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                    Decision making with older people can be diffi cult because of 
medical complexity, uncertainty (about prognosis, treatment 
effectiveness and priorities), diffi culties brought by cogni-
tive and communication impairment and the multiple family 
and other stakeholders who may need to be involved. The 
usual approach, based on balancing benefi ts and burdens of 
a treatment, and then deciding on the basis of autonomy (or 
best interests for someone lacking mental capacity), within 
the constraints of resources and equity, remains valid, but is 
often inadequate. In addition, approaches relying on optimal 
communication and relationship building and professional 
virtues are important. Older people vary in their medical 
status, views and preferences more than younger people and 
these variations must be sought and accommodated, using a 
shared decision-making approach. This includes adapting to 
the increasing numbers of people from different cultures.  

  How do we decide? 

 Scientific knowledge, the law, professional regulation, the 
organisations within which we work and the political and social 
environment all influence how we practise medicine. Quite 
apart from law and regulation, and sometimes in contravention 
to it, people have expectations about healthcare: who should 
be consulted over decisions and how we should approach death 
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            Making diffi cult decisions with older patients on 
medical wards  

Key points 

      Older people are medically complex, the information needed to 

make decisions is often uncertain and the impact of cognitive 

impairment can make decision making difficult  

      A systematic and thorough approach is required; the principlist 

approach of considering benefits, burdens, autonomy and 

justice can be applied, but principles often conflict  

      Open communication and relationship building with families 

and other stakeholders assumes greater importance  

      Individual variation must be identified, respected and 

accommodated in making decisions  

      Decisions at the end of life are open to the same general 

approach, but uncertainty in establishing prognosis and 

widespread overestimation of the efficacy of medical 

intervention can lead to over-intervention and a failure to adopt 

a palliative approach 

 KEYWORDS: Cognitive impairment, decision making, end-of-life 

care, ethics, older people, professional ■   

and dying. No single set of rules adequately covers all human 
activity, including medical practice, but ethical frameworks can 
help us analyse and understand difficult situations, and resolve 
or address them through better understanding.  
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  Ethical systems 

 Ethical frameworks fall broadly into four approaches:  1   

  1     Actions may be judged by their consequences: we try to 
balance the possible good and bad effects of interventions.  

  2     Actions must respect rights and duties (deontology). Many 
fundamental rights are enshrined in law and conventions, 
such as the right to life, to have personal information kept 
confi dential or to be consulted about medical treatment.  

  3     Virtues are personal characteristics, such as honesty, 
prudence, courage, compassion, forgiveness and generosity, 
that form the basis of professional practice, many religious 
teachings and cultural expectations.  

  4     Communication and relationship-based ethics suggest 
that the right action is the one that results from exchange 
of information and views from the perspectives of 
all stakeholders, and seeks to maintain and develop 
relationships.    

 In practice, we draw on different frameworks at different 
times. Sometimes they conflict. 

 The most important contemporary framework for medical 
decision making is called ‘principlism’.  2   It combines two 
approaches – consequentialism and deontology ( Box 1 ). 
Together the principles allow decisions to be made in most 
medical situations. An intervention should produce more 
good than harm, or the degree of risk or burden of unwanted 
effects should be proportionate to, and justified by, the likely 
good. Autonomy – the right to self-determination – should be 
respected; it is expressed through the giving or withholding of 
consent ( Box 2 ). Interventions incur costs, which must either 
be met by the individual, or collectively, in which case resources 
will not be available to deliver potentially more valuable 
alternatives. An equitable basis for allocation (or denial) of 
resources is required.  

  Application with older people 

 Key problems in the case of older patients include lack of mental 
capacity, uncertainty, complexity, communication problems, 
resource limitation and social expectations. 

 Dementia and delirium affect about half of older inpatients 
in acute hospitals.  3,4   These (and various other conditions) 

are often associated with impairment of mental capacity to 
make decisions ( Box 2 ). Strictly, mental capacity should be 
assessed for every decision, about every examination, test, 
care procedure or treatment, but usually this will be informal 
and implicit, reserving formal assessment for important, or 
contentious, decisions. Assessing mental capacity in practice 
can be difficult, with many cases borderline or uncertain. 
Questions that arise include: 

  >     How much understanding must be shown?  
  >     How long must information be retained?  
  >     How is reasoning or use of information to be demonstrated?  
  >     Which possible consequences or alternatives should be 

revealed?      

 Older people are medically complex and frequently 
diagnosis, prognosis and the effectiveness of interventions 
are uncertain. Treatment guidelines may not apply;  5   a greater 
reliance on professional judgement is required, for example 
balancing likely investigation- or treatment-burden against 
the probability of finding treatable pathology or delivering 
meaningful health gain. Older patients may struggle to 
understand or communicate because of cognitive or sensory 
impairment, language, education or culture. In assessing 
capacity, explaining and taking consent, and assessing best 
interests, communication should be adapted to help the 
person have the best chance of success; hearing aids, glasses, 
translators, family or other advocates, speech and language 
therapists or pictorial material may all be needed. 

 Health and care services for older people are less well-
resourced than those for other population groups. The divide 

 Box 1.      Principlism  

All of the principles must be satisfied for an action to be ethical:

>  Benefits : the action is likely to result in a good outcome

>   Burdens and risks : the action must avoid adverse or 

unwanted effects, risks, inconvenience, debility or these must 

be proportionate to, and justified by, the good that results

>   Autonomy : we must respect the right for an individual (with 

mental capacity) to make choices for themselves, including 

balancing likely benefits and burdens, even if the choice 

appears to be unwise. Autonomy is exercised through the 

giving or withholding of consent

>   Justice : we must avoid discrimination on the basis of age, 

gender, race, disability or other characteristics irrelevant to the 

decision, and we must work equitably within limited resources

 Box 2.      Mental capacity, consent and best interests  

Mental capacity describes the ability of an individual to make 

decisions. Having mental capacity requires the ability to 

understand, retain and use information to make a decision, and 

to be able to communicate that decision. Understanding should 

include the nature, purpose and consequences of the proposed 

intervention, any alternatives, adverse effects or risks, and the 

consequences of refusal. Capacity is decision- and time-specific.

Consent is agreement to have an examination, investigation, 

treatment, care or surgery. To be valid, consent must be:

> capacitous (the person must understand what they are doing)

>  informed (the person must have enough information on which 

to base a decision)

> uncoerced (freely given)

> ongoing (consent can be withdrawn at any time).

In the UK, a treatment may be legally given to a person who 

lacks mental capacity if it is in their ‘best interests’. This attempts 

to respect autonomy by involving them in the decision if possible, 

and trying to identify what they would have wanted if they had 

capacity. The process is often uncertain. Family members or 

others concerned for the patient's wellbeing have a right to have 

their opinion heard. Best interests should take account of current 

and previously expressed values, preferences or beliefs. The 

treatment should have overall benefit when weighing the risks 

and burdens associated with it.
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between health and social care is arbitrary, but healthcare 
is free at the point of delivery while social care in the UK 
is means-tested. These are primarily political choices, but 
impact on everyday decision making – for example, when the 
resources required to enable a safe discharge home are not 
available or if a patient or family member declines to pay for 
necessary services.  

  Variation between individuals 

 The reduction of ‘unwarranted variation’ in clinical practice has 
become an important mechanism for improving efficiency and 
safety. However, implicit in the delivery of person-centred care 
and respecting the differing priorities, preferences and values 
of individuals in keeping with mental capacity law is that we 
accept differences. A minority of people value the preservation 
of life at almost all cost. Some people have strong views on 
feeding and hydration at the end of life. Others feel strongly 
that they should have control over when they die should the 
circumstances arise. We are bound by the law, our professional 
regulators and resources, but we must try to accommodate 
differing preferences. 

 The British population is multicultural. An increasing 
number of older people were born outside the UK. Concepts 
of health, illness, suffering and care mean different things 
in different cultures. Western culture mostly emphasises 
individualism and autonomy, whereas Eastern philosophies 
stress harmony, respect, relationships and community or 
group solidarity. In healthcare, these need not be antagonistic; 
respect for variation between people can accommodate the 
preferences of patients of any culture. Problems can arise where 
differences are not well understood, for example, that the senior 
male family member may be expected to assume the role of 
caregiver and decision maker. Any decision making can be 
delegated: people of all cultures often welcome family support 
in making difficult decisions and so long as the individual is not 
coerced, this is consistent with Western ethics and law.  6   These 
matters are best openly discussed. We are also fortunate that 
professional colleagues from the same culture may be able to 
mediate if there is disagreement.  

  Communication and relationship-based ethics 

 Rigid ethical frameworks become less useful in the face of 
uncertainty, complexity and loss of mental capacity, when 
key information may be lacking (such as what an individual 
thinks or values) or when ethical principles conflict. In these 
cases, an approach that emphasises open communication, 
open-mindedness and a commitment to building and 
maintain trusting relationships can help negotiate decisions in 
the face of possible conflict and accusation, for example about 
whether an action is truly in someone's ‘best interests’.  1   This 
can involve a lot of exploration, explanation, deliberation, 
consensus building (and time), and is embodied in the 
approach of ‘shared decision making’.  7   This aims to identify 
the options, set out the pros and cons of each, and then work 
together to reach a decision. However, communication and 
relationship-based approaches have limitations. It is not 
always possible to reach agreement and it is not sufficient 
simply to do as the patient or family want in order to ‘keep 
them happy’.  

  Advance care planning 

 Advance care planning allows patients to make their wishes 
known about treatment decisions in the future when they 
may not be able to do so themselves.  8   It may take the form 
of a statement of wishes or preferences, an advance decision 
to refuse treatment or the appointment of a lasting power 
of attorney (a legal device to give a person authority to act 
as a proxy to make decisions). Early advance care planning 
is important, especially for patients living with progressive 
conditions likely to impair mental capacity (especially 
dementia).  

  Discharge decisions 

 Discharge planning is a process that aims to improve the 
coordination of services after discharge from hospital by 
considering the patient's needs in the community. Issues arise 
where insight is lacking about abilities and risks, or where 
undue help from family or professional carers is expected by 
the patient. This can only be managed by a multidisciplinary 
health team, including occupational therapists in particular, 
with decisions made jointly with families and community 
services. 

 ‘Risk enablement’, or ‘positive risk management’, is based 
on the idea of balancing the benefits and risks against the 
negative effects of attempting to avoid risk altogether.  9   Risks are 
identified and acknowledged, minimised or mitigated where 
possible, then an overt decision is made on whether to accept 
the residual risk or not. If the patient has capacity, this is on the 
basis of informed consent; if the patient does not have capacity, 
a best interests decision is required involving family or other 
carers. Crucial to this will be ascertainment of the individual's 
attitude to risk and the relative value placed on living at home 
or in a care home.  

  The end of life 

 Difficult decisions in end-of-life care are often around starting, 
or stopping, potentially life-prolonging treatments such 
as cardiopulmonary resuscitation, renal dialysis, artificial 
nutrition and hydration, or adopting an overtly palliative 
approach to care. Decisions to withhold or withdraw life-
sustaining treatments are usually driven by an assessment 
that such treatments would be unlikely to work (ie are futile), 
which is often, to an extent, uncertain. Palliative care focuses 
on relieving distress, maintaining function, minimising 
investigation- or treatment-related burden and planning for 
deterioration or crisis. 

 These are open to the general principles of decision making 
(weighing benefits and burdens, respecting autonomy or 
assessing best interests, and using open communication with 
stakeholders to reach consensus). The issues of resuscitation 
and artificial nutrition and hydration are plagued by poor 
understanding about when they are, or are not, effective at 
prolonging life/bringing health gain, and ill-informed or 
mendacious media and political coverage. Current guidelines 
are sensible and measured.  10–13   There is no obligation to 
provide a futile intervention although there is a duty to inform 
able patients and the families of those lacking capacity. A shared 
decision-making approach is required where the balance of 
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benefits and burdens, or the likely wishes of the individual are 
uncertain. ■  
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