Treatment Redirection:

Moving From Curative to Palliative Care

Robert Lyman Potter
Treatment redirection occurs when the patient or surrogate, together with the health
care providers, recognize that aggressive curative treatment must give way to
supportive palliative care. The author offers us clues by which we can recognize,
deliberate, and implement the process of redirection.

Introduction

reatment redirection is the process of

moving from curative to palliative care.

Seriously and terminally ill patients often
are subjected to curative treatments that they do
not want, or from which they will receive little, or
no, benefit. The goal of treatment redirection is to
improve care of seriously ill and dying patients
by withdrawing unwanted and unwarranted
curative treatments and moving the patient into
palliative care. This is accomplished by a treat-
ment-redirection process that alerts stakeholders
that death is probably approaching and allows
them to agree on a new treatment plan, one that
includes palliative care.

This article supports the need for treatment re-
direction, suggests three barriers to meeting that
need, and outlines a treatment-redirection process
(Pathways 1997).

Accepting treatment redirection is blocked by
three interrelated barriers:

* Clinicians and patients often are narrowly
focused on curative or ameliorative interven-
tion;

* Clinicians and patients are unable to discuss

palliation as a treatment option;

* Clinicians and patients are not confident that
a comfortable death will be an outcome of pal-
liative care.

The treatment-redirection process is made up
of three sequential elements.

* An alerting system for recognizing patients’
signals and key physiological signs

* A deliberation for informed consent about the
appropriate new direction

* An implementation plan that activates excel-
lent palliative care.

The Need for Treatment Redirection

Findings of the SUPPORT study offer a convinc-
ing argument that unwanted and unwarranted
treatment is a real problem in today’s health care
environment (SUPPORT 1995). As many as fifty
percent of patients were subjected to burdensome,
curative treatment because the patient, family, and
physician had not thoroughly recognized or dis-
cussed the realities of the terminal situation. Fre-
quently health care providers do not understand
their patients’ beliefs about their condition and
their preferences (American Health Decisions
1997). This often results in unwanted treatment.
Physicians sometimes provide interventions that
are unwarranted because of low probability of
successful outcome (Asch 1995). All these facts
support the need for a process of treatment redi-
rection.

Barriers to Treatment Redirection

Clinicians and Patients Are Focused on Cure

Physicians often assume that patients and fami-
lies want “everything done,” even if it will pro-
vide little or no benefit. Although sometimes this
is true, it should not be assumed without clarifi-
cation of the patient’s and family’s expectations.
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The intense focus on curative treatment implies
that physicians have reliable knowledge about
what works and what does not work. This is only
partially true. Evidence-based medical decisions
can be claimed for no more than fifteen to twenty
percent of clinical situations (Feinstein 1997). Even
though guidelines for recognizing terminal prog-
noses are of proven value, there is a persistent
resistance among clinicians to use them (National
Hospice 1996).

Problems Discussing Palliative Care

Physicians are often reluctant to discuss bad news
with patients and to recommend that curative
treatment be changed to palliative care (Weeks
1998). There is evidence of a change in physician
practice, resulting in greater willingness to with-
hold or withdraw treatment from seriously ill
patients (Prendergast 1997). Even so, patients and
families report that their greatest disappointment
with physicians is lack of communication on the
issue of shifting treatment to palliative care
(Hanson 1997).

It is usually thought that when patients and
families disagree with health care professionals
on effective treatment, the conflict can be resolved
through good communication, empathic persua-
sion, and sensitivity to emotional content. This,
too, is only partially true. Resistance from both
patients and professionals can obstruct such a
resolution of conflict (Jacobson 1997).

Disparity of beliefs and preferences causes
much of this communication problem. Patients’
beliefs and interpretations of their medical diag-
nosis and prognosis are often imperfectly formed
from a collage of emotion, experience, and val-
ues.

Health care providers work through the same
grid of beliefs and preferences. The assumption
that the beliefs of professionals about the medical
situation will be more realistic than that of patients
may or may not be accurate. Professional inter-
pretation can be distorted by uncritical and unac-
knowledged personal values. Interpretation of a
medical condition by a professional remains a

“belief” about the situation. Facts and values be-
come so mixed in the decisional process that
public confidence in “the doctor knows best” can-
not be sustained.

Lack of Confidence in Palliative Care

Patients do not assume that physicians wisely will
combine the roles of technological wizards who
oversee curative treatment and compassionate
guides who provide excellent palliative care. Phy-
sicians often do not know enough about pallia-
tive care and have a negative attitude toward
embracing it (Bulger 1997).

Although there is a
growing trend toward
patients wanting to be in
control of their own death,
cultural diversity factors,
belief in the power of
medical technology, and a
strong tendency to deny
death prevent a working
consensus about how to
approach the experience of

dying.

Moreover, there is limited cultural consensus
about the nature of a good death that can guide
palliative care (Lynn 1997). Although there is a
growing trend toward patients wanting to be in
control of their own death, cultural diversity fac-
tors, belief in the power of medical technology,
and a strong tendency to deny death prevent a
working consensus about how to approach the
experience of dying.

Patients” suspicions that managers of health
care systems promote palliative care as a way to
save money contributes to this lack of confidence.
Empirical evidence shows a minimum of cost re-
duction in palliative care (Emanuel 1996). There
is also evidence that leaders of managed care
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organizations have not dealt well with end-of-life
issues as simply a way to avoid the appearance of
rationing.

Is the Goal of Treatment Redirection Realistic?

The barriers to improving care of seriously ill and
dying patients are formidable. Is it possible,
through better shared decision making, to im-
prove the care of seriously ill and dying patients?
Suffering a serious disease or being terminally ill
are difficult experiences. It is not the goal of treat-
ment redirection to make dying pleasant. Rather,
the goal is to minimize suffering by agreeing
through shared decision making to eliminate un-
wanted and unwarranted treatments and move
the patient into effective palliative care that can
provide comfort in dying.

To what extent can the culture of medicine and
the wider community culture be changed to al-
low for shared decision making? Advocates of
shared decision making have some empirical evi-
dence that physicians are more open to dialogue
with patients than they were three decades ago
when the bioethics movement began in earnest
(Keenan 1998). It may be unreasonable to expect
patients and physicians to communicate meaning-
fully during times of stress mixed with factual
uncertainty and high levels of complexity (Dowdy
1998). Nevertheless, shared decision making re-
mains an important goal of the bioethics move-
ment and a central strategy for improving care of
seriously ill and dying patients (Pathways 1997).
Shared decision making is at the core of the treat-
ment-redirection process.

The Strategy of Treatment Redirection

An effective treatment-redirection process can
guide the movement from active curative treat-
ment to active palliative care, overcoming the bar-
riers discussed above. Treatment redirection in-
volves three steps: recognition, deliberation, and
implementation.

Recognition

The first part of the treatment-redirection process
involves recognizing clues that indicate the cur-
rent form of treatment may not be wanted or may

not be warranted. The patient or family may ques-
tion whether or not the treatment is their preferred
option; the medical team may question whether
or not the treatment can lead to a good outcome.
This is a critical transition in the clinical process
and is often unrecognized. Recognition requires
an alertness to shifting and differing beliefs and
preferences of any stakeholder. Courage is often
required to admit that the goals and means of a
medical intervention are not coherent.

Once such clues are recognized, all stakehold-
ers —the care team, the patient, family, and others
invested in the situation—come together for de-
liberation.

The recognition step requires certain knowl-
edge, skills, and attitudes:

* Knowledge of specific disease and traumatic
conditions

* Evidence-based concepts of appropriate treat-
ment

* The use of prognostic systems such as
APACHE, the Mortality Prediction Model,
and criteria for hospice admission (Randolp
1998)

* Ability to interpret and apply statistical prob-
abilities
* Familiarity with statements of authoritative

deliberative bodies, such as the Critical Care
Ethics Committee (Ethics Committee 1997).

Development of skills such as critical self-re-
flection, openness to team interaction and account-
ability, capacity for observation, the ability to
search the literature for information relevant to a
specific case, and sensitivity to patient and fam-
ily input facilitate the recognition process.

The humble admission that unwanted or un-
warranted medical technology can intrude upon
a patient’s dying is the guiding principle in rec-
ognizing clues to treatment redirection.

There are physiological clues that should alert

the health care team to recognize that the current
therapeutic direction may not be warranted. These
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are primarily clues to physiological states that can
be observed by attending to the monitored vital
signs, laboratory tests, and the overall condition
of the patient. A partial list of such physiological
states include:

* Coma

* Persistent vegetative state

* Multiorgan failure

* Advanced cancer

* Major trauma

* Prolonged mechanical ventilation

-* High-dose pressors

* Advanced dementia

* Unresolvable pain and associated symptoms

Psychological, social, and spiritual clues also
alert the health care team that the current thera-
peutic direction is unwanted, and, therefore, may
not be justified. Attention to the patient’s perspec-
tive often reveals such preferences. These clues
include:

* Patient requests

* Advance directive instructions

* Family requests

* Raising of quality-of-life issues

* Expression of cultural and religious issues

* Indirect or tentative objections and sugges-
tions

When a person recognizes that a treatment
is unwarranted or unwanted, that recognition
needs to be shared with other members of the
health care team. This alerts others to possible
clues, or the team may have a better alternative
explanation of the meaning of the clue. The
key idea is multidisciplinary team work, both
to be alert to, and make evaluative judgments
about, the meaning of the clues. The team
approach gives validity to the recognition

stage of the treatment-redirection process.

Deliberation

The deliberation step of treatment redirection is
an exercise in informed consent and focuses on
the appropriateness of the current treatment op-
tion. In the informed consent process, the health
care provider communicates to the patient rel-
evant information about the diagnosis, progno-
sis, and the risks and benefits of various treatment
options. With this information, the patient
chooses, or consents to, a treatment option. The
same obligations and expectations associated with
informed consent pertain to deliberation about
treatment redirection. The deliberation stage of
treatment redirection is a continuation, or recon-
sideration, of the informed consent that initially
permitted the current intervention.

Prognosis, a powerful
factor in making
treatment decisions, has a
quality of uncertainty
because it involves a set of
possibilities qualified by
probabilities.

The deliberation step requires the health care
team to possess certain knowledge, skills and at-
titudes. There must be knowledge of the progno-
sis, of the patient’s values and goals, and self-
knowledge on the part of providers.

Prognosis, a powerful factor in making treat-
ment decisions, has a quality of uncertainty be-
cause it involves a set of possibilities qualified by
probabilities. A physician’s clinical decision is
made up of prognostic information, uncertain and
probabilistic though it may be; and preference, or
value judgment, about what is good and right.
Belief about prognosis plus preference about treat-
ment goals must be mixed together in the crucible
of decision.
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It is important to know the patient as a person.
This is facilitated by taking a values history and
listening to the patient’s stories, which give mean-
ing to the person’s life. The listener must under-

The goal of deliberation is
to bring together what is
warranted with what is
wanted: what is
warranted by a medical
interpretation of the facts
and what is wanted by the
informed patient.

stand the psychological, social, and spiritual di-
mensions of seriously ill persons so that this subtle
material can be appreciated. One must be clear
about the patient’s short and long-term goals. This
process includes becoming acquainted with the
patient’s beliefs and preferences by listening to
the voice of the patient.

Because the patient is embedded in a social con-
text of family and friends, there must be an inclu-
sive attitude that searches out the wider origin of
beliefs and preferences in the patient’s moral com-
munity. Knowledge of the expectations of the
patient’s cultural group is important. Deliberation
is the stage in which open dialogue is necessary.

Self-knowledge on the part of health care pro-
viders is necessary because personal beliefs and
preferences can create biases and distort clinical
judgment. Critical self-reflection assists the pro-
fessional in avoiding mixing personal agenda with
the patient’s life-situation.

Primarily, the skill set for deliberation is good
communication:

* Listening skills
* Empathic presence
* Facilitation of group process

* Mediation among conflicted positions

* Techniques of ethical discourse

* Ability to tolerate anger and other strong emo-
tions

* A positive attitude toward open dialogue and
shared decision making

The deliberation stage of treatment redirection
is a shared decision-making process through
which differing beliefs and preferences are worked
into a coherent action plan that unifies what is
good for the patient and which good the patient
prefers. The goal of deliberation is to bring to-
gether what is warranted with what is wanted: what
is warranted by a medical interpretation of the
facts and what is wanted by the informed patient.

The Central Exchange in Shared Decision Making

Each person in a particular situation has beliefs
about the “facts” of that situation, about what is
warranted by the evidence. Each person also has
a preference about “what ought to be done” about
the situation, about what is wanted in this situa-
tion.

Shared decision making is the process of bring-
ing together the beliefs and preferences of patients
and physicians.

THE SHARED-DECISION FORMULA

Physician’s Patient’s
beliefs beliefs
preferences | preferences

Treatment redirection requires a unification of
differing beliefs and preferences. It is sometimes
difficult to bring these two sets close together and
often requires skilled negotiating. Compromise is
the subtle interplay of integrity and empathy.
While the physician’s belief about the situation
may be more medically informed than that of the
patient, a respect for autonomy lends power to
the patient’s preference. Generally, the physician’s
knowledge ought to prevail over the patient’s, but
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the patient’s preferences ought to prevail over the
physician’s (Weeks 1998).

There are cases in which the patient or family and
the health care team cannot reach agreement.
There are instances in which doctors have good
reasons to refuse to withhold or withdraw life-
sustaining treatment or other significant interven-
tion. There are instances in which the patient and
family cannot be reconciled to the idea of futility.
There are instances in which legal or policy pres-
sures dominate the decision (Peters 1997). There
are instances in which so much uncertainty and
ambiguity prevail that none of the parties has a
clear vision of a goal or the means to a goal.

In addition to pain and
symptom relief, the care
team must sensitively deal
with the psychological,
social, and spiritual issues
of the terminal patient
and the grieving family.

If conflicting interpretations cannot be recon-
ciled, the choices include the following:

* Let the patient/family have their way and
support them

* Let the patient/family have their way but con-
tinue to negotiate

* Tell the patient to choose another doctor or
facility

* Suggest a limited trial period of some action
* Ask for mediation by an ethics committee

* Go to binding arbitration

* Go to court for legal resolution

It is useful to remember that the goal of delib-
eration is not to force a decision, but rather to dia-
logue about whether or not treatment redirection
to palliation is warranted and wanted.

Implementation

Implementation involves procedural steps for re-
directing treatment toward effective palliative
care. There are issues of timing, transition, and
completeness of comfort care.

Implementation requires certain knowledge,
skills, and attitudes. The key knowledge base in-
cludes the entire range of good palliative care.
Being informed about excellent palliative care in
the broadest sense requires concentrated effort by
providers. It is uncommon that physicians, or
health care institutions, have invested enough
educational and organizational effort to deliver
excellent palliative care.

The same critique applies to the skill level to
accomplish good palliative care. Very few physi-
cians are fully able to perform at an excellent level
when managing pain and other symptoms, or
dealing with the patient’s personal issues about
dying. Even minimal training in these areas would
improve provider performance.

The most constructive attitude in implement-
ing treatment redirection is the belief that excel-
lent palliative care is an important part of medi-
cal care and that a well-conducted death is to be
cherished.

Carrying out a decision to redirect treatment
requires continuing negotiation and careful plan-
ning. The timing of withdrawing current treat-
ments will be crucial if a patient is on life sup-
port. Considerations about organ donation, fu-
neral arrangements, spiritual care, and initiation
of aggressive palliation to minimize suffering are
all issues that must be attended in the implemen-
tation step.

Timing issues have to do with allowing patients,
family, and caregivers an adequate period to pro-
cess grief. It may be necessary to delay for hours
or days for the family to gather or for an impor-
tant life event to occur such as a birthday or anni-
versary. It may take time to process various psy-
chological, social, and spiritual issues.

Transitioning from an aggressive curative mind
set to acceptance of aggressive palliation can
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create stress. A mixture of guilt, anger, and doubt
tend to dominate this transition stage. It may be
necessary to provide reassurance to the patient
and family to counter feelings of abandonment
or guilt over being disloyal to the patient or the
values of their moral community.

The completeness of comfort care requires a
very broad understanding of palliation. In
addition to pain and symptom relief, the care team
must sensitively deal with the psychological, so-
cial, and spiritual issues of the terminal patient
and the grieving family.

While some health care teams may have the
knowledge, skills, and attitudes necessary for
good palliative care, consultation with a pallia-
tive specialist or hospice referral should be open
options.

Conclusion

In the course of each patient’s illness there comes
a time at which medical science will no longer
bring benefit. Treatment redirection begins with
a recognition of that transitional time. This recog-
nition causes the health care team to initiate the
second step of deliberation. The honest sharing
of beliefs and preferences about what is happen-
ing and what ought to be done can lead to a clear
choice to shift from curative to palliative care.
When that shared decision is reached, the third
step of implementation can move the patient into
palliative care. Treatment redirection can be an
important factor in improving care of seriously ill
and dying patients.
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