. Given her ongoing decline, living alone, and the hope
that time with family would boost her energy, she decided to move to her sister’s
home in Colorado, where she planned to establish with a new Oncology team.
However, within days of the move, her symptoms worsened and so came to the
emergency department for evaluation.

In the emergency department hypotension and acute kidney injury were
noted. Chest x-ray was concerning for pneumonia. The patient had reported her
code status as “DNR/DNI” to the admitting team but wished to pursue additional
evaluation and treatment. She was treated with antibiotics and saline though blood
pressure remained low. Given concern for shock, the patient’s goals of care were
addressed in greater detail and the patient indicated that although she hoped she
would not pass away during this admission, she did not want any aggressive
measures such as any ICU-level care or hemodialysis.

Over the course of several hours her condition worsened and was
transferred to the intensive care unit. An echocardiogram was ordered to assess for
other causes of shock and demonstrated moderate pericardial effusion with concern
for early tamponade. Her code status was reversed to full in the setting of right
heart catheterization and planned pericardiocentesis; however, the latter was not
pursued after her cardiac pressures on catheterization were not suggestive of
tamponade. Dopamine was started through a peripheral line for blood pressure
support. Despite this and other life-sustaining interventions, the patient became
unresponsive. The patient’s sister indicated that it was “the patient's wish not to
pursue further aggressive care and that she was ‘ready.” Dopamine was
discontinued and comfort care measures were initiated. The patient passed away
after two hours.

A teachable moment

A discussion of code status and other goals of care, is considered a standard portion
of a comprehensive medical evaluation for patients being admitted to the hospital.
This portion of a medical assessment presumes that individuals have differing value
systems: that is, not every patient would want the same treatment in the same
scenario, based on their unique priorities. The goal of this evaluation is to ensure
that clinicians understand patient values and incorporate these in patient-centered
treatment plans.

However assessing what a patient “really wants” is rarely straightforward
and fraught with challenges. When patients are not able to make decisions for



themselves clinicians rely on advanced directives and other medico-legal documents
to determine a patient’s wishes. However, even patients with advanced cancers
frequently do not have advanced directives.! In deceptively less complicated
situations in which patients have the capacity to make their own medical decisions,
as in the above case, the way that medical decisions are framed can influence
patients’ preferences.? Additionally, clinicians’ propensity to recommend intensive
treatment at the end of life differs based on clinician race, ethnicity and cultural
background.3 As a result, even patients who are relatively clear that they do not
want invasive procedures could say otherwise depending on provider factors and,
like our patient, end up spending the last days of their lives undergoing aggressive
procedures. That providers are influential in patient's decision-making is evidenced
by the fact that many seriously ill patients feel that they receive care that is not
consistent with their preferences.*

Given that providers are in the position to influence their patients' treatment
plan, which not only may lead to care that patients do not want but also increased
health care spending and the risk of important physical harmes, it is imperative for us
to recognize our own biases and the way individual communication styles may
obscure patients’ true desires and lead them to potentially unwanted treatment.
However, training for medical personnel surrounding end-of-life care is limited.> If
we desire to provide patient-centered, and not paternalistic, care to our patients, we
must start with increase training surrounding these issues, which truly are life-or-
death for our patients.
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