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Abstract 
This commentary on a case suggests how palliative care psychiatry can 
facilitate compassionate resolution of ethical conflicts in end-of-life care 
decision making with persons with substance use disorders. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Case 
Mr R is a 52-year-old man with methamphetamine-associated cardiomyopathy (MACM) 
admitted to an acute medicine service for failure to thrive for the second time in 6 
months. Mr R has a 3-decade history of methamphetamine use in various forms, 
including injection.1 Mr R has received evidence-based therapy, including outpatient and 
residential treatment. His longest period of sobriety (7 months) was 9 years ago when 
he participated in a contingency management program.2 Advanced MACM was 
diagnosed about a year ago when his ejection fraction was less than 40%. Three months 
before his diagnosis, Mr R had stopped using methamphetamine because he did not 
have the stamina to obtain and prepare the drug. Mr R lives alone in an apartment; 
home health services personnel visit him several times a week. His ex-wife, S, is 
designated as Mr R’s durable power of attorney for health care and has been assisting 
him with meals and transportation. S reports that Mr R eats little during meals before he 
becomes exhausted. Mr R has lost 10 pounds since his last inpatient admission. 
 
Dr C, a cardiology consultant, documents Mr R’s increasing adherence to his medication 
regimen, notes that medical care options are maximized, and recommends a palliative 
care consultation. Dr W, an addiction psychiatrist and palliative care physician, follows 
up, meets Mr R, and confirms Mr R’s classic symptoms of advanced heart failure: 
fatigue, apathy, anhedonia, and anorexia. Dr W notes Mr R’s passive thoughts of being 
better off dead and his frustration with not being able to do anything but sleep. For 
previously diagnosed depression, sertraline and bupropion provided little benefit, and 
Mr R was unable to tolerate venlafaxine due to worsening hypertension. Dr W notes that 
Mr R has no active suicidal ideation, intention, or plan and attributes Mr R’s current 
depression to his heart failure experiences. Dr W informs Mr R and S that he meets 
criteria for hospice care and recommends a care plan focused on promoting Mr R’s
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quality of life and end-of-life goals, including interacting with his ex-wife, playing with his 
dog, and listening to music. 
 
Mr R expresses interest in trying low-dose methylphenidate to improve his appetite, 
energy level, and overall well-being while in the hospital. The attending hospitalist, Dr H, 
and the clinical pharmacist on the team, Dr B, decline to follow Dr W’s recommendation, 
however, and express both clinical and ethical concerns about prescribing 
methylphenidate for a patient whose end-stage cardiac disease is partially due to 
methamphetamine use. S also expresses fear that, given Mr R’s history, he will not be 
able to control his use of the methylphenidate. 
 
Members of the care team, S, and Mr R consider how to best respond to Mr R’s needs. 
 
Commentary 
An analysis of National Survey on Drug Use and Health statistics on nonelderly adults 
found that, from 2015 to 2019, methamphetamine use among US adults increased 
43%; frequent use increased 66%, and overdose deaths from psychostimulants, 
excluding cocaine, increased 180%.3 These and other data indicate that, alongside the 
far more publicized opioid crisis, America is also suffering from a stimulant epidemic. 
After overdoses, MACM is the second leading cause of death among individuals using 
methamphetamine.4 Veterans like Mr R are increasingly diagnosed with the condition.5 
Patients with MACM tend to be younger, present later, and have more severe disease 
than patients with other types of heart failure.6 However, despite the more advanced 
stage of their cardiomyopathy, these patients’ abstinence from methamphetamine and 
adherence to cardiac medications can improve their prognosis.7 Unfortunately for Mr R, 
his cessation of methamphetamine and recent adherence to medical management 
came too late to significantly reverse his cardiac damage. 
 
Consultation-liaison psychiatrists have long used psychostimulants like methylphenidate 
and dextroamphetamine to treat depression, fatigue, and apathy in the medically ill.8 
The evidence that these drugs are effective for treatment of fatigue in patients with 
cancer is insufficient for them to be recommended for treating cancer-related fatigue9; 
for treatment of depression, the evidence of efficacy is equivocal.10 Side effects include 
induction of mania or psychosis, agitation, anger, and—most pertinent for Mr R’s case—
increase in blood pressure and pulse rate with potential exacerbation of heart failure.11 

When effective, psychostimulants can stimulate appetite and improve mood.12 One 
major advantage of using them in palliative care is their rapid onset of action; clinical 
benefits or adverse effects can both be detected in a matter of days as opposed to the 
weeks it may take for antidepressants to become effective.13 
 
Ethical Analysis and Recommendations 
Palliative care psychiatrists have helped to identify, analyze, and propose ethically 
justifiable approaches related to end-of-life treatment for patients with severe and 
persistent mental illness.14,15 Similar attention has not yet been directed to addiction 
and the ethical issues that arise in cases like that of Mr R, although it is sorely needed.16 
There is a small but growing body of hospice and palliative medicine literature that 
considers ethical aspects of opioid prescribing for patients with a diagnosis or history of 
opioid use disorder, such as stereotyping,17 that may be applicable to Mr R’s case. 
Physicians like Dr W, who recommend psychostimulants for palliation in patients with 
methamphetamine use disorder, are likely to encounter the same knowledge deficits, 
fears of liability, and unconscious bias toward addiction as practitioners trying to palliate 
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symptoms of life-limiting illness in persons with opioid use disorder. To overcome these 
barriers, Dr W can underscore to the treatment team that Mr R is experiencing 2 end-
stage disease processes: MACM and amphetamine use disorder. Mr R’s life expectancy 
from their combined burden is limited, and Dr W has determined that Mr R meets 
hospice criteria. The focus of the treatment team should now shift to promoting Mr R’s 
goals of care, enhancing his quality of life, and improving his comfort.18 Dr W thinks that 
a trial of methylphenidate would seem to offer at least a reasonable chance of obtaining 
these aims. Drs H and B have legitimate concerns about the risks involved in prescribing 
methylphenidate to Mr R. Based on their response to Dr W’s suggestion and the 
literature, their concerns would seem to reflect 4 obligations stemming from core ethical 
principles, such as nonmaleficence, respect for autonomy, and justice.19 Dr W will need 
to satisfactorily address each of these to obtain the multidisciplinary support needed to 
implement his recommendation. 
 
The first concern is that the prescription of methylphenidate will result in Mr R being 
unable to manage his use of the drug safely and responsibly. Dr W can advise S and the 
treatment team that several clinical trials of methylphenidate to treat 
methamphetamine use disorder have shown that methylphenidate might decrease 
cravings for methamphetamine.20,21,22 Similar to the use of buprenorphine and 
methadone to treat opioid use disorder, prescribed psychostimulants like 
methylphenidate may have less potential for abuse and reduce overall harm and thus 
enable Mr R to control his use of the drug. These trials show that Dr W is not 
recommending just the same substance Mr R was addicted to, as the treatment team 
assumes. 
 
The second ethical concern is that even low-dose stimulants could worsen Mr R’s MACM 
and hence do more harm. Dr W could discuss this uncertainty with S and Mr R during 
the informed consent discussion. He may also be able to leverage research suggesting 
that the etiology of MACM is more complex and multidetermined than the treatment 
team believes—that is, that methamphetamine use is not the sole cause of MACM23—in 
discussion with other members of the treatment team. These data may enable the 
treatment team to respond with what philosopher Hanna Pickard has referred to as a 
stance of “responsibility without blame.” Pickard explains this view as it relates to caring 
for patients like Mr R: “Hence the clinical task with such patients is not to deny their 
agency and rescue theme from blame by pathologizing their behavior, but to work with 
them and help them to develop their sense of agency and responsibility to support and 
empower them to make different choices.”24 
 
Third, there are understandable prudential fears in this case. Dr W, perhaps with the 
assistance of an ethics consultation, can emphasize that good documentation of a 
sound informed consent discussion with Mr R and his ex-wife is the best defense not 
only to any legal challenge but also to any risk management challenge, such as Mr R 
becoming addicted to the medication or the drug worsening his heart failure. The ethics 
consultant might remind the treatment team that the use of methylphenidate for Mr R is 
a prime example of harm reduction: an efficacious and established public health 
approach to substance use disorders.20 
 
Fourth, and more difficult to elicit and address, research suggests that the treatment 
team may be stigmatizing Mr R as a person with a substance use disorder.7 Dr W can 
empathically help his colleagues to see that stigma and health disparities also shaped 
Mr R’s sad situation and that prescribing a trial of methylphenidate is a small act of 
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social justice.25 Even offering the medication to Mr R conveys a level of respect for his 
dignity and trust in him as a moral agent that he may seldom have received from the 
health care system and that can, independently of the medication, have a healing 
impact on the remainder of his life. 
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