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Medical decision-making in acute illness

What is the nature of this patient’s suffering?



The characteristics of poor thinking

• Curative intervention is my priority

• Decision-making autonomy is a consultant’s 
prerogative.

• The patient’s best interests almost always coincide with 
my professional opinion.

• If the patient is on an end-of-life trajectory, then explicit 
truthfulness undermines a patient’s hope and trust in the 
clinician.

• Patient complaints are more frequently due to systems 
errors rather than clinicians attitudes and behaviours.



The characteristics of better thinking 

• Therapeutic restraint is the hallmark of considered 

thinking.

• Consistency in medical decision-making across a 

team strengthens overall patient care.

• Trust is a valued commodity in the doctor-patient 

relationship: it depends on timely communication.

• If the patient is on an end-of-life trajectory, early 

palliative care improves quality of life.



Terror management theory

“The fear of death is an 

innate driver in all of us 

and much of what 

humans do is subliminally 

energised by the desire 

to preserve ourselves”

Ernest Becker, 1924-74  
cultural anthropologist



ITV NEWS, 16TH October, 2014
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Fix-it medicine
1. The curative model of diagnosis and treatment is pre-eminent                  

– ignores ageing and mortality. (The problem of “Ageism”)

2. The biological model of illness – “a pill for every ill”

3. The research science culture: there is a cure for everything just     

waiting to be found

4. Public expectations fuelled by headline grabbing news media.

5. Evidence based protocols – if possible get one size to fit all

6. Risk-averse health care environment .

7. The blame culture: death is someone’s fault. 

8. Pastoral vacuum - doctors are not priests or ministers

9. End-of life / palliative care is second best and in a separate silo: 

professional training, budgets, services. “It’s not my job”



Futility in medical decision-making

Human factors  / cognitive biases

 Aversion to death and dying, “doom and gloom”

 Addiction to the curative medical model

 Intolerance of uncertainty, ambiguity:                                                                         

“give the patient the benefit of the doubt”

 Personal experiences  … “last chance medicine” 

can occasionally be successful!

 Confirmation bias; information bias. 

 Moral self-justification: “I was only doing my best”

 Risk aversion (memorable failures, audits, criticisms, 

and conflict). 

 Institutional pressures: lack of permission.



CONTEXT incl. ILLNESS TRAJECTORY

PATHOPHYSIOLOGICAL PROCESS

CONSEQUENCES incl. HARMS
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CONTEXT







DISEASE-CENTRED assessment:

• Recent FEV1 0.78 litres (28% pred.)

• Resp. rate 28 / minute

• ABG: pH 7.28, pCO2 7.5 kPa, HCO3 33mmol/l  

• CXR: fluffy consolidation (L)LL

• Cor pulmonale: yes

Decision making in acute medical ward: 

exacerbation of COPD



DISEASE-CENTRED assessment:

• Recent FEV1 (0.78 litres (28% pred.))

• Resp. rate 28 / minute

• ABG: pH, pCO2, HCO3  

• CXR: ? consolidation

• Cor pulmonale: yes / no

Decision making in acute exacerbations 

of COPD: medical ward

What are the goals of treatment?



PATIENT-CENTRED / CONTEXTUAL assessment:                                                            

• Age 83

• Able to walk only 10 metres

• Confined to home: 2 carers per day

• Three hospital admissions in last 6 months

• Previous delirium with high dose steroid

• Does not want NIV

Thinking contextually: COPD



PATIENT-CENTRED:                                                            

Flexible, appropriate 

• Age 83

• Able to walk only 10 metres

• Confined to home: 2 carers per day

• Three hospital admissions in last 6 months

• Previous delirium with high dose steroid

• Does not want NIV

Thinking contextually: COPD

What are the goals of treatment?



End-of-life trajectory

Hospital admission:                       
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The Surprise Question

Would you be surprised if this patient 

were to die within the next 12 months?

Thomas K. et al., Gold Standards Framework:                                                                                  

Pro-active Identification Guidance. 2016



 n = 314 patients in acute 

hospital

 O.R. for death in “not surprised” 

group was 4.72 (p<0.0001)

 Sensitivity   77.6%

Specificity 57.8%

The Surprise Question                                          
Would you be surprised if this patient were to die 

within the next 12 months?

Shah et al., J Hosp. Med 2016; 11 (Supp 1) 
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Rockwood et al., 2005. 



CONSEQUENCES



Healthcare needs prior to and following ICU 

admission in relation to age and co-morbidity

Nazir Lone, personal communication, 2019

CONTEXT CONSEQUENCES



Readmission rates and life threatening events 

in COPD survivors treated with NIV                               

for acute hypercapnic respiratory failure

 N = 110 survivors

 One year after discharge: 

 79.9% had been readmitted

 63.3% had another life threatening event

 49.1% had died

 Survivors spent a median of 12% of the 

subsequent year in hospital

Chu et al. Thorax 2014; 59: 1020 - 1025

doi.10.1136/thx.2004.024307



Frailty in relation to emergency surgery

National Emergency 

Laparotomy audit.

49 hospital sites in 

England, Scotland, Wales

N = 937

Mean age 76 years; 

38% were aged > 80years

Clinical 

Frailty 

Score

90-day 

Mortality

%

30-day 

Mortality 

%

30-day

Morbidity %

1 11.1 3.6 30.5

2 9.2 6.8 40.6

3 14.5 10.1 49.1

4 27.8 21.1 57.6

5 27.8 26.2 61.3

6 41.4 27.6 63.2

7,8,9 50.0 16.7 16.7

Parmar K.L., et al., Ann. Surg. 2019



REVERSIBILITY?



Case study
 74 year-old lady admitted with metastatic pancreatic 

cancer causing ascites. Previously drained 3 times. It is 

drained again, and percutaneous catheter is removed after 

24 hours.

 Day 3: Sweaty and pale. Pulse 130, b.p. 70/50. NEWS was 5.  

Hospital Emergency Care Team was called. 

 The Team decided that acute deterioration was probably 

due to sepsis, secondary to infected drain site. 

 She was transferred to the ICU. The Sepsis-6 protocol was 

initiated, including i.v. antibiotics, inotropes and the insertion 

of a urinary catheter. 

 She developed acute renal failure and a shared decision 

was made not to treat further. She died 48 hours later. 



Questions
 What is the CONTEXT of this patient’s illness?

 What were the patient’s wishes and when should they have been 
discussed? Was there any DISCUSSION?

 Which aspects of her condition are REVERSIBLE?

 What harms were possibly / probably caused by the interventions she 
received?

 What are the likely CONSEQUENCES  of intervention at each stage? 

 What should the GOALS OF TREATMENT have been when the patient 
deteriorated? 

 Full escalation to return patient to pre-admission baseline?

 Limited recovery: reverse sepsis, but do not transfer to ICU; do not attempt renal 
dialysis?

 Palliation only. The HECT team should not have been called. The Sepsis should not 
have been actively treated.

 When should a TEP have been put in place?



The Hospital @ Night Nurse wrote:

“I knew the patient was dying, but I could not find 

anything in the notes that said that escalation of 

treatment should be limited. I arranged for 

transfer to the ICU. I felt very unhappy about it, 

but the situation was urgent”.  

CONSEQUENCES: Moral distress



CONVERSATIONS



 R eady: Can we talk about your health and care?

Has anything changed? Who should be involved?

 E xpect: What do you know? What do you think might happen?

Is there anything you want to ask/tell me?

 D iagnosis: What we know is …. What we don’t know is…

We are not sure about…

 M atters: What’s important to you (and your family)?

How would you like to be cared for? Is there anything you don’t want?

What would she say about this situation, if we could ask her?

 A ctions: What we can do to help is….Options we have are….                                

This does not work when / if / because…..

 P lan: We can make a plan for treatment and care for you, and share it 

so everyone knows what to do.



Organ system failure / frailty:                                           

end-of-life trajectory

Fu
n
ct
io
n

Death

High

Low

Frequent admissions,                   
self-care becomes difficult

2-5 years but death often 
seems “unexpected”

Time

Occasions of 

uncertainty

Progressive decline:                   

prognosis certain

Adapted from Lynn J, Adamson DM. Washington: Rand Health, 2003.



Prognostic conversations

Time

REFLECTION: looking back

 “So, John, what are your thoughts about the way                                                                              
things have been going lately?”

 “You were in hospital with ….. at Christmas time                                                                        
( = 6 months ago). How has your health been since then?”

ANTICIPATION: looking forward

 “The way things have been going, we have to accept that                                         
there are probably going to be more episodes like this.”

 “Are you worrying about what might lie ahead?” 

 “I think we can get you well again this time, but I need                                                           
to be guided by you about what to do if things deteriorate?”

 “Is there any treatment your received previously that                                                      
you wouldn’t like to have again?” 

Time



Having the conversation:                              

scenario planning

 The best case scenario .…... potential benefits

 The worst case scenario ….… possible harms

 The most likely scenario  ……. my professional 

opinion

• “What would happen if I choose not to …. ?”             
(have an operation, have chemotherapy etc.) 



Discussion with patients:                                    

ethical obligations

The Tracey case

Communication about what is not going to be done is an 

obligation if the intervention is theoretically life-saving.

Example: ruptured aortic aneurysm in an elderly patient                           

with multiple co-morbidities who would not survive surgery



Hiding behind uncertainty

 “Things are uncertain, therefore I must … investigate 

more” 

 “Things are uncertain, therefore I cannot … fail to

treat”

= decision-making paralysis

 We deal with the present and ignore the future

 Short-term treatment goals: to achieve recovery from an 
acute event

 Relief for the clinician: “Let’s give the patient the benefit of 
the doubt”

 Reprieve for the patient: something is being done

 Risk avoidance behaviours become dominant



OVER-TREATMENT

Futile 

Wasteful

UNDER-TREATMENT

Palliative Rx 
Late/Neglected 

Holistic Needs

COMMISSION OMISSION

Medical harms: categories

DIAGNOSIS COMMUNICATIONMANAGEMENT PLAN



Avedis Donabedian (1919-2000)

Relationship between benefits and harms                                                                     

in the last year of life

Medical harms



GOALS OF TREATMENT



Goals of treatment …. are based on discussions that 

encompass key elements

Acknowledges context truthfully: 

 Illness trajectory and prognosis are taken into account                   

(what does the future hold?)

Agreed goals are realistic and feasible, and are preferred by patient 

Takes consequences into account:

 Best case scenarios / worst-case scenarios

 Considers “quality versus quantity”. Timely palliative treatments.

 Seeks to avoid non-beneficial treatments and unnecessary harms. 

 Consensus about management plan “in good faith” acknowledges 

uncertainty and provides for confidence and trust.



Goals of treatment

 Complete recovery

… when it is possible that someone's quality of life will be restored to 
normal.

 Modified recovery

… but quality of life is likely to be poorer than it was previously

 Recovery for a limited time: reversing what is reversible

…  for days or weeks or even months. Quality of life likely to be limited 
and health likely to deteriorate later on.

 Relief of symptoms – palliative treatment

… with dignity and peace at the end of life. It is recognised that 
recovery will not be possible despite medical treatment

 Avoiding harm now and in the future

… because medical interventions may do more harm than good 



TREATMENT ESCALATION PLANS



Treatment Escalation Plans: WHY?

 Response to the acutely deteriorating patient is often inconsistent with 

the overall Goals of Treatment.

 Discontinuity of care is a characteristic in all medical and surgical 

units: better communication is required, especially OoH.

 Patients’ perspectives and preferences are often neglected, resulting 

in complaints.

 Many interventions are non-beneficial and / or responsible for harms

 Insecurity is experienced by staff left to make major decisions OoH

without guidance.

 Moral distress is experienced by staff who feel obliged to “do 

something” leading to inappropriate treatment.

 CPR is an intervention. DNACPR is a concept beset with 

misunderstanding and complaints. (No DNACPR without a TEP!)



Treatment Escalation / Limitation Plan

 To improve MANAGEMENT OF EPISODES OF ACUTE  

DETERIORATION / PROGRESSIVE DETERIORATION in hospital 

wards.

 To provide CONTINUITY OF CARE and good communication. 

 To FULFIL THE TREATMENT PREFERENCES OF A PATIENT and/or 

their family or POA.

 To REDUCE UNCERTAINTY by providing information about, as 

well as appropriate limitations to, interventions which are 

likely to be FUTILE, BURDENSOME AND/OR CONTRARY TO THE 

PATIENT’S WISHES.

 To MINIMISE HARMS due to overtreatment or undertreatment.

 To reduce MORAL DISTRESS among staff.



PATIENTS –
HARMS: INCREASED PHYSICAL AND 

PSYCHOLOGIAL SUFFERING

In the absence of a TEP                                      

in unstable or deteriorating patients 

….

TRAINEE AND NURSING STAFF –
MORAL DISTRESS



TEPs: the evidence

Acceptability among patients and relatives is 

generally good

34% of patients in one study (n=55) experienced some anxiety 

when discussing and completing a Plan. However 96% of the 

same ghoup thought that a TEP was a good idea. 

Obolensky et al., J. Med. Ethics 2010; 36: 518-20.

 Improved junior doctors confidence in making OoH

decisions
Shermon et al., BMJ Open Quality 2017. Doi: 10.1136/bmjoq-2017-000011



TEPs: the evidence

Reduced referrals to ICU

An overall 12% reduction in ICU referrals after introduction and extensive 

training

Fadel et al., BMJ Open Quality 2018; 7: e000268 Doi: 10.1136/bmjoq-2017

Reduced levels of inappropriate out-of-hours care

Overall 11% of patients with TELP received inappropriate care compared to 

44% without TELP

Stockdale et al., BMJ Quality Improvement 2013. Doi: u202653.w1236/bmjquality



The impact of advance care planning on 

end of life care in elderly patients: 

randomised controlled trial

 Hospital initiated ACP

 56 / 125 randomised patients died within 6 months

 25/29, 86% with ACP had their end-of-life wishes respected 
compared with 8/27, 30% among controls (P<0.001)

 Family members of patients who died had significantly less 

stress (P<0.001), anxiety (P=0.02), and depression (P=0.002) 

than those of the control patients. 

Detering et al., BMJ 2010; 340: 1345   



Reduction in NBIs and medical harms with 

TEPs

Incident Rate Ratios 

Reference group = 1.0 

(TEP plus DNACPR)

TEP + 

DNACPR

N=155

DNACPR 

only

N=113

p Neither 

TEP nor 

DNACPR

N=21

p

‘Problems’ 1.00 2.05                  
(1.62 – 2.58)

<0.001 1.78                       
(1.19 – 2.68)

<0.001

Non-beneficial 

interventions

1.00 1.98                  
(1.48 – 2.64)

<0.001 1.44     
(0.83 – 2.50)

0.198

Harms 1.00 2.77                    
(1.96 – 3.92)

<0.001 2.61                     
(1.50 – 4.55)

<0.001

Lightbody et al. BMJ Open, 2018 



Reduction in “problems” in patients with TEP in                         

8 domains, using Structured Judgment Review Method
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Reduced number of complaints related to DNACPR 

orders

After two years of regular use of TEP, number of DNACPR complaints 

reduced to zero in NHS Weston Area Health

Shermon et al., BMJ Open Quality 2017. Doi: 10.1136/bmjoq-2017-000011

Reduced likelihood of complaints by relatives following 

death of a patient in hospital

TEPs were used less frequently in complaint cases compared to 

controls (23.8% versus 47.2%,  p= 0.01).

Taylor et al., A case-controlled study of relatives’ complaints concerning patients who died 
in hospital: the role of treatment escalation / limitation planning. Int. J. Qual. Health Care. 

2020; 32: 212-218.

TEPs: the evidence

http://eprints.gla.ac.uk/view/journal_volume/International_Journal_for_Quality_in_Health_Care.html


Discussion with patients: obligations

The HACP can be initiated in the absence of 
discussion if is it clear that:

- the patient does not have capacity and / or            
the next of kin are unavailable

- certain investigations / treatments would be futile or 
harmful.                                                                            

HARM PREVENTION IS AN ETHICAL OBLIGATION 



FAQ 1. What if I don’t have time to have a 

conversation with a patient (or their family) that is 

unstable or at the end of life?

Whatever the time constraints, be sure to identify 

patients for whom the absence of a TEP puts them at 

risk of harm from treatment overuse or underuse. 

Apart from being best ethical practice, time spent on 

such conversations often avoids being responsible for 

a bad death or a formal complaint!



FAQ 2. What about DNACPR? 

There should be no DNACPR without a TEP. This is bad 
practice. 

CPR is rarely a key consideration in most acutely ill 
patients. Major interventions apart from CPR (e.g. 
operation, sepsis protocol, NIV) are much more 
relevant. 

Avoid conversations about DNACPR in isolation. They 
are a bad idea. They spook patients and are often 
misunderstood. Some members of the public think 
DNACPR is code for “do not treat”. 



FAQ 3. Is filling in a TEP that states                                                           
“for full escalation” not  a bit  superfluous?                                  
After all, full escalation is the default position anyway.

It is very helpful to on-call / out-of-hours staff to know 
that full escalation is appropriate for a deteriorating 
patient. 

In response to an increasing NEWS score, having a TEP 
provides a secure basis for emergency treatment. 

The greatest fans of the TEP are rapid response team 
members!



TEPs: Consultant responsibilities

 Leadership: create a permission-giving environment that 
supports charge nurses and trainee staff in the use of TEPs

 Be clear about GOALS OF TREATMENT. Avoid death-denying 
euphemistic or cryptic notes: “prognosis guarded”, “in 
extremis” 

 Be familiar with the TEP: practice guidelines and ethical 
principles

 Ensure that DNACPR is not used in isolation but always with a 
TEP

 Weave TEP considerations into ward rounds and MDTs

 Review and change the provisions of a TEP with changing 
circumstances 



CONTEXT incl. ILLNESS TRAJECTORY

PATHOPHYSIOLOGICAL PROCESS

CONSEQUENCES incl. HARMS

REFLECTION / ANTICIPATON

REDMAP
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Recognise personal  

cognitive biases

Avoid futility and harms:   

“last chance medicine” 

Time pressure: experience 

the value of time well spent

Trained to treat: skill set 
should not define your 

clinical decisions CLINICAL                             
DECISION                           
MAKING





Why TEP? 
In acute medical and surgical wards.

 Early Warning Score response

Good care includes the use of NEWS system to identify a deteriorating 
patient, but what then?                               

 First responders

The agreed goals of treatment should shape the actions / behaviours of                                                                             
the first responders (e.g. on-call junior staff, Rapid Response Team)

 Discontinuity of care

In the absence of a TEP, there is DISCONTINUITY OF CARE:

- out-of-hours staff are unfamiliar with the patient’s background. 

- they are often inexperienced in major medical decision-making,                                                       
and ought not to have to carry that responsibility. 

 Conclusion A treatment escalation / limitation plan (TEP) provides 
guidance as to interventions that may / may not be appropriate. 



Why TEP?
In ED / at time of admission:

 Pre-admission health status: CONTEXT

Using GSF or SPICT criteria, approx. 30% of acute medical / surgical admissions are 
likely to be in the last 12 months of life.                                                                                

 Reversibility?

Is clinical reason for acute medical / surgical presentation reversible or 
irreversible? The default response is to assume reversibility - or indulge in “last 
chance medicine”.  

 Futility? CONSEQUENCES

If major interventions are likely to be futile, then risk / benefit ratio is heavily 
skewed towards harmful outcomes. 

 Why selective goals of treatment? CONSEQUENCES

Avoiding medical harms / a bad death / treatment that is contrary to patient’s 
wishes / distress to family members / subsequent complaints … is achieved by 
truthful conversations and appropriate goals of treatment. 

 Conclusion A treatment escalation plan (TEP) communicates about current 
and future interventions that may / may not be consistent with the agreed goals of 
treatment. 


