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Case Report

“| Don’t Want to Live Like This Anymore”:
The Role of Psychiatry and Clinical Ethics in Withdrawing Life-Sustaining

Treatment

Arlen Gaba, BS, and Sahil Munjal, MD

larke and Kissane! interpret

Jerome Frank’s concept of

demoralization not only as
“nonspecific distress” but also as
a “clearly defined syndrome of
existential distress” affecting
patients with physical and mental
illness, of the caliber to affect “life
or integrity of being.”®73% While
most who experience major
depressive disorder (MDD) have
anhedonia—diminished interest,
desire, effort, and consummatory
pleasure*>—demoralized patients have
feelings of subjective “incompetence,
hopelessness, and helplessness.”
Multiple studies demonstrate that in
those with psychiatric and medical
illness, hopelessness is more strongly
associated with suicidal intent instead
of depression.*® Chronic, prolonged
physical illness that requires
persistent, scheduled treatment such
as hemodialysis may threaten a
patient’s autonomy, slowly decoupling
a patient’s sense of self-efficacy
and self-esteem, and deprives them of
participation in efforts to find
meaning in their daily life (eg, physical
activities that may help improve their
mental health).

Psychiatrists are sometimes tasked
with assessing demoralized and
suicidal patients with decision-making
capacity, whose wishes and values go
against the established medical ethos.
In this case report, we detail how
psychiatrists can remain steadfast in
respecting the wishes and values of
patients who have a desire to
withdraw care within an established
ethical framework.

Case Report

Ms A, a 27-year-old patient with
granulomatosis with polyangiitis and
end-stage renal disease on 7 years of

hemodialysis, presented to the
emergency department with passive
suicidal ideation and abdominal pain
after missing a week of hemodialysis.
Her psychiatric history included MDD,
posttraumatic stress disorder, and
tobacco, cannabis, and cocaine use
disorders. She repeatedly declined
medications, diagnostic laboratory
testing/imaging, and dialysis,

stating, “I do not want to live like
this anymore,” referencing

chronic illness and hemodialysis
dependence.

The psychiatry team was consulted
for MDD exacerbation and determined
she had decision-making capacity to
decline dialysis; the patient’s distress
and wishes to withdraw treatment did
not originate from MDD exacerbation
but were rooted in demoralization
from declining health over 5 years. An
interdisciplinary team collaborated to
understand her goals of care leading
to a do-not-resuscitate order aligned
with her values of independence and
comfort. Ms A, supported by her
mother, was discharged to hospice.

Discussion

The psychiatry team assessed the
patient’s emotional distress, suicidal
ideation, and decision-making
capacity in tandem with the ethics
consultant addressing the decision of
withdrawing dialysis and pursuing
hospice care. Ethics teams are often
underutilized at most medical centers
and offer an opportunity to share
uncertainty, as complex dilemmas
need to be shared and delegated for
proper resolution.

We differentiated demoralization
from anhedonia by weighing her
feelings of “subjective incompetence,”
self-reproach, and having a death
wish. Using the ethical framework

provided in Table 1, within the ethical
principle of autonomy, we established
the patient’s persistent despair and
multiple-year desire not to pursue
dialysis and honored her decision to
refuse daily medication and her
conviction to pursue hospice care after
withdrawing hemodialysis. While
grappling with the principle of
nonmaleficence, we established that
release from the hospital would
expose her to unstable transport and
housing and continued worsening

of pathology, with missed dialysis
sessions leading to death; however,
conversely, forced interventions would
expose her to significant psychological
trauma.

Medical beneficence focuses on
minimizing risk and maximizing
longevity, so treatment refusal can
seem irrational to physicians.
Notably, the value proposition of
“health” is different for each patient
and is not the only core value that
patients consider. This rational
decision takes precedence over
emotion, which is championed by
scientists and philosophers alike.
Beneficence cannot override our
patient’s autonomy, the principle
of nonmaleficence, and the
demonstrated principle of informed
consent.® In our patient’s case, it was
morally permissible to afford her
palliative medication and withdrawal
of dialysis, as our intent was to
relieve her existential/psychological
pain and not cause her demise.”®

In decisions involving life-
sustaining treatment withdrawal,
psychiatrists play an important role
in assisting with decision-making
capacity assessment, mood disorder
symptoms, and interdisciplinary
discussions. These decisions may
promote “moral distress,” when
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Table 1.
Clinical Ethics and Their Application to the Case
Ethical principle

Gaba and Munjal

Application to the case

Beneficence: to act for the patient’s benefit and promote welfare

Metabolic and electrolyte abnormalities secondary to end-stage renal disease were
treatable with dialysis and medications.

Physical pain symptoms were treatable with opioid and nonopioid therapies.

Emergency hold for suicidal ideation in the emergency department; admission to
medical-psychiatric unit was done for 24/7 care.

Rheumatology suggested the patient could live a full life on immunosuppressants
and was against withdrawing care.

Nonmaleficence: to avoid harm to the patient by avoiding death, pain, suffering,
incapacitation, offense, and deprivation

Withdrawal of dialysis and pharmacologic interventions would inevitably cause her
death.

Release from the hospital could result in a suicide attempt.

The patient was without permanent housing, and release from the hospital would expose
her to associated risks.

The patient had transportation limitations, so the hospital release could mean
immediate missed dialysis.

Autonomy: the respect for a person’s intrinsic power to make choices for self-
determination

The patient expressed consistent desire for more than 2 y to not pursue dialysis;
despair with quality of life and wish to not live in this condition; and conviction to
pursue hospice care and withdrawal of life-sustaining therapies.

The patient’s decision to refuse daily medications was respected in the hospital.

Informed consent: decision-making capacity, full disclosure (risks, benefits,
alternatives), and to voluntarily accept/decline intervention

The patient was deemed to have medical capacity to refuse dialysis and pursue
hospice care.

Truth-telling: the right to know the diagnosis and prognosis, with the option to
forgo disclosure

The patient expressed a desire to know the diagnosis and prognosis. The team
communicated a diagnosis of end-stage renal disease secondary to autoimmune
pathology and prognosis of lifelong hemodialysis given noncandidacy for kidney
transplant.

Confidentiality: avoiding disclosure of confidential information without patient
authorization

Open dialogue and consent obtained from the patient to discuss medical prognosis
with the patient’s mother.

Justice: fair, equitable, and appropriate treatment of persons; it includes
distributive justice of scarce resources

Kidney transplants are a scarce resource.

terminally ill patients with cancer. JAMA. 2000;

physicians must respect a patient’s
autonomy to withdraw from life-
sustaining treatment, effectively
ending life and requiring careful
and compassionate debrief.” We
recommend having a low threshold
to involving ethical committees in
such cases. Future complex ethical
dilemmas would benefit from our
proposed ethical framework, which
we used to make a patient-centered
informed decision.
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