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Background

Recent clinical trials and advances in device technology have expanded the indications for implantation of cardiac
devices. In 2002 alone, 96,000 implantable cardioverter-defibrillators (ICDs) were implanted in North America. It
is estimated that over 3 million patients in North America could now be eligible for an ICD, with over 400,000
additional patients meeting the criteria every year. However, near the end of life, decisions as to how best to use
these devices can be the source of much anguish for patients, families and palliative care/hospice staff.

Current Devices

ICDs are somewhat larger than pacemakers and are usually implanted in the upper chest under the clavicle. They
monitor cardiac rhythm and can either cardiovert or defibrillate (electrically ‘shock’ a heart) when certain rapid
abnormal cardiac rhythms are identified. These shocks can be painful and are inconsistent with comfort care in a
dying patient. ICDs can also deliver pacing therapy. Pacing increases heart rate when slow heart rhythms are
detected and can promote comfort as slow heart rhythms can cause heart failure symptoms. The shocking and
pacing functions of an ICD can be independently turned off and a decision to discontinue a device’s ICD function
should be considered separately from a decision to discontinue its pacing functions (see Fast Fact #111 about
discontinuation of pacemakers).

Indications for deactivation of ICD therapy

e Continued use of an ICD is inconsistent with patient goals.

e Withdrawal of anti-arrhythmic medications: if anti-arrhythmic medications are withdrawn consider turning off
the ICD to avoid frequent shocks.

e Imminent death.

e The patient has a DNR order. The functioning of an ICD is generally inconsistent with a ‘Do-Not-Resuscitate’
order since ICDs attempt to resuscitate the patient by shocking their hearts back into a life-sustaining
rhythm.

Discussing deactivation of the ICD

1. Consult the clinician who manages the ICD (usually a cardiologist or associated clinician); that individual is
often the person to assume responsibility for deactivation. Patients are usually followed in a device clinic and
probably have an established relationship with the physician and staff. The involvement of these professionals
canprovide a sense of comfort and closure for the patient and family. Note: The device manufacturers will not
send representatives to patient’s homes for deactivation.

2. Discuss expectations of “turning off” the ICD. The following should be made clear:

a. Turning off the ICD means that the device will no long provide life-saving therapy in the event of a
ventricular tachyarrhythmia.

b. Turning off the ICD will not cause death.

c. Turning off the ICD will not be painful, nor will its failure to function cause pain.

3. Establish a plan of care that will ensure availability for addressing new questions or concerns that might arise
(patient/family should not feel abandoned once the device is turned off).
4. If there are conflicts among providers or family members, consultation with a palliative care expert or ethics
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team can be helpful.

Ethical/Legal issues

A patient’s right to request withdrawal of life sustaining medical interventions, including ICDs, is both legal and
ethical. Withdrawal of a life sustaining medical intervention with the informed consent of a patient or legal
surrogate is not physician-assisted suicide or euthanasia.
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Fast Facts and Concepts are edited by Drew A Rosielle MD, Palliative Care Center, Medical College of
Wisconsin. For more information write to: drosiell@mcw.edu. More information, as well as the complete set of
Fast Facts, are available at EPERC: www.eperc.mcw.edu.
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Disclaimer: Fast Facts and Concepts provide educational information. This information is not medical advice.
Health care providers should exercise their own independent clinical judgment. Some Fast Facts cite the use of a
product in a dosage, for an indication, or in a manner other than that recommended in the product labeling.
Accordingly, the official prescribing information should be consulted before any such product is used.

ACGME Competencies: Medical Knowledge, Patient Care

Keyword(s): Ethics, Law, Policy Health Systems

© 2008 Medical College of Wisconsin

Medical College of Wisconsin Print :: Close
8701 Watertown Plank Road, Milwaukee, WI 53226
www.mcw.edu | 414.456.8296

2 of 2 8/31/2009 11:13 AM



