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ABSTRACT

Background: Neurosurgeons often face life-and-death decisions that may present serious ethical questions. Some
of the most challenging situations arise when members of the care team disagree regarding the most appropriate
management plan.

Case Description: We present the case of an older woman with a subdural hematoma and postoperative seizures
resulting in prolonged neurological decline. This case highlights an ethical dilemma as part of a series of cases that
will be described in coming issues of SNI.

Conclusion: Readers are invited to submit comments and observations, which may be published as part of an
ongoing conversation regarding such ethical concerns.
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INTRODUCTION

Neurosurgeons are frequently called on to evaluate patients presenting with acute neurological
injury who are in poor condition. The decision of whether or not to operate may be
straightforward, for example, in the case of an elderly patient with a clear advance directive who
has suffered a severe head injury resulting in minimal remaining brainstem function. On the
other hand, the decision can be more complicated in which case the limitation of care may carry
significant ethical considerations. The present case involves an older woman with a subdural
hematoma (SDH) and seizure activity that resulted in a situation in which the patient was in
poor neurological condition but also had the potential for meaningful recovery. This case created
controversy within our care team and is described to initiate a conversation among readers.

CASE DESCRIPTION

A 79-year-old woman presented to her local family physician with 2 weeks of headaches and
intermittent numbness involving the left hand and face. The patient reported having fallen in the
shower approximately one month earlier. Past medical history was significant for breast cancer,
which had been treated successfully 15 years earlier, hypertension, hyperlipidemia, and atrial
fibrillation. Her medications included propranolol, a statin, and warfarin.
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A non-contrast computed tomography (CT) scan of the
head revealed a subacute/chronic SDH measuring 13 mm
in maximal thickness, resulting in a 1 cm midline shift. The
patient was sent to the emergency department for further
evaluation.

On examination, the patient was alert and oriented,
complaining of a significant headache. She had mild
weakness in the left upper extremity. She was admitted to the
hospital for observation, and the neurosurgical service was
consulted.

On arrival on the floor, the patient suffered a generalized
seizure. She was treated with Ativan, loaded with levetiracetam,
and transferred to the intensive care unit. Given her depressed
level of consciousness, the patient was intubated for airway
protection. A follow-up CT scan was obtained, demonstrating
modest expansion of the SDH with increased midline shift,
and the patient was brought to the operating room on an
emergency basis [Figure 1].

Burr-hole evacuation of the SDH was performed
without difficulty, and a subdural drain was left in place.
Postoperatively, the patient was returned to the intensive care
unit, where she remained intubated overnight. The following
morning, a CT scan showed adequate evacuation of the
SDH with a small amount of air within the subdural space
[Figure 2]. When sedation was weaned, the patient suffered
two additional generalized tonic-clonic seizures, requiring
the deepening of her sedation and the addition of a second
anticonvulsant agent. Continuous EEG monitoring was
instituted, and no further seizure activity was observed.

The patient lived alone and had no spouse or children. She
had an older sister who lived out of the country, and who
could not be reached. There was no evidence of an advance
directive.

At this point, a debate occurred within the care team
regarding the appropriate management of the patient.
Based on the patients age and a perceived poor prognosis,
multiple intensivists, nurses, and neurologists recommended
that support be withdrawn. Other members of the team felt
that there was potential for a favorable recovery and that
aggressive care, therefore, should be continued. A decision
was made.

Ethical debate

Treatment options were actively discussed by members of
the care team ranging from comfort care measures to fully
aggressive treatment. In the absence of an immediate relative
or anyone with a healthcare power of attorney, there was no
one to provide insight into the patient’s wishes. There was no
advance care directive available. Before her first seizure, the
patient had talked about her willingness to undergo surgical
evacuation of her hematoma with the hospitalist physician.
There had been no conversation regarding her wishes in the
event of a serious surgical complication or other adverse event.
Before hospital admission, the patient was living independently,
was driving herself, and was meeting with friends several times
per week outside her home.

Arguing to limit care, multiple members of the care team
felt that given the patient’s age, compromised neurological
status, and potential for permanent neurological deficit; there
was ample reason to move toward comfort measures. It was
argued that most individuals would not wish to be moved
to a nursing care facility and live with new and potentially
significant neurological deficits.

Opposing opinions suggested that there was no reason
to think the patient could not make a complete recovery;
therefore, it was considered “unethical” to limit care at this

Figure 1: Axial preoperative computed tomography scan of
the brain demonstrates subacute-chronic subdural hematoma
overlying the right hemisphere with associated midline shift.
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Figure 2: Postoperative axial computed tomography scan of
the brain demonstrates adequate evacuation of the subdural
hematoma with improvement in midline shift.
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point. Without direct input instructing the care team to limit
care measures based on strict instructions from the patient, it
was argued that full care should be provided.

The hospital ethics committee was consulted. They determined
that there was no clear, correct avenue based on ethical
concerns and returned the decision to the care team to be
adjudicated based on the expected prognosis, which remained
a debated issue. The possibility of approaching a judge to
appoint an independent health care proxy was suggested.

Case description continued

A decision was made to continue full care. After 48 h, the
patient remained deeply sedated, and magnetic resonance
imaging was performed, revealing no obvious injury to the
brain. At 1 week, the patient had not regained consciousness,
and the initial debate continued. The same arguments were
made, with some members of the care team arguing for
comfort measures while others suggested that full care be
continued. An application for a healthcare proxy was made
to the court system, but due to scheduling delays, a decision
had to be made. Multiple attempts were made to contact the
sister, but her phone was disconnected, and she could not
be located. The patient’s friends visited her in the hospital,
but they were not helpful in terms of determining what her
wishes would have been. At this point, a tracheostomy and
jejunostomy were performed, and the patient was sent to a
skilled nursing facility.

Three months later, the patient returned to the neurosurgery
clinic for follow-up. She was neurologically intact and had
no memory of her hospitalization. Her tracheostomy and
jejunostomy incisions were well-healed. She was appreciative
that the team had “saved her life” and was living at home
independently. She was continued on an anticonvulsant
for 12 months, at which time an EEG was normal, and the
medication was discontinued.

DISCUSSION

Won et al. reviewed 375 patients with chronic SDH and
found that acute symptomatic seizures occurred in 15.2%
of cases and were associated with a significantly more
unfavorable outcome at discharge and at the time of
delayed follow-up.”! The mortality rate of patients with
seizures was 14.2%. Wu et al. described seizures in 4.2% of
1244 patients, similarly resulting in increased morbidity
and mortality.! Other studies have demonstrated similar
results with age, poor condition at the time of admission, and
medical comorbidities identified as being associated with
worse outcomes.* !

This case raised multiple ethical issues for the care team.
Absent clear instructions from the patient or a representative,

the team was left to substitute their own best judgment in this
complex setting. Because members of the team felt differently
about how they would have wanted to be managed were they
or a loved one in this setting, differing opinions emerged.
Ultimately, the final decision was based on the potential for a
complete recovery, taking into account the imaging findings.

Luce and White addressed the challenge of inadequate
communication in creating conflict regarding end-of-life
care in elderly patients, noting that such conflict within the
care team can result in inappropriate limitation of care in
such cases.l! They cite professional, societal, and economic
factors that may come into play and complicate the decision-
making process for families and the care team. Open direct
communication, which was not possible in the present case
due to the patient’s compromised neurological status and the
absence of family, was suggested as the best way to avoid such
conflict and its negative consequences.

This case raised several complex issues that challenge
physicians practicing today. At the heart of these issues is
the fundamental question of what is the true responsibility
of a physician? When societal needs such as “rationing” of
limited resources conflict with patient well-being, what is the
physician’s responsibility? When completing medical school,
most physicians take an oath to “first do no harm.” Does this
mean that the physician must do whatever they can to save
a patient’s life as was previously the accepted standard? At
what financial cost is this no longer a reasonable approach?
Furthermore, as questions regarding “quality of life” begin
to take precedence in these conversations, who is left to
judge what “quality of life” is meaningful enough to justify
saving a person? Without the patient herself or her family
to weigh in, as in our case, who is to make such Solomonic
decisions? Finally, is advanced age alone a legitimate
criterion for limiting care? Does this represent a form of “age
discrimination” or a reasonable expression of scientific data
linking advanced age to worse outcomes?

CONCLUSION

The present case is not presented to demonstrate that there
was one correct decision. Instead, the presentation is meant
to generate conversation and thought among readers who
manage similarly complicated ethical situations on a regular
basis. The importance of understanding patient wishes is
highlighted. The authors emphasize the impact that the
potential for complete recovery had in the decision-making
part of this case.
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