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Lessons Learned at the Interface of
Medicine and Psychiatry

The Psychiatric Consultation Service at

Massachusetts General Hospital sees medical and
surgical inpatients with comorbid psychiatric
symptoms and conditions. During their twice-weekly
rounds, Dr Stern and other members of the Consultation
Service discuss diagnosis and management of
hospitalized patients with complex medical or surgical
problems who also demonstrate psychiatric symptoms
or conditions. These discussions have given rise to
rounds reports that will prove useful for clinicians
practicing at the interface of medicine and psychiatry.
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wanted them to die? Have you wondered whether
such thoughts and feelings are acceptable? Have
you been uncertain about how you could manage your
guilt over such thoughts? Have you been unsure about
how to best advocate for a patient whose medical care
is futile? If you have, the following case vignette and
discussion should prove useful.

| | ave you ever had a patient suffer so much that you

CASE VIGNETTE

Ms A, a 62-year-old woman with idiopathic
pulmonary fibrosis, underwent bilateral lung
transplantation. Although she had been an excellent
candidate for transplantation, her course was
complicated by initial primary graft dysfunction (that
required ventilatory support and extracorporeal
membrane oxygenation [ECMO]), multiple bouts of
infection (including fungal pneumonia), renal failure (that
required dialysis), mesenteric ischemia (that led to an
ostomy), severe deconditioning, and ongoing use of

pressors to support her blood pressure. Nine months after
her transplant, she remained in the intensive care unit
(ICU) and still required ventilatory support and dialysis.
For the last 2 months, she had struggled with delirium
due to multiple medical conditions. Her family

(a husband, 2 sons, and grandchildren) stayed by her
bedside and hoped for her full recovery.

Throughout her ICU stay, her ICU and transplant
teams as well as multiple consultants from other
disciplines (eg, nephrology, infectious diseases,
neurocritical care, psychiatry, and occupational and
physical therapies) experienced myriad emotions (eg,
anger, irritability, and guilt) in response to prolonging
what seemed inevitable, seemingly without
consideration for what Ms A had wanted or would
want, and confident that she would not survive her
hospital stay. However, some members of her ICU and
transplant teams continued to express hope for her
recovery. Others thought that a 1-year survival for
transplant recipients was an important contributor in
the primary teams’ decision-making. Several of her
health care providers tried to avoid caring for her,
feeling that their actions were futile and contributed
to her suffering.

DISCUSSION

What Is Meant by Medical Futility?

“Medical futility” is not esoteric bioethical jargon.
Its widely cited definition is “A medical act is futile if
(based on empirical data) the desired outcome, although
possible, is overwhelmingly improbable.”'®1% When
determining whether an action is futile, it is important to
consider whether the intended outcome is desirable.
Ethicists refer to such reasoning as the qualitative aspect
of futility, wherein an intervention’s burdens outweigh its
benefits or will fail to provide the patient with a quality
of life worth prolonging.? Nevertheless, medical care that
does not offer any meaningful hope of recovery is now
widely understood to be futile, and this notion has been
critical to the growth of hospice services.?
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Clinical Points

« Medical futility occurs when the desired outcome,
although possible, is overwhelmingly improbable.

- When patients or their family members dispute the
determination of medical futility and are opposed to
withdrawal of care, patient advocates or an ethics
committee should become involved.

- Assessment of capacity requires a multifaceted approach
that balances clinical assessment, communication
strategies, ethical considerations, and legal frameworks.

- Tension between clinical complexities and the quality
metrics of transplant programs can create significant
ethical dilemmas.

« Acknowledgment of feelings evoked while caring for those
with critical illness can help to guide actions instead of
blindly reacting to them.

Clinicians must also assess the probability that an
action will achieve the desired goals. Recent literature
refers to these probabilistic considerations as the
quantitative aspects of futility.? However, medicine
rarely deals with certainties, and quantitative futility
does not demand that the desired outcome be impossible,
only highly improbable,* and no professional organizations
have proposed a statistical threshold for determining
futility. Even the most evidence-based providers integrate
mechanistic reasoning and empirical data. Thus, the
quantitative definition of futility does not refer to objective
statistics but to the subjective prognostication of a
reasonable and well-informed clinician.

Thoughtful appreciation of the qualitative and
quantitative aspects of medical futility informs sound
decision-making. The field of neuro-prognostication offers
an illustration. Brain death, a concept formalized by
Beecher,® described a state in which both types of futility
are maximized, wherein the odds that treatment could
result in any patient experience whatsoever are so low that
no treatment is warranted and harvesting of organs becomes
ethical. However, more complicated reasoning must be
applied to patients in a vegetative or a minimally conscious
state.® Early in the course, critical care services have a high
likelihood of preserving life, but there is a high degree of
uncertainty regarding the eventual quality of life. As time
passes, certainty about the level of recovery increases, but
medical complexity often also increases, creating more
quantitative uncertainty.” As such, in the weeks shortly after
a neurologic injury, care is often withdrawn due to concerns
about qualitative futility (low likelihood of obtaining a
desirable outcome), but years into the course, care is
typically withdrawn due to quantitative futility (the low
likelihood that any intervention will correct the
accumulating medical complications). Conflict arises when
the language used becomes imprecise, such as when
providers argue that the resuscitation of a neurologically
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injured patient would be futile, implying that it would be
ineffective (quantitative futility) when the underlying
reasoning is that the patient’s quality of life would be too
poor to justify intervention (qualitative futility).®

Who Decides That Medical Care Is Futile?

Prior to the 1970s, when medical futility was not even
considered, medical paternalism dictated that physicians
should determine the nature and extent of care provided.
Over the following decades, the medical system slowly
transitioned to a model that involved more patient
autonomy, which called into question who should
determine when a patient is at the end of their life.
However, providers may disagree with one another. As
patient autonomy grew, physicians transitioned from
their role as sole decision-makers to shared decision-
makers.® Advance care directives and health care
surrogates have facilitated this conversation even when
the patient was unable to participate. Moreover,
physicians should not assume that all patients are
incapacitated or unable to participate in end-of-life
discussions merely because they are in the ICU or
ventilated.!® These decisions often depend on the input of
family members who are acting as surrogates to convey
the patients’ wishes.!

Although these conversations often provoke anxiety
among physicians, defaulting to a formulaic script or
eschewing a shared decision model should be avoided.
Recommendations published by the Ethics Committees
of the American College of Critical Care Medicine and
American Thoracic Society recommend that “Clinicians
should engage in a shared decision-making process to
define overall goals of care (including decisions regarding
limiting or withdrawing life-prolonging
interventions).”?®% Nevertheless, surveys of ICU
physicians and family members of ICU patients found
that a physician-driven approach was more common
than true shared decision-making.!!

When patients or their family members dispute the
determination of medical futility and are opposed to
withdrawal of care, patient advocates and/or an ethics
committee should become involved. Further exploration
of patients’ values and life stories may resolve these
differences of opinion.

How Can a Ventilated or Delirious Patient
Be Assessed for Capacity to Make Medical
Decisions?

Assessment of capacity to make medical decisions in
ventilated or delirious patients requires a thoughtful
approach due to the unique challenges that these
conditions present. Capacity refers to the patient’s ability
to understand the relevant information about their
medical condition, the proposed treatment options, and
the consequences of accepting or refusing those options.
It also involves the ability to communicate a choice based
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Table 1.
Assessment of Capacity in a Critically Il Patient
Steps

Specific details

Medical evaluation

Evaluation of the patient’s medical condition, its underlying process, its severity, and its
prognosis.

Note that some medical conditions can transiently affect a patient’s ability to make
decisions, leading to postponing definitive decisions regarding care until the patient has
regained decision-making capacity.

Delirium assessment

Evaluation for delirium, a common condition in the ICU, based on screening tests and
neuropsychiatric evaluations.

Since delirium often has a waxing and waning course, all potential reversible causes of
delirium should be addressed to enhance a patient’s ability to regain medical decision-
making capacity.

Capacity assessment
Communication

Understanding

Appreciation
Reasoning
Temporary vs permanent impairment

Involvement of family or surrogates

A patient’s ability to communicate verbally or nonverbally should be assessed. Even
when ventilated, a patient may be able to communicate through gestures or eye
movements or use of a letter board.

The patient’s ability to understand information relevant to their treatment options should
be determined. This may involve explaining the diagnosis, treatment options, risks and
benefits, and potential outcomes in simple terms.

A patient’s understanding of the implications of their medical condition and the
consequences of different treatment choices should be assessed.

The patient’s ability to process information and make decisions based on rational
thought processes should be considered.

The patient’s impaired capacity should be viewed as temporary (eg, due to sedation and
delirium) or permanent (eg, due to cognitive impairment from a chronic condition).

If the patient is unable to communicate or to demonstrate capacity, consultation with
family members or legal surrogates who may have knowledge of the patient’s previously
expressed wishes or values should be unearthed.

Ethical and legal consideration

Institutional policies and legal frameworks regarding decision-making capacity should
be consulted, especially when the patient’s capacity is in question and there is
disagreement among health care providers or family members.

Reassessment

Since capacity can fluctuate with changes in medical condition or treatment, capacity
should be assessed periodically.

Documentation

The capacity assessment process, including the rationale for determining competency or
incapacity, should be documented. This documentation is crucial for transparency and
continuity of care. In situations where a patient’s capacity is unclear or when there are
disagreements about treatment decisions, the institution’s ethics committee should be
involved to ensure that decisions are made in the patient’s best interest and in
accordance with legal standards.

on rational reasoning. Assessment of capacity requires a
multifaceted approach that balances clinical assessment,
communication strategies, ethical considerations, and
legal frameworks. The assessment should be tailored to
the patient’s condition to ensure that decisions are made
in the patient’s best interest when the patient is unable to
make their own decision.

The capacity assessment involves evaluating whether
the patient can understand the relevant information,
appreciate the medical situation and its consequences,
reason about treatment options, and communicate their
choice coherently. Mental status and thus capacity to
participate in the medical decision-making process
among critically ill patients may be influenced by a variety
of factors, chief among which are the underlying medical
processes (eg, renal failure that might cause
encephalopathy affecting the patient’s ability to think
rationally), the nature of the medical treatment (eg, the use
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of steroids, opioids, and sedatives that might impair a
patient’s decisional capacity), the patient’s lifetime
experiences (eg, a patient’s experience with the illness or
death of their parents that might color their willingness to
undergo a similar process), and, finally, the experience of
delirium. Delirium is common among critically ill and
ventilated patients. Its development is likely to alter or
impair a patient’s ability to think clearly or to apply
adequate reasoning. Assessment of a critically ill individual
should include several elements (Table 1).13-15

What Happens When Clinical Decisions Are
Influenced by the Needs of the Transplant
Program?

The development of transplant programs serves the
needs of the community by providing life-prolonging and
life-saving treatments to patients with end-organ
damage. These programs are regulated by bodies that
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ensure fairness, equity, and ethical practices that are
set through quality metrics.!® However, the need to
excel at these metrics, particularly graft and patient
survival at 1 year, can conflict with individual clinical
decisions.

Transplant physicians often face a dilemma between
their ethical duty to do no harm and the pressure to meet
strict regulatory metrics. Both the United Network for
Organ Sharing and the Centers for Medicare and
Medicaid Services track 1-year adjusted mortality
rates.!®!” Programs that do not meet specific benchmarks
face the risk of audits, probation, loss of contracts with
private insurers, or even being barred from performing
transplants.'® High-profile cases in the media have
highlighted how some transplant centers prioritize these
metrics over patient well-being, striving to meet the 1-
year survival mark. This creates ethical tension, as the
primary goal should be patient-centered care, rather
than achieving statistical targets.

Transplantation is an expensive intervention;
according to the Milliman research report in 2020, the
average costs for a kidney transplant, liver transplant,
and heart transplant were $442,500, $878,400, and
$1.66 million, respectively, in the United States.!® Quality
metrics, such as graft and patient survival rates, are
essential for maintaining funding and support for
transplant programs. The high cost of transplants makes
it crucial for programs to show successful outcomes to
secure insurance reimbursements and hospital backing.
Failure to meet these metrics can jeopardize the
program’s existence, thus affecting future patients who
might benefit from these services.

In cases of posttransplant complications leading to
additional organ damage or prolonged ICU stays, a
patient’s quality of life may be severely compromised.
Transplant recipients can become chronically critically
ill,2° which presents complex ethical challenges. Teams
and family members alike wonder if invasive treatments
without clinical improvements convey more discomfort
and suffering.!® This situation often results in moral
distress among medical teams, who must balance the
principles of beneficence and nonmaleficence with the
practical need to preserve the transplant program’s
reputation.

Balancing individual outcomes and care with the
need to preserve transplant programs for the greater
good can be challenging. It is not uncommon for teams
to be divided, with some advocating for relief of a
patient’s discomfort and distress, even if that leads to a
palliative approach. Others may remain optimistic
about the success of their interventions and endeavor
to further prolong the individual’s life. Teams that
have experience in dealing with these situations
tend to provide support and structure, fostering an
environment where difficult cases can be discussed,
emotions aired, and ideas brainstormed to narrow the

Prim Care Companion CNS Disord 2025;27(1):24f03823 | Psychiatrist.com

Sher et al

gap between patient interests and the needs of the
transplant program.

In dysfunctional groups that fail to provide space for
discourse and instead employ an autocratic leadership
that dissuades discussion, moral distress can be
exacerbated. Some teams consider palliative care a “bad
word,” that is often whispered in hallways, equating it
with hospice care and hence an antithesis to the life-
prolonging transplant. In such circumstances, bioethical
services can be consulted to ensure that practice is ethical.
Developing support structures, such as bioethical
consultations and open team discussions, can help
narrow the gap between patient interests and program
needs, ensuring that ethical practices remain at the
forefront of clinical decision-making.

Is It Acceptable for Clinicians to Wish for
Their Patients to Die?

Clinicians are humans with complicated thoughts and
feelings that arise when caring for patients, especially
those who are critically ill. Instead of judging one’s
feelings or thoughts as “good” or “bad” or “acceptable” or
“unacceptable,” clinicians might be better served by
noticing and naming their feelings and understanding
what they signify. Acknowledgment of these feelings,
even the most uncomfortable ones, can help guide actions
instead of blindly reacting to them.

Noticing that a clinician is deeply distressed by
interactions with a patient or their family and wishing
that a patient would die can be an expression of empathy
while watching a patient and their family suffer when
medical care is futile. Wanting a patient to die might
reflect one’s guilt in prolonging a patient’s care and
suffering or indicate one’s helplessness and hopelessness
about the patient’s situation, or a clinician’s own wishes
and ideas about their own quality of life, thus displacing
their own wishes and values on to their patients.

The best approach to such thoughts and feelings is to
notice, name, and attempt to understand their origin and
meaning. When clinicians fail to pay attention to their
feelings, they risk acting upon them unconsciously.
Importantly, not all complex feelings should be shared
with the patient or their families, as such
communications can be misinterpreted in real time
or in hindsight. Moreover, when clinicians identify,
acknowledge, and reflect upon their feelings and
when they discuss these reactions with colleagues,
their interactions with complex patients and their families
can become more intentional and nuanced.

How Can Clinicians Learn to Approach End-
of-Life Discussions and Decisions in the
Setting of Conflicting Staff Views?

The conflicting views regarding patient care have
often been described in the literature on interpersonal
conflict within health care, particularly within the ICU
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setting. Studies on ICU conflict have found that
common sources of conflict center on poor
communication, goals of treatment, and end-of-life
decision-making.?!-2* These conflicts contribute to
clinician burnout, increase the risk of medical errors,
and decrease patient and family satisfaction with
care.?>?® Various approaches to mitigating conflict
include self-reflection (eg, “Which of my biases am
I bringing to these discussions?” “What are my
knowledge deficits, skill limitations, and beliefs
regarding death and dying?”).2

To combat disagreement, open communication
among staff is encouraged, although difficult.?*2*
Communication can be enhanced by having in-person
conversations, scheduling proactive and regular case
conferences that involve representatives from all
disciplines, and creating educational opportunities
driven by multidisciplinary staff.?*?* Optimizing
communication improves success for other conflict
resolution approaches, as well as acknowledging and
discussing prognostic uncertainty.'®#?> Open dialogue
around differing opinions and data on prognosis allows
for interdisciplinary team members and family members
to understand divergent viewpoints and informed
decision-making.!8%

It is often helpful to highlight ethical principles of
beneficence and nonmaleficence during end-of-life
discussions and to ensure that these principles are
considered.!®* Is the patient’s autonomy being
considered and respected as part of the shared medical
decision-making process? Are any advance directives
being respected? In the case of lung transplant and
nontransplant providers, are teams examining all
systemic pressures that are influencing their decision-
making, such as program metrics?!® Lastly, the proactive
engagement of an impartial third party, such as an ethics
consultation, can help establish a forum to facilitate
discussion.!8?

How Often Do Complex Cases Result in
Disturbing Discussions?
Since everyone dies, all patients eventually face a

point at which further medical care is futile. When futility

is appropriately identified, the patient, family, and
clinical team usually collaborate to adjust goals without
experiencing disturbing conflicts. Although conflicts can
arise in any setting, they tend to occur more frequently
in ICUs when patients experience protracted critical
illness.

Review of lung transplantation data offers a helpful
perspective, given its association with complex and
prolonged hospitalizations, with extended periods of
ECMO, intubation, tracheostomy, and tube feedings.
While transplant evaluation research accounts for the
likelihood of 1-year survival, a measure of quantitative
futility, qualitative aspects (such as posttransplant
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quality of life or even the likelihood of eventual discharge
to home) have not been systematically studied.

Further, while a variety of factors (including dialysis
dependence and stroke) predict death before discharge,
mortality remains less than 50% even in these
populations.'® Given this context in which quantitative
futility rarely occurs, and qualitative futility appears
common but has not been the subject of rigorous
research, tension can develop between quantitative and
qualitative notions and be disturbing for patients,
families, and providers.

Who Can You Turn to When Uncertain
About What Path to Take?

Whether one is acting as the primary care provider or
consultant, caring for a critically ill individual can be
stressful and isolating. Physicians frequently question
whether care is medically futile, ie, treatment has not led
to meaningful improvement in the patient’s condition and
the patient is likely to die. This can lead to a sense of
dread when broaching goals of care discussions or even
doubt about next steps in care. Worse yet is when there is
disagreement about the patient’s treatment plan.
Fortunately, there are multiple options for seeking
consultation.

Although ethics and palliative care teams frequently
consult in critical care settings, this was not always the
case. It was only 50 years ago when the controversial
case of Karen Ann Quinlan (a woman in a persistent
vegetative state whose family and the hospital disagreed
about discontinuing her care) stimulated the concept of
an “ethics committee” in hospitals.?® Later in the 1990s,
palliative care similarly rose to the forefront.?® When a
physician is uncertain about the next steps in a patient’s
care, it is appropriate to engage both palliative care and
ethics consultations.?*?” Each service can broach the goals
of care discussions with patients, families, and providers.
Palliative teams may serve a role as an “insider,” acting
as a consultant on a case with the potential to offer more
than goals of care and strategies for relief of distress.2¢28
Palliative care teams also include hospice services. Both
palliative care and hospice care share the goals of
reducing stress and providing symptomatic relief, while
they differ in that hospice care is delivered when further
curative options are no longer available and global
palliative care can be combined with treatment. Ethics
committees, on the other hand, may not include medical
personnel and may have a more circumscribed role, acting
as an “outsider” without having to deliver patient care.?¢
Which service is consulted often depends on
institutional policies and traditions as well as team
dynamics, with universal support of early family
meetings and goals-of-care discussions.

If a patient or family continues to insist on additional
medical interventions despite their futility and the
involvement of ethics and/or palliative care, physicians
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are not obligated to provide treatment.?*° This practice
is supported by numerous professional organizations,
including the American Medical Association, as well as
by legal statutes.?*-*! Hospital administrations often have
policies surrounding the provision of medically futile care,
including processes for navigating discussions with
patients and families.®! Physicians should consult with
the hospital’s risk management team or legal office if such
situations arise and document the rationale for decision-
making and obtaining additional consultations.

Are End-of-Life Discussions Held Only in
ICUs?

End-of-life conversations are part of a fluid and
mutable process that may begin years before critical
illness strikes, even when a patient is discussing their
wishes with family members, or when completing an
advance health care directive. Such conversations are
increasingly common between patients and their
providers. Among Medicare decedents in
2015 compared to 2000, despite ICU utilization in the
final month of life increasing and then plateauing at
29%, the proportion of deaths that occurred in acute care
hospitals decreased from 32.6% to 19.8%, respectively.
Moreover, a higher percentage of patients are dying
outside of hospitals. This pattern matched a
corresponding rise of decedents passing away while
receiving hospice services, dramatically increasing from
21.6% to 50.4%. Of those who entered hospice at the end
of life, only 40% made the decision following an ICU
stay.?? These shifting demographics suggest that for most
patients, the conversations to withhold or withdraw
aspects of treatment are happening outside of ICUs.

As hospice care prioritizes comfort care over curative
treatment, conversations to enter hospice can be used as a
proxy for conversations regarding withdrawal of or
withholding care. While roughly half of hospice referrals
are from acute care hospitals, over one-fourth come from
nursing homes or assisted living facilities, with the
remainder being referrals from the community.>*3*
Hospice referrals from the community had a higher
prevalence of cancer diagnoses than those referred from
the hospital, suggesting that patients with cancer are
more frequently having end-of-life care plans
independent of the acute care setting.>® However, even in
cases of chronic and incurable stage IV cancer, the
impetus for these conversations is usually an acute
decompensation rather than the prognosis or the
diagnosis itself.>*

When Should a Patient First Assign Their
Health Care Proxy and Create a Living Will?
A health care proxy and a living will serve as advance
directives that guide decision-making surrounding
medical interventions.>® When an individual is unable to
communicate their preferences due to illness/injury, a
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designated health care proxy can make medical decisions
on the person’s behalf, while living wills are written,
legal documents that elucidate the individual’s
preferences regarding medical treatment.* Advance
directives should be completed before an individual loses
decision-making capacity due to illness or injury. An
international consensus paper recommended that
individuals can engage in advance care planning (at any
life stage), but that its content should be more targeted
as an individual’s health worsens or as they age.?¢

Data are mixed on whether advance directives and
more broadly advanced care planning, improve patients’
quality of life or goal-concordant, end-of-life care.
Factors related to advance care implementation include
a lack of appropriate legislative frameworks, insufficient
and varied physician and other provider training,
inadequate accessibility of advance directives in medical
records, multifactorial stressors that impact surrogate
decision-makers, and dynamic changes in patient
preferences that are based on multiple health
determinants (eg, age, physical function, and social
economic stressors).>’-%° However, varied advance care
interventions, including iterative, facilitated discussions
and clear written directives, are associated with positive
outcomes in patient/surrogate satisfaction with
communication and care, as well as decreased surrogate
and clinician distress.?” Thus, clear advance directives and
repeated advance care discussions may help to decrease
clinician burnout and provide surrogate support for
patient care.

Primary care clinicians are well positioned, given
their relationship with patients and their families, to
obtain advance directives and to document
discussions about patient preferences and the
rationale for their decisions. This process helps the
teams that care for these patients in critical care
environments to provide care that is consistent with
the patient’s values and goals.

Does Conducting End-of-Life Decisions
Contribute to Burnout?

Burnout is a widespread occupational syndrome
that affects health care workers; it leads to emotional
exhaustion, detachment from work, and compassion
fatigue.* High stress environments such as ICUs are
a breeding ground for distress, with up to 50% of ICU
health care staff afflicted.*! ICUs and transplant units are
filled with patients who have a high mortality rate and
staff who work long hours providing intense patient care,
making critical decisions, and monitoring patients
closely to ensure graft and patient outcomes. In addition,
heavy administrative responsibilities (including
paperwork and adherence to regulatory requirements)
and high patient-to-provider ratios increase workload
and reduce time for patient care.*? This creates a
“pressure cooker” environment replete with a constant
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exposure to patient suffering. Moreover, providers and
families often make decisions about a patient’s care
without the patient’s involvement.*?

Along with compromised work satisfaction, burnout
also leads to depression, posttraumatic stress disorder,
and substance use among health care professionals,
which contributes to medical errors and provision of
lower quality care.*? Burnout also leads to higher patient
mortality rates and hospital-acquired infections,*
creating a vicious cycle. Discussing the existence and
validity of burnout, as well as identifying sources of
professional fulfillment and well-being, is crucial. A
systems-based approach (including peer support and
counseling) is needed to mitigate burnout* for those
experiencing moral distress and compassion fatigue.
Education on coping mechanisms and resilience building
should also be incorporated. Advocacy for changes in
health care delivery, regulatory incentives, and reducing
the burden of menial tasks should help to create a
sustainable system that delivers quality care in a positive
and supportive work environment.*!

Are Clinicians Liable for Disregarding the
Views of the Family or the Patient?

Clinicians have a professional responsibility to
provide care that is in the best interest of their patients
(based on medical evidence, ethical standards, and
patient preferences whenever possible). However, on
occasion, the views of the family or the patient
conflict with what the clinician believes are medically
appropriate and ethically sound.*>* In such cases, the
clinician’s primary obligation is to prioritize the well-
being and safety of the patient. This means that while the
clinician should account for the wishes and preferences
of the patient and their family, they may need to make
decisions that go against these views if they believe it is
necessary to protect the patient’s health.

Liability can arise if a clinician fails to adhere to
accepted medical standards or acts negligently, thereby
resulting in harm to the patient. However, if a clinician’s
actions are based on sound medical judgment and
ethical principles, even if those actions go against
the wishes of the patient or family, they are generally
protected from liability. This is important when
addressing issues of medical futility. Overall, the principle
of medical futility aims to ensure that health care
resources are used effectively and that patients receive
treatments that are likely to provide meaningful benefits
in terms of health outcomes and quality of life.

A common mistake that physicians make when
approaching the family members of a critically ill patient
who lacks the capacity to make medical decisions is
asking “What would you like me to do?” The implication
of this question shifts the locus of control from the patient
to the patient’s family members. If a critical care
physician suggests discontinuing care (eg, artificial
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ventilation), the patient's family may hear the question
“Do you want me to stop the ventilator?” as “Do you
want me to let your father die?”

To honor the principle of autonomy, a better question
to ask would be “Given everything I shared with you, if
your dad could speak, what do you think he would want
me to do?” That returns the locus of control back to the
patient. In the end, the goal is to understand what the
patient would like to do under these circumstances, not
what their family members would like the doctors to do.
Under most circumstances where there are relatively
healthy familial relationships, the patient’s family would
mostly like the doctors to do anything within their power
to save his life. Clinicians should document their decision-
making process thoroughly, especially when there is
disagreement with the patient or family, to demonstrate
that their actions were based on professional standards
and the best interests of the patient.

What Happened to Ms A?

Ms A’s care, at the time of this writing, continues to
be complicated. Her caregivers identified and voiced their
strong feelings and opinions during multiple
multidisciplinary and family meetings. Given that Ms A
has been delirious and continues to lack capacity to make
medical decisions, her family has been acting as her
surrogate decision-maker. Multiple teams conferred and
concluded that for now, although Ms A is indeed very ill,
she is stable and has some, but minimal, hope for
recovery. The family and teams decided to continue care
until either a catastrophic event occurs, the teams decide
that her care has become futile, she regains the ability to
communicate effectively and indicates her desire to
withdraw care, or her family (as surrogate decision-
makers) decides to change her course of care.

In addition to clinical meetings, multiple meetings
were held, including some with the trainees who have
been caring for this patient, to process the difficult
feelings and thoughts evoked by caring for Ms
A. Clinicians shared their feelings of helplessness,
frustration, anger, compassion, and care, as well as their
admiration for the family’s tenacity. They expressed
their wishes for their own end-of-life care. These
discussions facilitated personal growth for all involved;
they continue to be fully engaged in the care of Ms A.

CONCLUSION

Our case illustrates the complexity, intensity, and
critical decision-making faced by health care staff while
caring for someone who is chronically and critically ill.
Such complex cases can make staff feel like their efforts
are futile, adding to the emotional and ethical burden that
leads to burnout. By acknowledging the profound impact
of these high-stress situations and the heavy burdens
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placed on health care workers, the root causes of burnout

can be addressed (eg, implementing supportive systems,
fostering professional fulfillment, and advocating for
systemic changes). Prioritizing the well-being of health
care providers will enhance their quality of life and
improve patient care and outcomes, which ultimately
benefits the entire health care system.

Taking care of critically ill patients with prolonged
complicated courses and uncertain chances for
meaningful recovery can be challenging and
demoralizing for the medical teams. The situation can
be especially difficult when the medical teams disagree
on prognosis and plan of care or when families hold a
different point of view from those of the medical teams
and when the patient is unable to articulate their wishes.
At times, clinicians might even wish for their patient to
die, fueled by their own feelings of hopelessness and

helplessness on behalf of the patient and feeling that they

are delivering futile care and are contributing to the
patient’s suffering. This can further add to their feelings
of guilt and create moral distress and burnout. When this
happens, it is important to acknowledge and name these
difficult feelings and thoughts, withholding your
judgement towards them. These feelings and thoughts
can guide one’s understanding of the case and openly
acknowledging them will help a clinician separate one’s
critical assessment of the situation versus the projection
of their own values and wishes towards end of life,
realizing that the patient and family might indeed have
different values.

It is then important to work with members of the
multidisciplinary team and the family to understand
and articulate the viewpoints of all the parties. If the
patient is a transplant recipient, it is important to
recognize that additional factors might contribute to
the patient’s course. If there is a concern that program
metrics are unduly influencing the team’s plan of care,
it is important to address these in multidisciplinary
meetings. Additional hospital teams and resources,
such as ethics consultation services, can be
particularly important in these complicated
discussions.

At the end of the day, the clinician’s responsibility
is to the patient, to benefit the patient and to do no
harm, as guided by the patient’s values and wishes.
Existing advance directives can be very helpful if a
patient is unable to communicate. If the patient
lacks capacity, surrogate decision-makers can help
medical teams decide on behalf of the patient, again
guided by the patient’s values and wishes. There are
also legal and ethical safeguards against providing
futile medical care, although in some situations it can
be challenging to determine what futile medical care
involves. Finally, acknowledging the most challenging
and distressing thoughts that a clinician might have
regarding a patient’s care and approaching them in a
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systematic nonjudgmental way can be liberating and
help guide the patient’s care, bring the medical team
together, and facilitate professional and personal
growth.
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