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Abstract  

Decision-making by medical and health care staff forms the core of professional practice. 

Thought processes, including non-clinical considerations, significantly impact how clinical 

decisions are made. Such considerations become more relevant when addressing end-of-life 

care decisions for patients with advanced dementia (PAD). Though palliative care is 

recommended for this population, its implementation tends to vary. Given the medical staff’s 

significant influence in guiding clinical decisions, we examined thought processes that 

accompany staff decisions. We used Cognitive Task Analysis (CTA) to analyze interviews 

conducted with 15 physicians and 11 nurses working in acute care wards in Central Israel. 

Participants were interviewed regarding their clinical decision-making in a hypothetical 

scenario of a PAD who presents with an acute, potentially life-threatening medical problem. 
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Moral judgment orientation was the primary factor affecting clinical decision-making for 

advanced dementia, with a pronounced dichotomous split between deontological and 

utilitarian approaches. This polarization was highly associated with the medical specialty. 

Practitioners in surgical wards tended to focus on the patient’s current medical condition, as 

an isolated or disease-centered illness perspective, supported by deontological moral lines of 

thinking. This perspective was contrary to that of staff in medical wards who mostly treated 

the patient from a holistic perspective with a patient-focus approach, supported by utilitarian 

moral lines of thinking. Although all respondents presented the patient or family as primary 

decision partners, the practitioners were motivated to make decisions based on unit 

hierarchies or positions of authority figures. Therefore, clinical end-of-life decisions are 

influenced by different thinking processes of the health staff and several non-clinical factors. 

The moral thinking paradigm was found to be associated with a professional orientation. 

Understanding the subjective, non-clinical aspects of decision-making for PAD might improve 

end-of-life care in this population. 
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1. Introduction 

Technological advances in medicine have highlighted the need for thoughtful decision-making 

regarding the continuance of aggressive care or changing the goals of palliative and end-of-life care. 

Advanced dementia is a common etiology where such decisions are crucial [1]. Aggressive care is 

not always desirable for this patient population and might be considered futile care. In addition, 

aggressive care may cause more burden than a benefit and does not conform to the guidelines and 

recommendations for patients with advanced dementia (PAD) promoted by major international 

geriatric organizations [2-4]. While uniform recommendations exist for palliative care for this 

patient population, there is considerable variation in their implementation. This variability is 

common in non-geriatric in-patient departments such as medical or general surgery wards as well 

as in outpatient departments [5, 6].  

Despite the availability of vast literature concerning the end-of-life treatment decisions for 

patients with advanced dementia, few studies have evaluated the thought processes behind 

decisions made by healthcare personnel. A medical team acts as the primary driver in clinical 

decision-making and selecting the suitable treatment approach [7]. Healthcare staff leads the care 

management, is the primary source of medical knowledge, and a change agent in the patient’s care. 

In addition, non-clinical factors can affect the clinical decision-making processes [8].  

Clinical decisions are made based on the judgment of the medical condition of the patient [9, 10]. 

In the case of advanced dementia, clinical decisions include end-of-life issues that intrinsically 

involve moral implications [11]. Moral judgment is based on two mental processes: deontological 

and utilitarian thinking. Deontological thinking includes intuitive, emotional processes and focuses 
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on prompt action and immediate aspects of the situation. Utilitarian judgment is based on 

conscious-controlled reasoning that focuses on outcomes of the considered acts [10-13].  

The primary objective of the current study was to examine the thinking processes of medical 

personnel when making end-of-life treatment decisions for PAD. The secondary objective was to 

describe the barriers associated with the implementation of palliative care for PAD. We describe 

the results of a qualitative study based on 26 interviews conducted with nurses and physicians 

working in acute care in-patient wards in Israel. 

2. Materials and Methods 

2.1 Study Design  

This was a phenomenological qualitative, interview-based descriptive study [14]. The study was 

approved by the research ethics committees (case number 5535-18-SMC; 0027-19-HMO) of two 

hospitals.  

2.2 Samples 

Participants included 15 physicians and 11 nurses working in acute in-patient general medical 

and surgical wards at two hospitals in central Israel. Inclusion criteria were physicians and nurses 

with no formal geriatric or palliative care training. A convenience sample was recruited during staff 

meetings of both physicians and nurses. Recruitment of participants continued until thematic 

saturation was obtained.  

2.3 Data Collection 

Physicians and nurses who were interested in participating in the study contacted one of the 

researchers (M.E.) to fix an appointment for the interview. Informed consent was obtained, and 

interviews were conducted in the hospitals. Participants were provided code numbers to protect 

their anonymity. Numerical coding of the interviews was according to the profession (physician, 

nurse), type of ward (medical ward, surgical ward), and seniority (senior, junior staff), resulting in 

six groups of participants. Interviews were numbered sequentially within each group. Data of the 

recorded and transcribed interviews were kept in a secure desktop with secured password 

accessibility only to the first author of this study (M.E), where the data were anonymized. The 

interviews were conducted in the Hebrew language.  

A hypothetical medical scenario (Table 1) was presented describing an acute medical condition 

where the PAD was terminally ill. Interviews commenced with an open, neutral question aimed at 

discovering the participants’ perception of the scenario. Participants were asked to select an 

appropriate treatment for the patient. Treatments ranged from immediate and life-saving 

procedures such as surgery or invasive interventions (the “aggressive” approach) to treatment 

based on alleviating suffering and focusing on improving the quality of life, with no treatments or 

interventions directed toward extending the life (the “palliative approach”). Further questions 

included a detailed description of task priorities and meanings and perceptions of the scenario 

(Table 1). All interviews were audio-recorded and transcribed verbatim.  
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Table 1 Case scenario and interview guide questions. 

Case Scenario 

You are in charge of treating an 80-year-old male who was diagnosed with Alzheimer’s disease 

five years ago. The patient lives at his home with a personal caregiver. Currently, he does not 

recognize family members, does not communicate verbally, and needs total assistance with 

mobility and basic functioning, and suffers from urinary and bowel incontinence. The patient was 

admitted to your hospital for extreme restlessness and abdominal bloating. According to his 

caregiver, he has been constipated for four days and refuses to eat. A physical examination 

revealed an absence of bowel sounds. Abdominal imaging showed dilated intestinal loops and a 

space-occupying lesion, a finding suggestive of colon cancer. 

Questions  

1. Describe in four- to seven general steps your actions and response to the case presented. 

2. Were there any “hints” that helped or directed your care recommendations? 

3. Which of the steps constituted the most significant difficulty for you? 

4. What caused the difficulty? 

5. What feelings, sensations, and thoughts came to your mind? 

6. What actions were considered, were available, and/or relevant to you? 

7. What criteria did you use to accept or reject these actions? 

8. Was there a specific guideline for selecting or rejecting an action? 

9. Have you considered any potential issues that may arise from your actions? 

10. What were the goals you faced at this time? 

11. What did you mainly need to achieve the goals at this point? 

12. What information helped you decide whether to implement a specific action? 

13. How did you access the necessary information? 

14. What did you do with the information? 

15. Did the information help you? 

16. Were you looking for professional/organizational guidelines that matched the situation? 

17. How did you know whether the guidelines were appropriate for the situation? 

18. Did you compare the case to a similar situation from your previous experience? 

19. Did previous experience guide you in making your decision? 

20. Did you consider the potential consequences of your actions? 

21. Did you consider possible outcomes? 

22. What information helped you to know that this is the right thing to do? 

23. What kind of pressure was involved in making treatment decisions? 

24. Assuming you had to describe the situation to another person, how would you summarize 

the case? 

2.4 Data Analysis 

Interviews were analyzed using the Cognitive Task Analysis (CTA) method [15]. CTA is designed 

to examine mental processes used during decision-making when performing a complex task. The 

thought processes are categorized into cues, goals and priorities, information seeking, overt and 

covert thinking patterns, and previous experience (Table 2).  
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Table 2 Cognitive Task Analysis Interview Probes Questions. 

Task Diagram 

Options What were the courses of action considered or available to you? 

Why was this option selected and others were options rejected? 

Was there a rule that you were following in selecting this option? 

Cues Were there any clues in the case study that directed your attitude? 

Pressure What kind of pressure was involved in making treatment decisions? 

?decisions? Goals and priorities What were your specific goals and objectives at this time? 

Information seeking Did you seek any guidelines at this point? 

What information did you use? 

Concept Mapping 

Analogs/Mental models Did you foresee all the possible consequences of your actions? 

Experience Were you reminded of past experiences? 

Situation assessment Can you describe and summarize the situation? 

Two of the researchers (M.E.; and E-L.M.) independently analyzed the interview responses using 

these categories and identified themes and subthemes. After discussion, an agreement was 

reached, and the emerging themes and category analyses were integrated. 

We used shape analysis to examine the form of discourse and the use of language, such as 

repetitive words and pauses during talking [16]. Both longitudinal and lateral approaches of 

language were used. The longitudinal approach analyzes the use of language during an entire 

interview of a single informant, and the lateral approach compares the use of language between 

different informants.  

3. Results 

3.1 Participants  

There were 26 participants in this study: 15 nurses and 11 physicians. The majority of the 

respondents (n = 17) were from medical wards (65.4%), and the remaining (n = 9) were from general 

surgical wards (34.6%). Interviews lasted for 9- to 28 min. The sample included both junior (n = 12, 

46.2%) and senior staff members (n = 14, 53.8%) (Table 3).  

Table 3 Participants’ Characteristics. 

Characteristics  Medical 

Ward 

N = 17 

Surgical 

Ward 

N = 9 

Total 

N = 26 

Role Junior-level nurses 4 3 7 

Senior-level nurses 6 2 8 

Junior physicians (interns, 

residents, and fellows) 

4 1 5 
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Attending and senior physicians 3 3 6 

Sex Males 11 7 18 

Females 6 2 8 

Age (years) 20-30 2 2 4 

31-40 7 2 9 

41-50 6 2 8 

51-60 2 3 5 

Religion Jewish  14 7 21 

Muslim 3 2 5 

3.2 Major Themes  

Three major themes were found: moral thinking/judgments, family influence, and decision 

process. The themes were categorized into the following sub-themes, as shown below. 

3.2.1 Theme 1: Moral thinking/judgment 

Some interviewees expressed deontological moral judgments, emphasizing their commitment to 

address and respond with a focus on an immediate course of treatment. 

“There is an immediate medical issue that stands in front of the decision.” (an intern junior, 

surgical ward [01]).  

“Medical ethics means to concentrate on the acute/immediate health state.” (a junior-level 

nurse, surgical ward [01]).  

“I always tell the family that without an aggressive care/operation, the patient will die. Even if 

there is a 10% chance to resolve the acute situation, I need to do everything in my power. I focus on 

the situation now…, not on the late outcomes.” (a senior physician, surgical ward [01]).  

Other participants preferred utilitarian moral judgments that emphasized expected outcomes.  

“The care decision should concentrate on the poor outcomes expected from acute treatment.” (a 

senior-level nurse, medical ward [05]). 

“I start with explaining the care options available, but focus on the expected outcomes. In this 

case, it is ethically right not to prolong the suffering.” (a senior physician, medical ward [02]).  

We observed that the type of moral thinking was associated with the medical specialty. There 

was an almost dichotomous split in the moral thinking between staff from the medical and surgical 

wards. Subthemes included professional perspectives and goals of care orientation.  

Sub-Theme: Professional Perspective. The majority of the staff (n = 13; 76.5%) from the medical 

wards described a utilitarian approach. The interviewees emphasized that the treatment aimed at 

preventing the suffering and providing symptom management, without prolonging the life, as the 

patient is “in poor condition,” "not suitable for definitive treatment," "demented, not a candidate 

for any aggressive treatment," "is not a candidate for surgery, " "a patient with a poor prognosis." 

In contrast, nine healthcare professionals from surgical wards selected treatments at the 

opposite end of the therapeutic spectrum and preferred more invasive care. Most surgeons (n = 7, 

77.8%) focused on the acute situation and prioritized the patient's illness as opposed to a holistic 
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approach to the patient. Some respondents commented, "This is an extreme surgical [emergency]," 

"We have to solve the problem tonight," "We have to do something and to save a life."  

While both perspectives focused on alleviating a patient’s suffering, the focus of the surgical, 

deontological perspective was to provide an immediate benefit. Surgeons and surgical ward nursing 

staff were less likely to perceive or identify the patient's terminal condition. For instance, one 

physician commented, "if it is just a tumor ... it is not a terminal illness ... ." Two surgeons stated 

that in the case of a terminally ill patient, palliative care is a legitimate treatment option; however, 

the hypothetical scenario presented in this study required immediate action. In addition, two 

surgical physicians stated that the degree of surgical intervention was contingent upon the patient's 

basic condition and medical history, especially with respect to the extent of existing surgical risk. 

Sub-Theme: Goals of Care Orientation. Differences were noticed in the goals of care orientation 

related to the patient's medical condition and treatment goals. Physicians and nurses in medical 

wards focused on the quality of life, long-term prognosis, the complexity of the condition, the 

potential of treatment alternatives, and their significance for the patient's life. Surgeons usually 

concentrated on the immediate needs of the patient and tended to be task-oriented and technique-

oriented. For example, they stated, "The default is to do," "It's hard to sit still," "I am used to doing," 

"I operate on almost everything." The majority of respondents from both medical and surgical wards 

focused on one extreme or the other, without expressing a range of treatment options.  

"If a patient with dementia suffers now most probably from a tumor, this certainly directs me 

toward non-aggressive palliative care." (a senior physician, medical ward [02]).  

"The patient is going to surgery. There is no room for my moral say or opinion; it is irrelevant. If I 

know I can save lives by my actions and have the ability to intervene and change this situation, then 

that's what I do."(a junior surgeon [01]).  

"It is rare to give up on a patient, even if they are elderly and demented. As a surgeon, you have 

a very dramatic intervention during the illness. In surgery, I am used to doing it. I have difficulty not 

doing it. It is difficult to sit idle and do nothing." (a senior surgeon, surgical ward [03]).  

Analysis of the language used by surgeons also indicates their predilection toward activity, 

initiative, task execution, and invasive procedures. They used phrases such as "fighting," "taking the 

bull by the horns," "we are very aggressive." No significant differences were observed between 

physicians and nurses working in both medical and surgical wards regarding goals of care and the 

tendency to prefer a particular care approach or between physicians and nurses in the surgical 

wards.  

3.2.2 Theme 2: Family Influence 

Family influence refers to the extent to which family members contribute to or influence care 

decisions. Family members were consistently considered as major partners in the care decision-

making.  

In most cases, the family has the right to veto decisions made by the healthcare team, even when 

the family members' decisions are inconsistent with a professional opinion. For example, few 

respondents said, "I will not go against the family." "[We] all are in concert with the family." or "Even 

if you think the patient is suffering and that the intervention requested is not in the best interests of 

the patient, we do everything that the family asks." In two interviews, there was no mention of 
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family members as part of the decision-making process. In these cases, the interviewees expressed 

their tendency toward an "aggressive" treatment approach. 

Three physicians did not follow the family's wishes when the opinion of a family member was 

different from their own. In these extreme cases, the family's autonomy was limited, reflecting the 

medical paternalistic approach where the physician vetoes medical decisions of the family, in 

contrast to allowing the family to veto the physicians' decisions.  

"I tend toward paternalistic medicine because it seems as if the family does not know what is 

'right' for the patient." (a junior physician, medical ward [01]). 

"We can't be forced to do anything." (a senior surgeon [03]).  

One physician recounted that extreme situations arose where the healthcare staff felt that the 

family was thrusting their wishes instead of those of the patient, thereby raising ethical issues.  

"You can think of all kinds of hidden interests of family members, maybe the patient owns an 

apartment ... you know ... It's maybe going to a thousand and one directions. If I start to see that 

there are differences of opinion, I might go in ... maybe even to the institutional legal department 

for a legal examination, an ethics committee, the management, and so on, to see how to solve it." 

(a senior surgeon, surgical ward [02]). 

"Maybe not asking the family about do not resuscitate (DNR) decisions…but decide as a team 

consulting…sometimes it is easier not to discuss these matters." (a senior physician, medical ward 

[03]).  

"If we see evidence of an acute situation, like high blood lactate or any life-threatening condition, 

we do not involve the family, but three doctors sign an official form for acute emergency decisions 

and proceed to operate in an emergency." (a junior nurse, surgical ward [01]).  

3.2.3 Theme 3: The Decision Process 

Decision-making was influenced by several factors. These factors are communication, 

hierarchical and legal aspects, and medical authority. 

Communication. Several forms of communication were described. Participants indicated their 

attempts to assess the family members' understanding of the situation and to adjust the discussion 

accordingly. Of the 26 interviews, 11 (42%) reported providing information to family members about 

the patient's terminal condition. Determining the presence of advance directives and end-of-life 

decisions was reported by 12 (46%) of the respondents. Three interviewees described the difficulty 

of breaking bad news to the family.  

Some participants (n = 6, 23%) reported informing the family of the threatening condition, the 

futility of aggressive care, stressing the advantages of palliative care.  

"I explained to them (family) that aggressive treatment involves a great deal of suffering and 

considerable mortality." (a senior physician, medical ward [03]). 

"I'm talking to them ... there is a very high surgical risk. They [the patients] don't survive the 

operation at this age... there are no physiological reserves to deal with the condition. Even after a 

minimal complication such as the pulse rising or electrolyte imbalance…the family should be 

informed…. ." (a senior surgeon [02]). 

In contrast, other interviewers informed the family of the risk of death, in light of the patient's 

acute condition, to obtain consent to start an aggressive life-saving treatment (n = 5, 19%).  
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"I explained the situation to them. I explained that this is a life-threatening condition ... and the 

immediate treatment is surgery, and said that without this treatment, the patient will probably die." 

(a senior physician, medical ward [01]). 

"I present them the options, including the outcome of each option and about palliative care…. if 

you decide ... how it is going to end in death." (a junior physician, medical ward [02]). 

Hierarchical Aspects. In all interviews with physicians, the department's standard norm of care 

influenced the treatment approach, and decisions were made only after presenting the case to a 

senior physician or department head.  

Several physicians stated: 

"Stems from ... who runs the department." 

"In each situation, the team presents the case to a senior physician in charge."  

"I pass all the data to the senior for a decision."  

However, at the same time, the presentation of the case gets biased in the junior physician's 

opinion. 

A junior physician: "When I speak to him, I already say what I think ... in my opinion so and so ... 

." 

"I'll explain what the consensus is, but the decision will be according to the senior's approach." 

About half of the nurses (n = 7) did not refer to the decision-making hierarchy within the 

department, and the interviews reflected the nurse's position on the case presented, based on the 

nurse's experience, education, and judgment. The other nurses (n = 6) reported having a discussion 

and consultation with the senior physician, and one nurse even added: "Decisions are made 

according to the department head's approach." 

Legal Aspects. Legal aspects were, for the most part, mentioned by physicians, with only one 

nurse addressing this issue.  

"I always think of the legal side. It's not something I take for granted."(a senior surgeon, surgical 

ward [01]).  

Many respondents used legal aspects as a method of taking defensive action to "protect me and 

defend the system." This approach to document oral communication reflects the level of caution 

among the physicians discussing end-of-life decisions with the family. 

The Use of Medical Authority. Medical authority was described in almost half of the interviews 

(n = 12, 46%) as a means to influence or motivate family members to agree to treatments preferred 

by the medical staff. 

"Usually when a person with authority in the department speaks properly, they (family) follow 

the staff's opinion and their decision." (a senior physician, medical ward [03]).  

"I am very emphatic and, at the same time, I use my authority to make my message very clear." 

(a junior surgeon [01]). 

Shape Analysis. In addition to analyzing the content of the interviews, shape analysis was also 

conducted. The shape analysis examined words that frequently appeared, identified pauses in the 

discussion, and examined the environment in which the interviews were conducted. We identified 

two often repeated words in the interviews: "family" and "suffering." "Family" was used especially 

when discussing the influence of family members on decisions. "Suffer” or “suffering" frequently 
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appeared in all interviews, indicating its importance when making treatment decisions. Nurses 

referred to “suffering” slightly more often (0.50% of all counted words) than physicians (0.39% of 

all counted words). In addition, those who preferred a palliative care approach to treatment used 

the word "suffer" more often (0.54% of all counted words) than those advocating a more aggressive 

approach to treatment (0.30% of all counted words).  

The words, "suffer" or "suffering" were used to justify treatment decisions for both aggressive 

and palliative care approaches. Interviewees with an aggressive approach highlighted the use of 

invasive procedures to quickly end the pain and suffering of the patient. In contrast, suffering was 

used to justify a more conservative approach, avoiding unnecessary treatment for the patient.  

Another interesting finding was associated with the discourse sequence. Interviews with some 

surgeons contained pauses of silence in the conversation when discussing end-of-life issues. We 

only observed these pauses with participants who did not favor a palliative care approach, and the 

pauses often preceded comments implying that palliative care was essentially no care at all.  

"I witnessed a case where ‘the patient was given up’ and went for supportive care. I suffered 

terribly… I felt I was not practicing good medicine. I ran away…... This is the worst……. That you are 

not willing to do everything possible for the patient." (a senior surgeon [1]). 

4. Discussion 

Analyzing interviews using CTA allowed understanding the thinking processes of healthcare staff 

while making clinical decisions about PAD. The palliative care approach for PAD is becoming more 

acceptable among health care professionals, with reports of its benefits for this population, yet it is 

often not implemented [17-18]. The end-stage of dementia is characterized by a high mortality rate, 

with a high likelihood of infections, eating problems, and other distressing symptoms. Many patients 

with advanced dementia undergo burdensome and aggressive interventions such as feeding tube 

insertion or repeated hospitalizations, inconsistent with a palliative approach [1]. Patients with 

advanced dementia are less likely to receive palliative care for their terminal situation [1, 19-20] 

than those with other terminal diseases [21-22]. The medical staff in acute settings tends to adopt 

a traditional care approach based on aggressive, life-prolonging therapy, although studies have 

shown that this approach does not lead to an improved prognosis or an improvement in the quality 

of life in this population [18, 23-24].  

While the spectrum of treatment options for patients with advanced dementia with an acute 

medical problem ranges from "saving life at all costs" to "preventing suffering and symptomatic 

treatment," the majority of respondents focused on one extreme or the other, without expressing 

a range of treatment options. These polarized perspectives were expressed in the task descriptions 

and the end-of-life decisions and were highly associated with the medical specialty. Medical 

specialty may be strongly socialized, potentially inhibiting deviations from the unit norm. Avoidance 

of an alternative approach may be inculcated using paternalism, hierarchy, and authority [25]. 

Justification for the selected approach of care is argued on deontological or utilitarian grounds, such 

as relief from suffering by highly invasive procedures by surgeons as opposed to palliative care in 

medical wards. The cognitive process of decision-making for patients with advanced dementia may 

involve conflicting moral judgments [26].  

Professional orientation is acquired during specialization training for the physicians and nurses 

at the initial stages of employment on a specific type of ward. Professional orientation is developed 
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by socialization, internalizing the work climate, and adhering to the accepted standard of care of 

senior members of the staff advocate. These processes shape the perspectives through which a 

medical team member perceives the patient and the available standards of care [27-28]. Our results 

corroborate with the findings of another study that showed that the likelihood of implementation 

of palliative care in the last year of life among surgical patients was lower than among non-surgical 

patients [29]. Other studies have reported that some surgeons felt that not operating resulted in 

professional frustration. Surgeons preferred to act immediately to solve a medical condition, often 

without considering the long-term consequences [30-32]. Surgeons focused on individual organs of 

the patient rather than holistically, often considered as “dehumanization” and "depersonalization" 

[5, 33-34], an approach sometimes referred to as the "localization of the diagnosis" [35]. 

Our findings demonstrate the range of willingness of the healthcare staff to involve the family in 

the decision-making process from patient or family autonomy to paternalism. Medical staff 

influences the family members in ways they perceived as being in the best interest of the patient by 

helping them make a decision [35], while simultaneously trying to control the decision. Preference 

for patient/family autonomy over professional autonomy may result in decreased quality of care 

when the healthcare providers feel obligated to adhere to the family's values even when these 

values conflict with their own. An ethical question arises when the health care team is required to 

act in a way that is not medically justified, increasing patient suffering and resulting in "moral stress" 

[36]. To resolve this ethical dilemma, the World Medical Association published an international 

guideline [36] supporting physicians who refuse to act according to patient’s requests when the 

treatment requested by the patient is regarded as inappropriate. 

While a current trend is shared decision-making, the primary decision-makers in this study were 

often family members. Healthcare providers justified this approach anticipating their fear of the 

family's response to treatment decisions, concern for the family's interpretation of the healthcare 

provider's intentions, concern for legal ramifications, and providers' perceptions of the family's 

expectations of them. These findings are consistent with those of previous studies [21,37-42]. 

In this study, all of the physicians but only about half of the nurses described a hierarchy when 

making medical decisions. Traditionally, medical diagnosis and determination of prognosis have 

been a physician's responsibility. However, in practice, input from nurses plays a significant and 

proactive role in shaping patient communication [43]. A systematic review found that 

communicating with the nursing staff was a key part of the relationship between nurses and 

patients/families [44]. The role of the nursing staff in decision-making is characterized by advocacy 

of patient preferences and support for the family [45]. Nurses working with PAD were observed to 

provide information, empathy, emotional support, and assistance with decision-making for patients 

as well as family members [18]. Nurses have also been found to pressure the medical staff to accept 

family and patient preferences [45]. In contrast, nurses may be insecure in their role of promoting 

end-of-life discussions due to their perceived lack of communication skills and administrative 

support [46]. Previous studies have indicated a preference of nurses for palliative care and less 

aggressive therapies, while physician training stresses saving lives at any cost [45, 47-49]. Our study 

did not support this finding, possibly because the approach of nurses was consistent with that of 

physicians in each ward, suggesting professional identification with the local perceived norms. In 

addition, in this study, nurses were not independent decision-makers. Perhaps, in community or 

nursing home settings, where nurses are case managers, and they practice independently, the 

differences in approach between nurses and physicians would be more pronounced.  
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A diagnosis of dementia should trigger recognition that the patient's condition is terminal. 

However, a discussion of death is perceived as a "taboo" [50]. Such was the case in this study. 

Avoiding such a discussion is a barrier to palliative care. If the family is not proactive in raising the 

issue of death, healthcare providers prefer to avoid it [51-54].  

At first glimpse, there was great variability in the duration of the interviews. Some of the 

interviewees were eager to discuss a complex issue that frequently occurs in their clinical experience 

and were willing to expand the discussion. Other interviewees seemed uncomfortable discussing 

end-of-life care decisions; hence, they briefly answered questions without expanding the focus of 

the discussion. In addition, no association was found between the length of the discourse and the 

preferred treatment approach. 

The interviews were based on hypothetical scenarios and were devoid of the complexity of 

everyday professional pressures. Participants expressed their favored therapeutic approach, which 

they reported as their individual preference toward appropriate care for a hypothetical patient. We 

assume that in real-life situations, treatment decisions considered several other factors such as 

collaboration with colleagues and family members, as well as accepted organizational norms and 

policies. Therefore, the final clinical decision might not be the personal preference of a healthcare 

provider. The interaction between personal preferences and actual practice was not included in the 

interviews for this study.  

This study was conducted in two major hospitals in Israel. The sample was small, and the findings 

might not completely represent the population or other populations. The case presented was 

hypothetical, and we did not examine the thoughts or actions of the interviewees in a real case 

scenario. In addition, the case presented was surgically oriented, and it is possible that in a case 

with medical intervention such as mechanical ventilation, the findings would differ. The thought 

processes were evaluated from our subjective interpretation of the conversations and the words of 

the participants. Neither can we exclude the influence of social desirability on the participant's 

responses.  

To the best of our knowledge, this is the first study examining the thinking processes of medical 

staff in the context of treatment decisions for PAD using the CTA method while simultaneously 

examining moral judgments and their impact on thought processes according to professional 

orientation.  

The socialization of medical teams caring for those with advanced dementia as well as the 

process of shared decision-making with family members need further investigation. This study 

included medical staff members who had not received formal geriatric and/or palliative education 

and training. Notably, in many acute care wards, some of the staff might have received post-

qualifying specialty training and practice that may serve as a potential source of information and 

role modeling for the rest of the staff in the department. There may be significant differences in 

perceptions between senior and younger staff, as well as differences in cultures and religious 

orientation of staff members. Future research should address these issues. Given the limited study 

population, the validity of the findings in other settings should be examined while assessing the 

impact of organizational and administration policies on decision-making. Finally, it is also suggested 

to conduct a prospective study that assesses the decisions made in routine daily clinical work, 

including the interaction between personal preferences of care and decisions made.  

 



OBM Geriatrics 2021; 5(1), doi:10.21926/obm.geriatr.2101159 

 

Page 13/16 

5. Conclusions 

The findings of this study highlight the effect of thinking processes and non-clinical factors on 

medical practitioners' clinical end-of-life decision making. The most remarkable factor was the 

moral thinking paradigm associated with professional orientation based on affiliation to a specific 

type of medical unit. Two extreme treatment approaches were documented: the deontological 

approach that focused on the disease, and the utilitarian approach, which focused on a holistic 

perspective to treat patients. Another finding was an almost universal wish for shared decision-

making with family members, often diverted by the hierarchical and authoritarian nature of the 

medical staff. Understanding the subjective, non-clinical aspects in medical decision-making may 

improve the quality of care that is of paramount importance regarding end-of-life and other 

treatment decisions in the case of advanced dementia patients.  
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