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ABSTRACT
Introduction: Patient autonomy represents
a principal tenet of modern oncology. When
patients decline treatment in direct contrast
with an oncologist’s recommendations, it is
important to distinguish between an expression
of different attitudes, values and beliefs, and an
irrational preference. This case report explores
the legal and ethical implications of treatment
refusal. Case Report: A 29-year-old male was
found to have recurrent medulloblastoma,
and
declined
curative
intent
high-dose
chemotherapy and autologous stem cell rescue.
He had a strong belief that prayer would resolve
his disease, and he died 18 months following
recurrence. Conclusion: As cancer therapy
progresses to an era of personalized treatments
with improved prognosis, an understanding of
a patient’s values and beliefs which underpin
their decision is crucial. It is important to avoid
imposing a physician’s own beliefs in judgement
of a patient’s decision to refuse treatment, to
maintain a trusting relationship and preserve
patient’s autonomy.
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INTRODUCTION
Patient autonomy represents a principal tenet of
modern oncology. When patients decline treatment in
direct contrast with an oncologist’s recommendations,
it is important to distinguish between an expression of
different attitudes, values and beliefs, and an irrational
preference. Indeed it is extremely difficult to define
what constitutes a rational choice. The perspective of
the physician as to the whether a decision is rational
greatly influences their attitude towards the patient. It is
important to avoid imposing a physician’s own beliefs in
judgement of a patient’s decision to refuse treatment, to
maintain a trusting relationship and preserve patient’s
autonomy. This case report explores the legal and ethical
implications of treatment refusal.

CASE REPORT
A university educated 29-year-old Caucasian male, the
son of a doctor, was initially diagnosed 10 years prior with
a bilateral cerebellar medulloblastoma. He presented with
headaches and vomiting due to increased intracranial
pressure. He underwent craniotomy and debulking
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of the large tumor. He obtained a complete remission
following surgical resection, adjuvant chemotherapy
with two cycles of ICE regimen (ifosfamide, cisplatin
and etoposide), craniospinal radiotherapy and ‘rainyday’ collection of peripheral blood stem cells to enable
autologous hematopoietic stem cell transplantation in
the event of subsequent relapse. Follow-up MRI scan did
not show any residual evidence of disease and he then
underwent regular MRI surveillance.
Eight years after his diagnosis, the patient developed
asymptomatic intracranial disease with recurrent lesions
in the septum pellucidum and inferior cerebellar vermis
and also a ‘drop metastasis’ in the lumbar spine (Figure 1).
Following discussion with his oncologist and a transplant
physician, it was recommended that he receive highdose chemotherapy and autologous hematopoietic stem
cell rescue as this would provide the highest likelihood
of remission and cure. To the surprise (and dismay) of
his treating team however, he declined active treatment
including options such as clinical trials— believing that
prayer (he was a devout Protestant) would heal his
disease. He was completely competent and remained very
clear about his reason for refusing medical treatment.
He was not depressed or anxious (about his disease, the
toxicity of treatment and his future) and remained calm
and considered during all discussions. Discussions were
held between the patient and his oncologist, transplant
physician and palliative care physician. Unfortunately,
while he remained resolute, he gradually developed
progressive neurological symptoms with ataxia, recurrent
seizures and diplopia. With serial imaging demonstrating
progressive disease, he eventually died in a palliative care
unit 18 months after recurrence.

DISCUSSION
This case highlights the professional and ethical
challenges physicians may face when a patient refuses
active treatment. While this case is particularly
confronting, cases like this are not uncommon because
respect for patient autonomy, including respect for a
patient’s wishes to refuse or decline any treatment, is now
an accepted tenet of modern oncology. Consequently,
competent patients’ decisions to refuse treatment are now
accepted on the understanding that such decisions follow
a rigorous process of informed consent. Nevertheless,
where patients make decisions that are in direct contrast
to their oncologist’s recommendations and particularly
where these decisions seem irrational or unreasonable,
it is crucial to identify whether a patient is competent
or whether what appears to be an ‘irrational’ decision is
simply an expression of different attitudes, values and
beliefs [1].
It is, however, extremely difficult to define what
constitutes a rational choice. In part, this is because
‘rationality’ may be determined as much by a person’s
values, goals and ‘world-view’ as by their cognitive and

Figure 1: Magnetic resonance scan showing recurrent lesions
in the (A) Septum pellucidum, (B) Cerebellar vermis, and (C)
Lumbar spine.

Journal of Case Reports and Images in Oncology, Vol. 4, 2018.

J Case Rep Images Oncology 2018;4:1–4.
www.edoriumjournals.com/case-reports/jcro

communicative abilities [2], and in this regard physician
and patient may perceive decisions very differently.
Particularly for curative treatments, physicians may have
a goal-oriented rationality which emphasizes attainment
of a cure whereas patients may have a value-oriented
rationality which privileges their system of values [3].
Given this, it is unsurprising that the intention of a
treatment (whether it is curative or not) may influence
the way it is evaluated, with physicians finding it more
difficult to accept refusal of a curative treatment [4],
and patients often finding it incomprehensible that their
wishes to continue treatment against their physicians
recommendations are not respected [5].
For adult medulloblastoma, craniospinal radiation
followed by multiagent chemotherapy for high-risk
disease is standard treatment [6]. Although data is
limited given the rarity of the condition, the potential for
cure lends to an aggressive therapeutic approach even for
relapsed disease, with stem cell transplant an important
option [7]. There have been important advances in
the understanding of the molecular classification of
medulloblastoma and promising results from targeted
agents have been demonstrated in the recurrent setting,
however cytotoxic chemotherapy remains the cornerstone
of therapy. Our case illustrated a patient who declined
active treatment with curative intent.
In Australia, legally competent patients have the right
to refuse treatment, even if the decision is considered
‘not sensible, rational or well considered’ and may even
lead to death or serious injury [8]. Competent patients
are those that are judged to have the capacity to make
a decision which requires an ability to understand the
specific situation, evaluate reasonable implications and
consequences of a choice, use a reasoned process to weight
the risks and benefits of a choice and to communicate
relatively consistent or stable choices [9]. Our patient
fulfilled all criteria for capacity and competence.
The way that one understands, evaluates and reasons
through a decision, is not, however, simply an outcome
of one’s cognitive and communicative abilities, but is
influenced by a person’s values, life experiences and
religious or spiritual beliefs. However, establishing the
theoretical rationality underlying a patient’s religious
beliefs is extraordinarily complex and difficult and at least
to some, may be impossible [10]. But this need not mean
that religious beliefs or decisions should be regarded as
being rational or irrational, reasonable or unreasonable
by virtue of their grounding in faith [11]. Rather, what is
required is a basic understanding of the heterogeneity
and diversity of beliefs, both within and between faith
traditions, and the differing degree to which religious
authority, dogma, norms and rituals may influence
patient’s healthcare decisions [12]. More basically,
this means that the ethical framework that we apply to
difficult clinical situations must account for and explicitly
consider religious perspectives. A multidisciplinary
approach is crucial, particularly involving the disciplines
of palliative care, psychology and psychiatry to help
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address the rationale of complex thinking and decision
making in these patients.

CONCLUSION
Cases such as these trouble us— not simply because of
the refusal of treatment, but because they illustrate how
treatment choices are unavoidably subjective, may be
inaccessible to reason and may sometimes be inconsistent
with our own value systems. As cancer therapy progresses
to an era of personalized treatments and consequent
improved prognoses, an understanding of a patient’s
values and beliefs that underpin their healthcare decisions
is crucial if we wish to avoid unjustifiable paternalism,
maintain trust and respect patient’s autonomy – while
also delivering optimal cancer care.
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