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When I looked up the search terms elderly and older people in the image section 
of the Google search machine, I hit upon two types of images of this group of 
citizens. On the one hand images of frail, sick and needy older people are list-
ed, while at the other hand I came across pictures of laughing older people, 

projecting an active life style, looking healthy and happy. Thus, two opposite types of old-
er people are represented, classifying older people in two extreme categories. However, is 
that really all there is to it? Is society only capable of viewing the elderly as either full of life 
and taking care of themselves or as needy and depressed, requiring care in various ways? 
What do these images tell us about the way society approaches this group and what is the 
impact of this perspective on the way older people are approached and treated in health 
care? What matters here is that age is a characteristic that can easily be determined and 
thus can provide clear-cut boundaries in legal, societal and medical arrangements. At the 
same time, however, age is in many respects a poor indicator. It does not provide informa-
tion on how this person views the stage of life he or she is in, about his wishes and desires. 
It only tells us something about how many years he or she has lived. 
In the 1980’s three ethicists, Daniels, Harris, and Callahan, set the lead in the ethical de-
bate on the role of age in medical decision-making (Callahan, 1987; Daniels, 1985; Harris, 
1985). They presented a bold and uneasy proposal: older people have had the opportu-
nity to benefit from their life and all the facilities and arrangements provided by society in 
education, health care, and work to realize their potential. Therefore, under conditions of 
scarcity, it would be ethically legitimate to give priority to medical treatments for young-
er people. The central focus in their analysis is whether it can be justified to ration care 
based on age. Harris’ theory is developed on the basis of the notion of intergenerational 
justice. This is the idea that future or present younger generations may hold legitimate 
claims against the increasing older generation, to take a step back in receiving curative 
treatments, especially expensive ones. Callahan and Daniels propose, under conditions of 
medical scarcity, to focus on care instead of cure treatments in taking care of older people. 
They state that society can only keep providing adequate long-term care when limits are 
set regarding the access to acute care services for older people.
This ethical issue of ‘age-based-rationing’ has kept raising an emotional and provocative 
societal debate. Ethicists crowded together, as well as medical professionals and their or-
ganizations, resulting in a lot of commotion. However, the discussion as raised by these 
ethicists eventually slipped away for various reasons. First, these proposals are based on 
a certain normative world-view, which outside of this circle was quickly perceived as un-
fair and unethical (Churchill, 2005; Giordano, 2005; Hackler & Micah Hester, 2005; Loewy, 
2005; Rivlin, 2000; Springer Loewy, 2005). In addition, these proposals were considered 
unfeasible on a policy level. For example, in one of the most talked-about reports in the 
Netherlands on the possibilities for prioritizing and rationing in health care in the 1980’s, 
age is quickly and expressly dismissed (Commissie Keuzen in de Zorg, 1991). Furthermore, 
some considered the proposal as de facto irrelevant. Young, for example, dismisses the 
ethical focus on age-based-rationing with one stroke of the pen, arguing that the notion 
of age-based-rationing has become unsustainable and unethical as there is increasing ev-
idence that clinical outcomes for older people, are in no way inferior to those for younger 
people (Young, 2006). Here, Young discusses in fact the heart of the matter: the problem 
is not poor outcomes for older people, but increasing good outcomes. Finally, medical 
professionals were simply not interested in basing their treatment decisions on this kind 
of criterion, (e.g. Choo, 1994; Hunt, 1993; The Lancet, 1993). Doctors like to think that they 
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only take medical decisions based on an assessment of the prognosis and the options for 
one specific patient.
Beyond the rationing debate, reasons for discussing the role of age in medical decision-
making are also found. Interestingly enough, Callahan’s contribution to the rationing dis-
cussion already covered some of these reasons. In his book Setting Limits, he discusses 
setting limits by way of rationing cure treatments above a certain age and he presents a 
proposal for limiting the continuous extension of life (Callahan, 1987). Callahan made an 
effort to broaden the debate regarding financial and societal resources provided to the 
various age groups in society, by addressing fundamental questions about the meaning 
of old age, the social position of older people in modern western societies, and the needs 
for long-term care. In this way, he questioned social views on the goals of medicine and 
health care. 
It is intriguing to see how Callahan’s proposal, although being encountered with major 
ethical and social opposition, actually addresses fundamental issues regarding the de-
mographic change in our populations and the growing needs for health and social care, 
which are becoming more urgent. At the background of these issues different views on a 
good old age and on good care play their part, resulting in different answers to the ques-
tions of what a good society is obligated to provide for older people, to what the rights 
of older people in the context of health care pertain, and what the preconditions are for 
dealing with older people in a decent manner. 
Some of the authors in the debate specifically emphasize a broader context outside ra-
tioning and beyond the discussion of medical scarcity. According to these authors, the 
position of older people in society is often perceived with distrust and hostility. In our 
society, old age and the elderly are often viewed in a negative way. The ultimate form of 
this negative perception of old age is ageism, conceived as the systematic stereotyping 
of and discrimination against older people, because of their age (Cole, 1986). As Murray 
argues, we are inclined to think of the lives of the aged among us as having less value 
than the lives of younger people. Older people retire from productive participation in the 
community’s economic life and spend their remaining years in leisurely pastimes of no 
genuine significance (Murray, 1991). Although opponents of ageism have a strong case as 
it is unjust to discriminate people because of their (old) age, Cole urges us to be sceptical 
at the same time. Scepticism is required towards the liberal assumption that underlies 
anti-ageism, namely that age is irrelevant, that old people differ from young people only 
in their chronological age (Cole, 1986), which does not do justice to reality. In general, 
older people’s perspective on life, the goals they want to achieve, and their relationships 
with relatives and friends have changed as they have grown older, and are usually differ-
ent from the perspectives of younger people (Agich, 2003). 
Furthermore, according to some authors, when the limits of someone’s life come into 
view, questions on the meaning of life and the meaning of old age as a specific period 
in life come into play (Moody, 1986; Murray, 1991). According to Moody, it seems cer-
tain on demographic grounds alone that more and more people will be confronted with 
the ‘limit situation’ of old age in which the whole of life itself may be put into question 
(Moody, 1986). For example, the well-known example of the life boat, in which there is 
only one place left. Instinctively, it is often suggested, we feel the older person should give 
up his place to save the younger person, who still has many years left and thus is given 
the opportunity to make something out of his life, as the older person already has had 
his chance. However, according to Moody, through biomedical technology all possible 
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efforts are spent to keep elderly patients alive as long as possible. Thanks to the triumphs 
of public health and general affluence, an increasing proportion of the population will ex-
perience the last stage of life -old age- as progressively drained of specific meaning. At the 
moment when the meaning of old age vanishes, we find that huge economic resources 
are spent to prolong lives deprived of any purpose. This paradox becomes apparent to 
anyone who works among the elderly in our society (Moody, 1986). As ageism may result 
in under treatment of older people, anti-ageism and the denial of a specific meaning of 
old age may result in the opposite that is over treatment of older people, in the sense that 
life is prolonged beyond meaning. Gerontologists and physicians have always upheld the 
motto ‘adding life to years, and not merely years to life’, but this may sound as wishful 
thinking in the light of Moody’s observations. 
Both discussions on ageism and the meaning of old age are thus permeated with values. 
Ageism is mainly concerned with discriminative judgments concerning the value of older 
people for society. The discussion on the meaning of old age, although not based on a dis-
criminative foundation, touches upon certain prejudices regarding older people as well. 
Consequently, society is imbued with conscious and unconscious value judgments con-
cerning older people and old age. Professionals working in health care cannot stand aside 
in this debate, as they are part of society. It would be naive to expect, that for physicians 
these values do not influence their attitude towards older people and their care. 
Parallel to the debate on the role of age in medical decision-making, a new type of vocab-
ulary has developed concentrating on issues like quality of life, good care and appropriate 
care. Outcome criteria for medical interventions are drawn wider. By now, quality of life 
is a standard indicator for the outcome of treatments, especially in the long run (Daat-
land, 2005; Testa & Simonson, 1996). In these discussions, a different note is struck: a note 
of warning. Instead of concentrating on the role of age, should we not focus on issues 
such as good care and quality of life? In these debates a central focus is provided by the 
question whether sometimes medical treatments do more harm than good. For example, 
when treatments will not result in a full recovery of health or when there are serious side-
effects of the proposed treatment. This is, however, a difficult question to answer. The is-
sue of quality of life is meant to be helpful in formulating a response to this dilemma. This 
raises the issue of how to define beneficence in the assessment of medical treatment. This 
issue includes discussions on the goals of medical care and on the limits of life-extending 
treatments (Musschenga, 1987, 1997). In the Netherlands the discussion on quality of life 
has resulted in the launch of the Leyden Academy on Vitality and Ageing. It is the first insti-
tute in the Netherlands to train pioneers in implementing excellence to advance the qual-
ity of life of older people, including the very old (85 years and older). The Academy trains 
young medical doctors and ambitious professionals to become pioneers in implementing 
excellence to advance the quality of life of older people (www.leydenacademy.nl).
However, will the debate on quality of life and what it means to provide ‘good’ care to 
older people be enough to counterbalance the impact of ageism, and in relation with it, 
be able to prevent over and under treatment of older people? 
We are confronted with a paradox, we prolong lives without valuing the years added, in 
the care for older people, as Moody suggests (Moody, 1986). If we want to try to answer 
the question what it means to provide ‘good’ care to older people, we should be aware 
that the care for older people is affected by both types of attitudes. On the one side there 
are ageist attitudes, which may lead to under treatment of older people, while on the 
other side, anti-ageist considerations have the risk of over treatment. In both cases the 
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wishes and desires of the individual patient and quality of life considerations are over-
looked. Thus, there are many reasons to discuss the role of old age in medical decision-
making and the various types of value laden arguments, hidden or not, that play a role in 
the decision process as part of quality of life and quality of care considerations. 
In sum, the debate on the role of age focused on three issues. First, it centred on the role of 
scarcity in the provision of care for older people. Second, the influence and consequences 
of the meaning of old age and ageism in society in the care for older people were dis-
cussed. And third, the question was asked, what does it mean to provide good care to 
older people?
This thesis aims to reflect on the way these issues shape medical practice and on the con-
siderations and preconditions to ensure that such shaping takes place in a legitimate and 
productive way. This means it is not a normative study on whether it is ethically justified 
or not to use age as a criterion for medical decision-making. Instead, we focus on what the 
exact role is of these value judgments in the decision-making process concerning older 
people. The various aspects of the debate on the role of age in medical decision-making 
as discussed here, are the basis for this thesis and for answering this question. Recalling 
the discussion of Callahan’s proposal at the beginning of this Introduction, it is our pur-
pose in this thesis not to set limits, but to promote elderly sensitive medicine, including 
awareness that more health care is not always better. Also, we want to place our discus-
sion on the societal level, but without the attention to set limits. In terms of shaping health 
care practices we believe it is not preferable to impose the outcomes of ethical and social 
debate on medical professionals. Instead, the practice and views of these professionals 
should thoroughly be taken into account. Therefore, we studied both decision-making 
practices in the care for older people and the reasons given for these decisions. We believe 
the main ethical and social question is whether doctors can be trusted to make such deci-
sions, and whether their accounts can stand the test of scrutiny. Subsequently, we want 
to develop a framework based on accountability and trust in the care for older people. 

Outline of the book
In this thesis, the issues identified above will be further analyzed, resulting in two main 
subjects: trust in doctors and accountability of doctors both specifically regarding the role 
of value judgments in the decision process in the care for older people. The coordinating 
question concerns whether and how the public can trust physicians in the care for older 
patients and how a more accountable medical practice concerning older patients can be 
reached. We divided this question into six sub questions, which are separately addressed 
in the chapters. 
In Chapter 1, we take a closer look at the debate on the role of age as it has resulted 
in two established views on medical decision-making for older people. First, age-based-
rationing is generally rejected as a tool in deciding what care to provide to older people. 
Secondly, age can only be accepted as part of a strictly medical-technical approach of 
decision-making in health care. Physicians should only be allowed to use it as a strictly 
medical criterion. In this chapter, we address the uncertainties and questions surrounding 
these views, including what is a medical or clinical criterion and how can age be part of 
a strictly medical-technical assessment. More specifically, we are interested in what these 
views mean for the role of value judgments regarding old age. We performed interviews 
with key professionals in clinical practice and policy-making in health care. The views of 
these professionals raise concerns about how patients and society should (re)consider 
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their trust in physicians. We therefore need a closer look at medical practice. 
In Chapter 2, we focus on the interaction between physician and older patients. Our goal 
is to present arguments to reconsider the role of age and ageist arguments in the commu-
nication between physician and older patient. We will do so by first identifying the various 
patterns in the way this communication process is structured. Second, we will perform a 
comparative analysis of the identified patterns, trying to explicate the most significant 
ways how the value laden use of age enters the process of decision-making and delivery 
of care in the setting of the relationship of the physician and the older patient. Third, we 
will then discuss the presented results in terms of the informative and deliberative models 
of the physician-patient relationship as identified by Emanuel and Emanuel (Emanuel & 
Emanuel, 1992), which present different ways of connecting medical facts and values and 
shaping distinct roles for the physician and patient in health care. In this way we hope 
to contribute to the normative debate on the role of age in clinical communication and 
decision-making. We propose transparency in the criteria and arguments influencing the 
communication and decision-making process regarding older patients. Thus, trust in the 
medical profession regarding the care of older people will be enhanced. 
Subsequently, in Chapter 3 we investigate how exactly age influences the decision-mak-
ing process in medical care. To explore the normative argumentation in the decisions re-
garding an older patient we make use of the argumentation model advanced by Toulmin 
(Toulmin, 1958). Our results in this chapter show the pervasive character of age related 
value judgments. They influence the physician’s decision in several ways and at several 
points in the decision-making process. Since age plays such an important, yet hidden role 
in the medical decision-making process, we return to the question what is needed to im-
prove the physician-patient relationship and to create trust. 
Chapter 4 deals with the issue of public trust in decisions made by individual physicians, 
concerning older people, as perceived by various key professionals. While trust is a ba-
sic element in our health care service, it is at the same time a difficult phenomenon to 
conceptualize. This paper tries to contribute to a better understanding of what trust in 
medical practice entails, and what are the necessary conditions for a society to put trust 
in the medical profession. We found roughly three categories of trust: distrust, trust and 
qualified trust. In each category, we found different reasons to give or withhold trust in 
doctors and different views on how far the discretionary power of doctors should go. In 
this chapter, we recommend promoting trust by addressing the criteria or limits brought 
forward in the qualified trust category. 
In Chapter 5 and 6 then, we are able to address the research questions as presented above 
regarding accountability and trust in physicians concerning the care for older people. We 
therefore first take a closer look in Chapter 5 on what is discussed in the context of trust by 
medical professional organizations and link this to the elements needed for constructing 
an elderly focused practice. Subsequently in Chapter 6, we will provide a more detailed 
description of what we believe trust and accountability entail in the context of the care for 
older patients. We conceptualize this as building new practices, for we will present a set of 
important building blocks in the form of what medical professionals should do (Do’s) and 
what they should not do (Don’ts). Via a theoretical discussion of the concepts of trust and 
accountability, we will finally present a new framework of accountability in the context of 
the care for older patients. 
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1.1 Introduction 

Since the 1980’s philosophers, ethicists, lawyers and medical professionals have 
fiercely debated the role of age in medical decision-making. The work by Callahan 
and Daniels started a discussion on rationing of health care on the basis of age as 
a possible solution to the increasing health care costs and growing scarcity in re-

sources: the basic idea of their proposals is that it is ethically legitimate to provide health 
care to younger people at the expense of the elderly, although different arguments were 
used by these authors (Callahan, 1987, 1990; Daniels, 1985). Consequently, a fundamental 
debate arose on the central question whether it can be justified to limit the care to older 
people on the basis of their advanced age (Rivlin, 1999a). Various authors explicitly argued 
against age-based-rationing on various reasons, for example because of its supposed 
discriminative nature (e.g. Binstock & Post, 1991; Choo, 1994; Rivlin, 1999b; Thomasma, 
1991; Young, 2006), while some found multiple grounds in favor of using age as a criterion 
(Clarke, 2001; Maynard, 1996).
The outcome of this debate was ultimately twofold. The first outcome was the rejection 
of age-based-rationing as a tool in deciding what care to provide to older people on a 
policy level and in the consultation room, not only by philosophers and ethicists, but also 
by many medical professionals, including their representative organizations, as well as 
by society at large. In this respect renowned international organizations, such as the Eu-
ropean Union (EU), the World Health Organization (WHO), and the United Nations (UN) 
have formally condemned any form of ‘ageism’, including ageism in health care provision 
(Giordano, 2005). The second outcome was that age itself is more broadly rejected as a 
standard for medical decision-making on the level of the physician-patient relationship. 
To ration on the basis of age alone came to be considered unfair to the individual who 
would be denied treatment, and damaging to the community because of the danger of 
disrupting solidarity in democratic societies  (Loewy, 2005). Only when age can serve as a 
true medical criterion, physicians are allowed to use it as a criterion in the decision-mak-
ing process concerning the care for older people (Vrakking et al., 2005). In this respect, it is 
acceptable that physicians are considering the fact that in general older people are more 
vulnerable than younger people that their bodies are not that strong anymore and that 
prognosis and prediction of risks are complicated by the time window of the years left in 
their life. However, these considerations can only be used in the context of the medical 
assessment of needs and interests of the elderly. 
This view, that age may only play a role as part of a strictly technical assessment, implies 
that these subject matters have moved from the policy level to the level of the medical pro-
fession, since medical assessments should be left to the physician’s discretion. The medi-
cal professional is supposed to use her medical expertise in dealing with this issue: in the 
process of collecting data about symptoms, signs and condition of the patient (anamnesis 
and physical examination), the construing of the (differential) diagnosis and further the 
provision of therapy or prevention, science and evidence based medical decision-making 
should be the goal of any physician. Only in this medical sense, age might become part of 
the various stages of medical decision-making. But, is it really as clear-cut? What does this 
mean in the practice of treating an older patient? The notion of age as a medical criterion 
is beset with uncertainties and difficulties, and continuously raises many questions and 
discussions. For example, what is a medical or clinical criterion and when is age part of 
a strictly technical assessment (Kilner, 1990)? When and how are value judgments made 
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and how can these be accounted for (Hope, Sprigings, & Crisp, 2002; Truog et al., 2006)? 
The view as formulated here suggests a specific conception of the medical decision-mak-
ing process and the relationship between physician and older patient. In this view, the 
medical decision-making process takes place based on the scientific and objective knowl-
edge the physician possesses. When reaching a decision a physician weighs this knowl-
edge and makes an objective assessment regarding the patient’s condition and progno-
sis. Age as a strictly medical criterion is part of such an objective judgment. It presumes 
that the physician has the necessary sources of objective evidence at his or her disposal 
to determine what the nature of a true medical age criterion is. It is viewed as part of a 
medical decision-making process, in which the physician reaches his decision based on 
objective medical evidence. This positivistic model of medical decision-making presumes 
that values only play a role through preferences and interests of the patient self, e.g. ac-
cepting or rejecting a certain therapeutic option by the patient. However, the underlying 
assumption is that specific age-related values and opinions are presumed to play no role 
in this process. The public trusts physicians to filter out ageist opinions at the gate and 
that age will henceforth only function as a sound, evidence based and technical variable. 
The physician then presents his or her findings and therapy and care proposals to the old-
er patient and the patient gives his or her consent or not. In this sense, the move from the 
policy level to the level of the medical profession appears to be the end of the discussion 
on the role of age in medical decision-making: no age-based-rationing at the group level 
and age can only play a role as part of a purely technical assessment at the individual level.
However, this picture is too smooth to be true. It does not do justice to the role of value 
judgments, or more specifically to the role of age as value laden criterion, in medical prac-
tice. Various studies show that age plays a role, and not only as a medical criterion, e.g. 
in organ transplantation (Stahl, Tramontano, Swan, & Cohen, 2008), in quality of life con-
siderations regarding older people on dialysis (Apostolou, 2007; Halvorsen et al., 2008), 
in the care for hospitalized patients for acute coronary syndrome and congestive heart 
failure (Osterwalder, Osswald, Buser, & Pfisterer, 2001) and in the prescription of statins for 
the secondary prevention of ischaemic heart disease (Gnavni et al., 2007). Misconceptions 
regarding what older people can tolerate and what they are likely to gain from treatment 
still exist. As well as the misunderstanding by many healthcare professionals that older 
people are a more or less homogenous group (Health Council of the Netherlands, 1998). 
These studies show hat using age as a purely technical criterion in the decision-making 
process concerning older people might be not that self-evident.
Thus, the role of age in medical decision-making appears to be less decided than official 
policy statements, either at the government level or at the medical professional orga-
nizational level, suggest. In the original debate, the justifiability of age-based-rationing 
formed the central point, an issue that is currently much less discussed. But there is still 
a lot left requiring further investigation and discussion. It is no wonder that, despite the 
seemingly clear and unambiguous rejection of age-based-rationing, the topic continu-
ously creeps up in the medical and ethical literature (e.g. Binstock, 2007; Bowling, 2007; 
Churchill, 2005; Giordano, 2005; Hackler & Micah Hester, 2005; Harris, 2005; Kapp, 2002; 
Loewy, 2005; Nilstun & Ohlsson, 1995; Springer Loewy, 2005; Werntoft E. & Edberg, 2009; 
Yap & Celi, 2007). Over viewing these studies, the interesting point is that they attempt 
to move beyond the straightaway acceptance or rejection of an age criterion, now focus-
ing mostly on the consequences for medical practice and what it means to use age as a 
criterion. 
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In this paper, we want to take a closer look at expert views on how age criteria play a role 
in the decision-making process concerning older patients. Interviews were performed 
with key professionals in clinical and societal decision-making. The focus of the study is 
their views on decision-making for older people in medical practice.

1.2 Methods

The aim of this study is to learn about respondents’ views and experiences on the role of 
age and age-based-rationing in the decision-making process concerning older people. 
We are specifically interested in the views and opinions of various key professionals in 
clinical and societal decision-making. Such key professionals are found ‘inside’ medical 
practice, as well as ‘outside’ medical practice, like policy-makers, and researchers who are 
in a position to have a deep understanding of and insight into the health care system and 
the ways age enters the decision-making process concerning older people. Thus, we want 
to answer the central question: what views and opinions regarding age as a medical cri-
terion and age-based-rationing are found in the decision-making process regarding older 
people, according to these experts?

1.2.1 Design
The present study has a qualitative design consisting of semi-structured in-depth inter-
views with 24 key professionals focusing on decision makers and those in line of profes-
sionally organizing or influencing the decision-making process on a national level in 
2004. The interviews were analyzed qualitatively using grounded theory analysis.

1.2.2 Sample and recruitment
The first author (JU-M) conducted the semi-structured in-depth interviews on the role of 
age in medical decision-making on both the macro and micro level of health care. The 
respondents are key professionals in their fields of experience in the Dutch health care 
practice. They were selected to guarantee heterogeneity. Criteria used were, their field 
of work (for example as a geriatrician or lawyer in the area of health care), their experi-
ence in decision-making regarding older people on a macro level (for example as a policy 
maker in a hospital or at a Ministry), or micro level (physicians) and, if applicable, their 
position in the discussion on the role of age limits in health care decision-making. Because 
of the policy and professional practice oriented nature of the study, patients were not in-
cluded, but two members of representative organizations were interviewed (see below).  
We focused on the views and opinions of physicians, decision makers and those trying 
to influence the decision-making process, regarding older people in general. Interviews 
were conducted with four physicians in the field of geriatric care (two oncologists and two 
geriatricians), seven policy makers on a national level at the Ministry of Health, Welfare 
and Sport, on a local level in hospital management, and at the National Institute for Public 
Health and the Environment, three scientific researchers in the field of health care, two 
bioethicists, two lawyers in the field of health care, two medical guideline developers, two 
health economists, and two relevant interest group representatives (one representative 
of an anti-age-discrimination organization, and one employee of a large union for older 
people). The interviews ranged in length from 45 to 60 minutes. All the interviews were 
conducted in Dutch. The questions were not disclosed to the respondents before the in-
terview, except regarding two respondents who asked to receive a copy of the questions 
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beforehand.
Each interview was recorded on tape and transcribed ad verbatim. After 24 interviews 
no new information or arguments were raised by interviewees (saturation point), sub-
sequently no more interviews were conducted. For this paper, we made a selection of 
illustrative quotes from all respondents. We found this selection sufficient to provide the 
information needed in the light of the explorative nature of our study. In presenting the 
interview quotes we did some marginal editing (grammatical and linguistic errors), but 
we did not alter the content. 

1.2.3 Analysis
Each interview transcript was first submitted to open coding by the first author (JU-M) and 
independently by one other researcher, varying per interview. During this process and 
subsequently the results were discussed in the research team (investigator triangulation). 
In this phase the interviews were read thoroughly and notes were written in the margin, 
to capture what was going on in the data (Polit & Beck, 2004). Consensus on coding was 
reached by discussion between the researchers. In the next step, these codes were con-
densed in broader categories. In this phase, the quotes were divided in three categories: 
informed consent, views on justice and equality, and views on old age in medical deci-
sion-making or health care policy. The following phase of the analysis, known as selective 
coding, consisted of coding those data that are related to the central category, perspec-
tives on the role of age and age-based-rationing (Polit & Beck, 2004). We were interested 
in the arguments and views regarding the role of age as a criterion in the treatment of 
older patients. In this paper we will primarily focus on the views and perspectives on the 
role of age-based-rationing and age as a criterion as brought forward by our respondents.

1.3 Results

By way of an analysis of the interviews, we found that age intricately influences the deci-
sion-making process of the physician. We identified three major ways in which the various 
respondents discuss this issue. In the first section, we assembled quotes of respondents all 
explicitly addressing the question ‘age as a criterion: yes or no?’. The second section focus-
es on age-based-rationing, which still appears to influence medical practice concerning 
older people. In the last section, the starting point for discussion is found in the rejection 
of age-based-rationing and the centre of attention is on alternatives to an age criterion. 

1.3.1 Age as a criterion: yes or no?
In this section, we assembled quotes concerning the idea that age can only play a role 
in medical decision-making as part of a technical assessment. We found two categories 
of quotes concerning these issues, the first concerning views of respondents on age as a 
strictly technical criterion, and the second on age as a value driven criterion.

1. Age as a strictly technical criterion
It seems self-evident that age as such can provide medical reasons not to treat an older 
patient. Some of our respondents think that this notion requires no further justification.

 
Medically, there can be very good reasons to be rather reserved regarding treatments 
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after a certain age. So, medically, if good medical assessments form the basis of these 
kinds of decisions, I do not find that hard to take. (BN4, 354-357)

Others subscribe to this notion, but are aware that outsiders might distrust the strictly 
mechanical, but hidden nature of the age criterion.

 
But age, no that is forbidden. But, imagine you are that 50 or 55-year-old person, or 
that 40-year-old one with a high creatinine level. Gee, no, that is not allowed. And 
somebody of 70 years with a low creatinine level, oh well, that is okay. Then you have 
to say to yourself, is this really a medical criterion, what does that mean? Where is the 
line? And that is what makes choosing well, okay, not on the basis of age because that 
is taboo. But it is okay to use a creatinine level. And obviously that is a bit silly. (GE1, 
84-90)

This respondent claims that age is a valid indicator for specific criteria such as a creatinine 
level, a kind of shorthand for a set of relevant medical criteria. But he complains that the 
discrete criteria are regarded as accepted, whereas the overall indicator is not.
This respondent also dug deeper into what age as a medical criterion can mean. One fun-
damental kind of doubt concerns the very concept of a strictly technical criterion, to be 
used by doctors.

 
But medical criteria, generally speaking, mean nothing. That is mere talk. (…) hot air 
that medical professionals use as a cover (...). But a lot are surrounded by chance. And 
as soon as you are surrounded by chance, age is a medical criterion just as any other 
(…). It is impossible to distinguish between them. (GE1, 296-306) 

The respondent emphasizes the soft nature of the so-called medical criteria and interprets 
the reference to such criteria, including age, as an attempt by doctors to protect their pro-
fessional sovereignty. Thus, the claim that age is a medical criterion would not be the end, 
but the start of a process of justification.
In addition, even medical arguments can be put forward against age as a proper medical 
criterion to limit care, as provided by one of the physician respondents.

 
Back to breast cancer. If you are saying, here is someone with an operable breast 
cancer and I will not treat her, because she is old, 80 years old. And I will be providing 
a suboptimal treatment, I am not able nor willing to monitor this rightly, because in 
the same line of reasoning that she will not be seeing a surgeon, she will also not be 
going to the hospital for some additional photo’s. And so I will be finding out relatively 
late, that the pills I have given her are not working. And instead of being an operable 
problem, it is almost surely becoming a non-operable problem, that is to say the 
cancer will be growing through the skin and will fester, leak and smell. And then, well, 
the suffering has become a burden and she will be finally seeing a surgeon, who will 
not be able to do anything for her, or only with really extensive things (…). But the fact 
that she is still here with 80 years means that we seriously have to take into account 
that she will still be here when she is 85. And something has to be done. (KP1, 62-75)

This respondent makes a strong plea against using an age criterion based on the fact that 
people who are presented with, for instance, cancer for the first time at a high age, means 
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that we should realize that this person is very likely to live on for a few more years. The 
medical argument regarding the relative short life expectancy of older people may be 
based on incomplete information.  
It is generally supposed that using age as a medical criterion will result in a limitation of 
care for older patients. However, sometimes using age as a criterion might have the op-
posite effect and actually broaden the spectrum of possible treatments. 

 
Of course, age does play a role when making that choice (…). In that situation, age 
plays a reverse role when selecting patients. Sometimes age will then lead to a more 
intensive treatment than a younger patient would receive. (OI1, 53-59) 

2. Age as a value laden criterion
In this category, we discuss quotes from respondents in which the focus lies on the issue 
of age as a criterion as such, leaving aside whether this can be qualified as a strictly tech-
nical medical criterion. These quotes do not refer to clinical criteria, but to normative and 
societal arguments. The near consensus in the literature that government directed age-
based rationing has no legitimate basis, does not defer every respondent from advocating 
such a policy as a solution to scarcity problems. For example, in the following quote in 
which it is argued that within a scarcity context age is a convincing criterion. 

 
Because at the same time you can say, well if there is something that is justified 
because it will hit us all, it is of course an age criterion. I mean, if it is possible to draw 
a line there on the basis of wise arguments, that vital older person already has had a 
lot of luck, because he is sitting there in front of you blooming with health at the age 
of 80. And I do not find it that hurtful, socially and morally, if you would deny that 
person a treatment. Purely based on calendar age, while you know that the biological 
age perhaps would predict a bigger success. (…) And within such a scarcity context 
and political will to explicate criteria, I think age is a very valid criterion, that is no 
problem. I mean, it will be difficult, and it is politically controversial and nothing will 
come about of that for the time being. But for myself, I consider this, yes, morally it 
does not make my hair stand on end. (BN4, 198-215)

Whereas the previous respondent phrases his position as a personal statement, others 
explicitly refer to arguments set out in the ethical literature, concerning the relevance of 
an age criterion, claiming these express shared intuitions.

 
Yes, I think ceteris paribus, all circumstances the same, older people have received 
more, fair innings, will be given less priority (...). I think this feeling is generally shared; 
I am not alone in this (…). And that is not discriminating but choosing. (GE1, 204-208)

The concept of a ‘fair innings argument’ refers to the justification that the British ethicist 
John Harris has given in favor of age rationing (Harris, 1985). But the appropriateness of 
such an argument depends on the role we allow financial issues to play in the decisions 
regarding the provision of care.  One respondent argues in favor.

 
Regarding the relationship between age and medical success, I do not really see a 
difference between the medical context and the health economy or policy context. 
The point is whether indeed you believe that scarcity, money, can play a role in the 
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context of limiting care. (…) But, right now this takes place implicitly and we should 
be making this more explicit. (BN4, 223-229)

Therefore, the argument is to recognize that scarcity issues are not external to medical 
decision-making and to make this more transparent. In addition to ethical reasons in favor 
of using an age criterion, ethical arguments were also provided against using age as a 
criterion. One respondent opposes from a societal perspective, invoking the social status 
of older people.

 
What you really are saying, is that you do not care about the health of people 
above that age, as it were. In other words, I mean, we give up on them, right. So, the 
psychology is, well, that is the abandoned group, we will not deal with them anymore. 
So, and that is actually the same, as a group of second-class citizens. You will then be 
distinguishing between the value of people in society and you are actually saying 
older people matter less than younger people do. (EJ1, 194-201)

But, apart from ethical reasons, arguments are also given on empirical grounds against 
using an age criterion.

 
So age can have a role, a function here and there, in diagnostics and regarding 
treatments. If you are able, supported by scientific research, to mark out purposeful 
care in a clear-cut way (…). But, so far, this kind of research has not been performed 
yet. In this kind of cost effectiveness research age criteria, are used as solid criteria 
while these are actually rather arbitrary. (KP2, 220-229)

Distinct from arguments whether age can be considered a proper medical criterion or not, 
there is a more general argument that older people should receive the best care available 
based on medical judgments made with an open mind. A physician referring to daily prac-
tice makes such a plea on grounds of good care against an age criterion.

 
And those are the things that every day when, since cancer is something of people of 
a high age, something like that comes to see us, every time we discuss, estimate what 
is the life-expectancy of this patient. Not assuming that it will be short just like that, 
but taking into account that this can be considerable and therefore something has to 
be done right away. But whatever you are going to do, how this will be tolerated by 
this particular patient. (KP1, 120-125)

Medical decision-making regarding older people in the view of this respondent is a deli-
cate and nuanced process in which the understanding that this person may live longer 
than expected is balanced against the physical condition of the patient. In other words, in 
deciding what kind of action is needed, the question whether the patient will be able to 
handle it and not age per se must be addressed.

1.3.2 Age-based-rationing in medical practice
In this section we will discuss the views of respondents regarding the general consensus 
that strict age-based-rationing has no legitimate basis. Despite this clear-cut view, it ap-
pears that in medical practice age rationing still takes place. Normative age based argu-
ments influence the physician’s discretionary space. We identified two clusters of quotes 



FROM SETTING LIMITS TO SHAPING PRACTICES 31

dealing with the issue of how and where age-based-rationing takes place, which are pre-
sented below.

1. Age-based-rationing and professional freedom
First of all, it is argued, physicians are influenced by their own personal feelings in the 
decision-making process.

 
That is just the way it is. It all has to do with the personal choices we make. And these 
personal choices obviously have something to do with our background. But also with 
our own preferences. And also have something to do with knowledge or perhaps lack 
of knowledge. Experiences we have. And have also something to do, I think, with your 
own personal environment. (OI2, 33-38)

This personal factor is inevitable, as physicians need some freedom to individualize their 
decisions.

 
But, all the same, there always will be a certain decisional freedom, which has to be 
completed in the consultation room. Even if it is only the question whether a list of, 
at first sight, unambiguous criteria are applicable to a specific patient or not. (BN4, 
128-131)

In this decisional space of freedom, physicians are also influenced by rationing arguments, 
although this need not be in the manner envisaged in policy discussions.

 
Doctors make choices themselves all the time. The moment they have to decide who 
am I going to treat now, while the whole intensive care unit is filled with patients, than 
they too will be balancing with which patient they will be achieving the most. In their 
own way, they are making a cost effectiveness analysis. Their costs at that moment, 
is their time. In fact, Florence Nightingale did the same on the battlefield. She would 
also be considering which soldier it would be best to help. And obviously, in essence 
these are all cost effectiveness considerations. (GE1, 40-47)

In addition, the way age criteria are used in medical professional guidelines can result in 
some form of age-based-rationing.

 
Regarding the guideline on stomach, you cannot say people over 50 should be given 
an endoscopy and under 50 not. Because one 50-year-old maybe much more vital 
than someone younger than him. There is always some clinical freedom, and that is 
left to the individual physician to judge. And I believe, that should stay that way.(…) 
That you will not be formulating this too precise. I mean, these studies in which age 
limits are used have to be described. In the recommendations to the guidelines, you 
can refer to these limits, but I think you have to implement them in a broad sense. 
(RO1, 305-315)

But the physician keeps his freedom to deviate from the directions in the guideline. In this 
way a physician can decide to ignore an age criterion and provide a treatment despite the 
guideline. Thus, all respondents in this category agree that there is a significant space for 
physicians to make a personal assessment, both guided by personal preferences and by 
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considerations of practicality, concerning the relevance of the patient’s age for decision-
making.

2. Rationing and the level of application 
The second category contains statements that address, given the fact that age-based-ra-
tioning still takes place, the issue at which level such rationing decisions should be made. 
Interestingly, these respondents ignore the government’s statement that age-based-ra-
tioning has no legitimate basis. As in the previous category, respondents discussed how 
the practice of medical decision-making may de facto still be influenced by rationing ar-
guments. In contrast, in this category, the justifiability of these kinds of decisions is taken 
for granted.
The first quote reveals the complicated nature of the question whether rationing deci-
sions should be made on a macro, meso or micro level.

 
There also we know the official answer, which is macro. But in reality some decisions 
will be made on the micro level as well. It is like I was just saying; I think it is so much 
prettier if it can be done on a macro level, or meso by way of guidelines, as far as I am 
concerned. Because it is really better if this will not end up on the personal level, then 
it will not be damaging the physician-patient relationship and that is really better (…). 
So, I also think it is really attractive if you can say as a doctor, I am a champion for my 
patient, a patient advocate, and I will be doing everything what is in his interests. 
Beautiful. But this image is not right. So, I think that unfortunately the micro level 
cannot escape it (…). But it may be obvious that also on this level choices in the 
context of scarcity have to be made. There is no way of escaping it. (EJ3, 328-340)

This view argues that if rationing decisions have to be made, this should not take place 
at the micro level by individual physicians in face of individual patients, since this would 
jeopardize the physician-patient relationship. Simultaneously, this respondent who re-
jects rationing at the micro level believes it is inescapable.
In contrast, another respondent believes the micro level is the proper level for such deci-
sions, because there they can explicitly be discussed with the patient.

 
As I already pointed out, on the micro level physician and patient always have to make 
good assessments on what misery to expect from this treatment, and what will be the 
profits. And I think, a lot of people, except those that are just really afraid to die, will 
give up on treatment every now and then (..). And I hope, on that micro level doctor 
and patient will be making these kinds of assessments more and more, together on 
good terms. (BN5, 597-609) 

In the privacy and comfort of the relationship between physician and patient, both parties 
should try to openly discuss the costs and the results of the treatment.
Other respondents, however, fundamentally disagree with this reasoning.

 
Because if you will be leaving that to the doctor, you can expect a situation in which 
a physician is treating one patient, while he still has five other patients in the back 
of his head, because of the fear that his budget may be used completely. And that is 
something that would seriously affect the physician-patient relationship, if you will 
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allow that to happen. (EJ1, 253-257)

If we will make physicians responsible for making rationing decisions in their consulta-
tion rooms, they will not be able to put the interests of their individual patients first and 
foremost. They will be constantly confronted with thoughts regarding the financial conse-
quences of their decisions for the care of their other patients. This will inevitably influence 
the physician-patient relationship negatively.

1.3.3 Age in the clinical encounter
In contrast to the previous sections, here a broader set of age-related considerations 
are presented.  A more general subject as expressed by respondents was what the focus 
should be on dealing with older patients in health care. 

1. Wishes, consequences and capacity
A first subject concerns the possibility of an alternative for age rationing as it is found in 
focussing on the wishes of the patient and the consequences of treatment. Age plays a 
role as a trigger for explicitly reflecting on these consequences, as the following quote 
illustrates. 

 
Age definitely plays a role in these discussions, which we try to broaden by also 
looking at life expectancy, healthy life expectancy or functional life expectancy, 
quality of life and the preferences of the patient himself. So, by determining where 
autonomous decision-making is possible. These kinds of elements all should be 
involved in addition to age. Age as a criterion is something we will never settle with 
(…). Because, I think that we would be doing wrong to the individual in front of you. 
There is so much heterogeneity between older people, regarding both functional 
and mental performance, but also in the context of the wishes and expectations, and 
ageing that you will not be individualizing enough. (KP2, 145-155)

In the next quote a similar point is made. In this case age is not completely denied as 
relevant, but is used as a marker for focussing more explicitly on the consequences of the 
treatment for an individual older person. Age is not used as a criterion, but as a starting 
point for reflection before taking action. 

 
So yes, in that way age does play a role, (…) not while selecting patients, but in the 
way you deal with these kinds of people. And that’s of course a much more sensible 
way of talking about age.  We have to ask ourselves beforehand first, this thing I’m 
planning to do, is it in the patient’s interest? Or am I only doing it because we can do 
a beautiful examination or use this great machine, so to speak. And secondly, am I 
prepared to accept the consequences of what I am going to find and can I overview 
these consequences? And that’s what we have to ask ourselves beforehand. And what 
happens a lot is that certain things happen, that the first step is taken and that sort 
of fails and then the next step is taken which also fails, and as a consequence another 
step is taken. (OI1, 273-286).

So, what happens when an 80-year-old person enters the consultation room? Some re-
spondents consider such an age to be a trigger for assessments that are routinely made, 
but may get extra emphasis in patients with an advanced age. The older patient’s capacity 
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to deal with a treatment or procedure is one of the first things that spring to mind.
 
80 years old means an alarm bell goes off, regarding what is this patient able to take 
and what is his condition now, what should we be doing now to solve this situation 
in a good way? That is the first thought, and do we think that is too much for the 
capacity of that body of 80 years and what should we be doing less then, to ensure 
this capacity will be able to endure this treatment? And what are the risks for the rest 
of his life? So, it is the balance between the capacity of that person and the misery that 
you can expect. (KP1, 55-61)

The alarm bell means that in deciding what treatment to provide to an older person, this 
person’s capacity or strength explicitly has to be balanced against the possible side effects 
to be expected after treatment. Remarkably, this respondent does not mention not treat-
ing the patient as an option. Starting point is action, subsequently, if and how the patient 
will endure the treatment, is decisive.
Age as such is not relevant in any way, because it does not tell that much. It is considered 
important to set up some kind of measure for vitality to use when dealing with an older 
patient. In this context, the patient’s age only matters in trying to get into view what the 
patient can bear, comparable to the point made in the previous quote.

 
Age as such is no argument here, but of course you will naturally be saying, listen up, 
is age one of the circumstances restricting the possibilities for this patient? And for 
one patient this can be at the age of 80, but I also have people of 60 years, and you will 
be thinking they are so damaged by life, essentially we should consider them as much 
older. So, you have to try and find some kind of standard for yourself, on how vital is 
this patient and what will he be able to handle? (OI1, 296-302)

Other respondents explicitly discuss the value of age as an indicator in non-treatment 
decisions. The life expectancy of the patient and the confrontation with a serious disease 
at a high age influences the capacity of an older patient to such an extent that in some 
cases it is considered better not to do anything. In the next quote, it is not age per se that 
influences the physician’s decision. Decisive is the way the patient’s body pulls up to the 
disease, in combination with the fact that she is not that strong.

 
With this 80-year-old patient you will not be doing this, for two reasons. That is this 
is a very big procedure which she will probably not be able to bear and might die, or 
in the post-operative phase because she will not be able to recover. And, secondly, 
you will realize that the time she has taken to present these metastases, which have 
already been there 30 years ago when she had the surgery. If she has taken so long, 
chances are that they will not trouble her that much in the years she has left, 5 or 10 
years, because of their presentation history. And so, I decide, it is best to do nothing. 
(KP1, 170-179)

Although prognosis is what counts, age related life expectancy is clearly a point in consid-
eration. We have earlier seen, though, that being an octogenarian may count as a positive 
indicator for vitality and thus for life expectancy.
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2. More central role for older people 

We also found some of the respondents focussing on the role of older people themselves 
in decision-making. They notice that medicine still carries a paternalistic streak. In our first 
quote, the respondent stresses that doctors should make more of an effort to make sure 
that older patients really grasp what’s at stake in medical decisions. This includes the un-
derstanding that abstaining from life-extending treatments may be a serious option in 
view of the overall prognosis.

 
I always expect a lot from the wisdom of older people themselves (…) which is very 
common, if people would only get the chance to make an assessment themselves. 
But often, they are simply told, well, you have a gastric haemorrhage, you will get a 
blood transfusion, and, in fact, it is simply forced on them. And I think if people just 
would be given more room to consider it themselves, a lot of life-extending medicine 
for very old people would disappear. But I am obviously thinking of people who really 
feel they are ready for the end. (BN5, 206-228)

It is suggested that by giving older people more time to reflect on whether they really 
want treatment, a lot of older people will decide not to proceed. As a result, we will be 
dealing with smaller amounts of life extending treatments.
However, we did find quotes which are much more explicit in giving responsibility to the 
older patients themselves. One respondent advocates that older people should be given 
a more central role in the decision-making process, in order to confront them with the op-
tions and arguments from the medical perspective.

 
And what I am actually hoping for is that we will be working more on a demand-driven 
basis. And in that way, providing the older patient a more central role in the choices 
he can make, so as it were, place the problems by the older people themselves. (EJ3, 
505-507)

The respondents quoted above believe that involving older patients and shifting more 
responsibility to them, will lead to a decrease in treatments. Others, however, are not so 
sure about this. 

 
For me it is actually the same idea, because older people just want a good medical 
treatment. So, they will not say, please give my treatment to somebody younger than 
me. And they also will not say, I do not want that treatment because I have already 
turned 80. (KP2, 393-395)

An older person’s age will not guide this respondent in the direction suggested earlier: to 
forgo treatment because of the patient’s age. Involving older patients in decision-making 
may be appropriate and desirable, but older patients will turn out to be just as assertive in 
claiming their rights as younger persons.

1.4 Discussion

In this paper we investigated how age criteria may play a role in decision-making con-



CH
AP

TE
R 1

36

cerning older people in health care delivery. The analysis of our data provides interesting 
perspectives on how the practice of medical decision-making is influenced by age criteria, 
other than a strictly medical technical criterion. We identified three major ways in which 
the issue of the influence of age as a fact or value in the medical decision-making process 
is considered by the interviewed respondents. 
In the first major way, the issues of age as a strictly technical criterion, age as a criterion 
and age criteria and life expectancy are put forward. In this respect, some respondents 
make a plea for using age as a purely mechanical criterion. However, some strong ap-
peals against age-based-rationing are also made. The seemingly self-evident dividing line 
between age as part of a medical-technical assessment and age as a broader societal cri-
terion leads to a discussion on how the patient’s age influences treatment decisions in 
medical practice. Finally, the value of explicitly reflecting on the actual life expectancy of 
the individual older patient, as a way to avoid the need for making age-based decisions, 
is acknowledged. 
In the second way, respondents reject age-based-rationing on the policy level, but state 
that age-based-rationing is influencing, implicitly or indirectly, the decisions made by 
physicians. In the quotes assembled in this section, the implication of these normative 
arguments is acknowledged. Subsequently, respondents vary in their views at what level, 
and how these rationing decisions take place and should take place.
In the third way, respondents put forward broader age related considerations in clinical 
practice. Focusing on capacity of strength, vitality and endurance, the wishes and pref-
erences of the older patients and the possible consequences of treatment and care are 
suggested to be prominent aspects of medical decision-making. In addition, an appeal is 
made for a more central role for older people themselves and a corresponding responsi-
bility for the problems in the decision-making process. Importantly though, it is suggest-
ed that older people will not give up their rights and entitlements to health care delivery. 
Comparing the three major clusters of views as presented by the respondents, provides a 
broad spectrum of, sometimes conflicting, images of how age works out as a criterion in 
the practice of medical decision-making. An important claim is that not every physician 
considers old age as a problem since it can lead to a more intensive treatment, while it is 
also suggested that overtreatment of older people is a growing problem in health care 
today. Furthermore, it is suggested that the technical use of an age criterion is an illusive, 
while in other cases age is clearly valued as a starting point for initiating or reflecting on 
medical decisions. 
But, also on a conceptual level conflicting views can be identified. As one of the respon-
dents stated that age can play a role as part of a strictly medical technical assessment, 
other respondents seriously doubted this. In this context, the question is asked what ‘age 
as a medical criterion’ actually means. What is the dividing line between age rationing and 
the technical and medical use of an age criterion? The answer is complex, since we can 
identify several layers of conceptual reasoning in our group of respondents. We identified 
normative arguments, dealing with the consequences of age rationing for the way older 
people are valued in society. Nevertheless, we also traced arguments in which the fair in-
nings principle is appreciated. On a more empirical level it is discussed how age influences 
the physician’s decisions by way of practice examples, and on what level of decision-mak-
ing, in the consultation room or at the policy level, this should be taking place. Finally, the 
specific roles and responsibilities of a physician when dealing with an older patient are 
discussed. A prominent issue discussed in this context is the assessment of the real life 
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expectancy of the older patient involved. What matters here is that physicians should be 
careful in assuming that an older patient will generally only have a few years left.  
We conclude that in the practice of medical decision-making concerning older people 
age plays a much more intrinsic and complex role in contrast with the clear-cut view of 
age as a purely medical criterion. Age appears to be inherent to medical practice as a kind 
of ambiguous and sometimes ageist tool. This is in conformance with the recurrence of 
empirical studies in various medical domains in which it is shown that age criteria are in-
fluencing the decision-making process by physicians (e.g. Apostolou, 2007; Gnavni et al., 
2007; Halvorsen et al., 2008; Osterwalder, Osswald, Buser, & Pfisterer, 2001; Stahl, Tramon-
tano, Swan, & Cohen, 2008). The practice of medical decision-making concerning older 
people is much more complex, and not as self-evident as it is implicated by the views as 
outcome of the ageism debate.
The professionals dealing with the decisions concerning the care for older people clearly 
find it difficult not to use age criteria in this context. Despite the rejection of age-based-ra-
tioning as a tool for medical decision-making, it still takes place in medical practice, on the 
level of the physician-patient relationship, both implicitly and explicitly. In other words, by 
making the medical professionals responsible for the use of age as part of a strictly techni-
cal assessment, we are asking too much of the professionals involved. Patients and society 
expect them to be able to easily separate fact and value that is to distinguish between 
using age as a purely technological criteria and using age as an instrument for broader 
quality of life and societal considerations. As can be seen from our results, medical prac-
tice simply does not work that way. Medical practice in general is characterized by norma-
tive laden judgments, which does not necessarily mean decisions are going off the rails. 
Medical decision-making is a complex, and delicate process, in which both patient and 
physician constantly are going back and forth between technical medical assessments 
and value laden considerations.
Thus, the fact remains that age-based-rationing decisions are influencing the decision-
making process concerning older people. Underneath the surface of a debate which has 
been settled in a clear-cut outcome, the care for older people might result in inequalities 
and injustices in the delivery of health care on the basis of normative and often implicit 
age related considerations. What matters is that we need to get a better and clearer view 
on the various views and arguments that are influencing the practice of medical decision-
making for older people on various levels (Dey & Fraser, 2000). As seen in our analysis, the 
experts interviewed talk at cross-purposes. The images of how the practice of medical 
decision-making concerning older people really takes place are divergent and ambiva-
lent. In addition, the diverse views on age as a medical criterion on the conceptual level 
show the intricacies and complexities of medical decision- making. In fact, decision-mak-
ing consists of many layers, as we found observations on a more empirical level, proposals 
with a normative undertone, and assumptions dealing with physician’s behavior. These 
layers represent different views on the role of the physician, the level of decision-making 
and the role of age and age-based rationing. We believe the respondent’s views are not 
isolated opinions, but provide the basis for reconstructing the discussions involving these 
issues, as they are taking place on different levels in health care.
This study might provide an important step in the mapping of the role of age in medical 
decision-making. In this way, hopefully, a better understanding is achieved of why we 
still find many examples of age-based-rationing as also shown, in a disparate but con-
sistent way, by the studies referred to above. But, more importantly, it also raises ques-
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tions concerning the trust we have in physicians concerning the care for older patients. 
According to our respondents, age and age-based-rationing still influence the actions of 
professionals working with older people. In addition, most of these normative arguments 
remain implicit. Does this mean patients and society should reconsider the trust we have 
in physicians in this context? To answer this question, a closer look at medical practice is 
needed. The experts used in this paper, provide us valuable insights in the opinions and 
views influencing the debate on the role of age. A plea is made for further research into 
the dynamics and complexities of the decision-making process concerning older people.  
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2.1 Introduction

Older people have been subject of debate for a few decades. Against the back-
ground of the growing population of older patients and the increasing scarcity 
in health care resources, the older patient’s rights and needs have often been 
discussed (e.g. Binstock, 2007; Binstock & Post, 1991; Bowling, 2007; Callahan, 

1987, 1990; Churchill, 2005; Daniels, 1985; Giordano, 2005; Hackler & Micah Hester, 2005; 
Harris, 1985, 2005; Kapp, 2002; Loewy, 2005; Nilstun & Ohlsson, 1995; Rivlin, 2000; Spring-
er Loewy, 2005; Thomasma, 1991; Werntoft & Edberg, 2009; Yap & Celi, 2007; Young, 2006). 
As a result of this debate age-based-rationing is generally rejected as a tool in deciding 
what care to provide to older people, both at the policy level and in the consultation room 
of the physician (Giordano, 2005). In addition, the patient’s age can only be accepted in 
medical decision-making if it is to be used as part of a strictly medical-technical assess-
ment in the setting of the physician-patient relationship (Loewy, 2005; Vrakking et al., 
2005). A dispersed set of studies in various medical areas, however, showed that age and 
age-based-rationing still influence the actions of professionals working with older people 
in an unaccounted way (Apostolou, 2007; Gnavni et al., 2007; Halvorsen et al., 2008; Os-
terwalder, Osswald, Buser, & Pfisterer, 2001; Stahl, Tramontano, Swan, & Cohen, 2008)(and 
Chapter 4). Age appears to be inherent to medical practice as an ambiguous and some-
times ageist tool. Medical decision-making is a complex and delicate process, in which 
both patient and physician constantly go back and forth between purely technical medi-
cal assessments and more value laden considerations (Quill & Brody, 1996; Vos & Willems, 
2000). Age as an example of such a value laden criterion - henceforward we will also use 
the term ‘ageist argument’ -, is inherent in the decision-making process concerning older 
people, both implicitly and explicitly (see Chapter 1).
Against this background of the value laden role of age in decision-making we want to get 
a better view of what happens in the consultation room between physician and patient. 
In dealing with values in clinical practice, the starting point is nowadays largely provided 
by the rules of informed consent. Informed consent provides a framework against which 
both physician’s and patient’s roles are given shape. The idea of informed consent has 
its origins in ethics, law, and in contemporary medicine’s own understanding about the 
nature of the doctor-patient relationship and the advantages that accrue when patients 
are knowledgeable about their treatment (Berg, Appelbaum, Lidz, & Parker, 2001). In this 
context, the elements of the communication between physician and patient consist of 
the patient’s complaints, his wishes and his fears and the physician’s knowledge, exper-
tise and medical assessments. Also, the patient’s and the physician’s values and personal 
views are part of this interaction. In the end, the patient is supposed to consent to the pro-
posed treatment or care, after being fully informed by the physician and/or other health 
care workers. Only when the approval by the patient is voluntary, authentic and reason-
ably considered, one can speak of true informed consent (Beauchamp & Childress, 2001; 
O’Neill, 2002; Schermer, 2001).1

Regarding the care for older people the crucial question is if informed consent provides a 
solution to the issues as discussed above regarding the unaccounted use of age and age-
based-rationing in the actions of professionals working with older people. This is, how-
ever, also dependent on how the idea of informed consent is operationalized in the inter-

1 There are various interpretations of informed consent. Here we make use of a global idea of informed 
consent. 
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action process between physician and older patient. The ideal of informed consent is not 
reached all of the time and not regarding every patient. It is believed that cultural values 
and interests of providers and practitioners are often coloring the way informed consent 
is practiced (Lin & Chen, 2007; Patenaude, Rappeport, & Smith, 1986). In general, informed 
consent can be conceived as a valuable steppingstone for shaping the physician-patient 
relationship. However, in the care for older patients there is a suspicion that physicians act 
in a more or less paternalistic way (Spinewine et al., 2005). Furthermore, in the context of 
limited or inadequate resources, it is feared that social values will prevail over individual 
rights of older patients (e.g. Evans, 1997; Harris, 1987; Tsuchiya, 2000; www.helptheaged.
org.uk), for example regarding the patient’s right to information (Appelbaum, 1993; 
Graber & Tansey, 2005; Hall, 1993, 1994, 1997; Petrila, 2003). It is feared that ageism and 
negative stereotyping produce views that may undermine the basic rights of older people 
(Breda & Schoenmaekers, 2006).
Our goal in this paper is to present arguments to reconsider the role of age and ageist 
arguments in the communication between physician and older patient. We will do so by 
first identifying the various patterns in the way this communication process is structured. 
Second, we will perform a comparative analysis of the identified patterns, trying to expli-
cate the most significant ways how the value laden use of age enters the process of deci-
sion-making and delivery of care in the setting of the relationship of the physician and the 
older patient. Third, we will then discuss the presented results in terms of the informative 
and deliberative models of the physician-patient relationship (Emanuel & Emanuel, 1992), 
which present different ways of connecting medical facts and values and shaping distinct 
roles for the physician and patient in health care. In this way we hope to contribute to the 
normative debate on the role of age in clinical communication and decision-making. In 
doing so we are addressing an issue that has not received much attention in ethical theory 
(Brody, 1993; Pearlman, Miles, & Arnold, 1993; Schermer, 2001).

2.2 Methods

2.2.1 Data collection
To gain insight in the interaction between physician and older patient we made use of ob-
servations by medical students at the Maastricht University medical school. Observational 
methods can be used to gather a variety of information, including information on charac-
teristics of individuals and verbal communication (Polit & Beck, 2004). The data consist of 
practice descriptions collected by medical students as part of their clinical training period 
of their studies in the academic hospital and associated hospitals, general practices or 
mental health care institutions. During their clinical training (from the 3rd till the 6th year) 
all medical students have to present 12 descriptions out of their field notes, written down 
during their observation period. These case descriptions are collected, stored and coded 
by staff members of the ethics department, ‘age’ being one of the codes. Descriptions 
giving this code deal with age-related aspects of medical decision-making and concern 
older patients. At the start of the data collection (January-April 2007), 271 of 5828 practice 
descriptions in the database of the ethics department were given the ‘age’ code.2 
The case descriptions represent a cross sectional view of various fields of medicine and a 
broad range of academic clinical practice. The cases are summary descriptions provided 

2 Cases dealing with neonates or children are not included in this sample.
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by the physician-in-training of the decision-making process in clinical practice and pre-
sented and discussed in ethical group meetings guided by staff members of the ethics 
department. The students did not collect these practice descriptions for the sake of our 
study. Therefore they provide study-independent information on how physicians in an 
academic setting deal with older patients. The case descriptions vary in length, between 
approximately 120 and 350 words. The case descriptions include information about the 
medical problems of the patient, his or her medical history, the views and arguments of 
the physician, and the interaction between the physician and the older patient. Physi-
cians-in-training are encouraged by the ethics staff members to select ‘everyday’ descrip-
tions rather than heroic ones. In presenting these practice descriptions, we did some mar-
ginal (grammatical and linguistic) editing, but we did not alter their content.

2.2.2 Data analysis and construction of role patterns
Our research has an exploratory character, to discover patterns in the interaction between 
physician and older patient pertaining to informed consent and the use of age as crite-
rion. Our analysis was performed according to grounded theory (Glaser & Straus, 1967). 
In this approach coding is used to conceptualize data into patterns or concepts (Polit & 
Beck, 2004). The case descriptions were analyzed separately and simultaneously by two 
researchers (JU-M, RH). Both analysis were compared and contrasted. In this way inves-
tigator triangulation is obtained, which refers to the use of two or more researchers to 
analyze and interpret a data set. Through collaboration, investigators can reduce the pos-
sibility of a biased interpretation of the data. Both investigators brought different skills 
and expertise to the analysis, benefiting the analysis and interpretation form divergent 
perspectives (Polit & Beck, 2004).
To prepare for the first stage of the analysis, we considered whether the case descriptions 
had an informative nature, presenting relevant information on the medical condition and 
history of the patient and whether they were written in a clear manner offering us insights 
in how and at what point in time various aspects of the decision-making process have 
taken place. Additionally we paid attention to whether diagnostic or treatment related 
decisions were being made to ensure both were represented in the selection. Finally, we 
selected practice descriptions on the basis of the medical discipline involved, to ensure 
a variety in conditions, decisions and clinical settings. Consequently, 48 out of 271 case 
descriptions were selected, presenting a cross section of all descriptions. We found this 
selection sufficient to provide the information needed in the light of the explorative na-
ture of our study.
In the first stage of the analysis, we allowed the practice descriptions to ‘speak for them-
selves’. The case descriptions were subjected to a thorough reading, to capture what is 
going on in the data (Polit & Beck, 2004). In this phase of open coding, fragments of texts 
were underlined and descriptive notes were written in the margins. The codes used were 
the actual words used in the descriptions (Level I codes). At the bottom of each case we 
assembled these notes and provided each case description with a first impression of the 
thoughts and ideas that came to mind when reviewing these notes. The combination of 
the notes with these first impressions gave us an opportunity to compare the results on 
a ‘case-level’ as well as on a more conceptual level (Level II codes). The results of these 
open codes (Level I and II) were then assembled and labelled. In the following step, these 
labelled issues were compared within and between the case descriptions. Similar issues 
were then grouped in a table under overarching labels (groups). Several steps were taken 
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to verify the results and increase trustworthiness, a concept in qualitative research anal-
ogous to reliability and validity in quantitative research (Strauss & Corbin, 1994, 1998). 
These include (1) use of separate checking of developed codings by the second analyst 
on all data and (2) regular meetings of the research team comparing themes and checking 
field notes.
The table contained the following groups: communication, family, business as usual (stan-
dard procedure), justice, age and professional standard. Each group existed of several la-
bels (see Table 1). The table enabled the researcher to discern patterns, themes and cor-
relations between the various groups and labels. 
The next phase of analysis is known as selective coding. In this phase we searched for 
specific patterns and behaviours in the interaction between the older patient and the 
physician (core category). We were guided by questions, such as what happens in the case 
description, what is the older patient’s role, how is the older patient approached, what 
kind of information is provided and in what manner, does the family play a role in the 
decision-making process and how does the communication with the family take place, 
how is the treatment decision reached, and what image of the older person is construed 
(i.e. what image of the older patient underlies the physician’s actions and attitude, derived 
from the way the physician treats the older patient).
After finishing the final stage of our analysis we reread the initial collection of 271 case 
descriptions to make sure no additional role patterns were overlooked. This was not the 
case. We consider the practice descriptions in this paper representative and instructive 
for the vast majority of cases. We selected these case descriptions on the basis of their 
comprehensible description of the ‘case-facts’ and on the ‘natural’ character and situation 
of the cases.

Labels Groups
Risk communication
Explicit mentioning of age
Information on care aspects
Informed consent as a solution

Communication

Communication 
Treatment decisions

Family

        Safety net 
Occasional extra effort
Image construction

Business as usual/
Standard procedure

Non-discrimination/equal treatment
Scarcity
Image construction
Good care

Justice

Risk factor/index
Statistical argument
Biological or chronological use
Age as a determining factor 

        (in dubious cases)

Age

Limited diagnostic treatment because of age
Medically futile treatment because of age
Allowing to die 
Good care

Professional standard

Table 1. Labels and Groups

2.2.3 Comparative analysis of the role patterns
Finally, we performed a comparative analysis of the identified role patterns, by using four 
dimensions, each dimension scoring on a 3-point scale (- , 0, +) by one author (JU-M), and 
checked by two other authors (RH, RV). The four dimensions are: 
a. The physician wants to refrain from therapy or intervention towards the physician pro-



CH
AP

TE
R 2

46

actively wants to support therapy or intervention;
b. The physician refrains from giving consent towards stimulates informed consent;
c. The physician keeps the decision-making implicit towards makes the decision-making 
explicit;
d. The physician uses medical benefits-costs inference schemes towards puts forward 
ageist arguments in the reasoning process.
Then we added a fifth dimension, scoring:
e. Whether the family (spouse, children) played no (No) role to played a key role (Yes) in 
the decision-making process.

2.3 Results

On the basis of our analysis we were able to identify six role patterns. These patterns rep-
resent a gradient varying from physicians respecting the patient’s right of autonomy to 
examples in which this right is bypassed by physicians and/or the older patient’s family. 
In this gradient we find cases in which the older patient is treated as an independent and 
self-directing individual who is informed about the possible influences of his age on his 
prognosis and treatment as part of the information that needs to be provided in order to 
be able to make an informed decision. Via role patterns in which the older patient’s age 
is more than a relevant medical fact and plays a more specific role in the argumentation 
and decision-making process of the physician, the far end of the gradient represents 
situations in which a paternalistic attitude of the physician is dominating the physician-
patient relationship.
In the first subsection, we will describe these six role patterns. In the second subsection, 
we will present the results of the comparative analysis of the identified role patterns.

2.3.1 Role patterns in the communication between physician and older patient
Below we will describe the six role patterns (see for a systematic overview of these role 
patterns Table 2), represented by exemplary case descriptions. Each role pattern will first 
be illustrated shortly and then further interpreted in the light of the selected exemplary 
case descriptions.

1. Age as a medical criterion
In the first role pattern the physician accepts the patient as a full partner in the decision-
making process. The age of the older patient plays a role as a carrier of a specific medical 
risk with no special normative connotation. Age related medical risks are discussed with 
the patient just as any other relevant medical fact.

An 80-year-old man is joined by his son at the outpatients’ clinic for internal 
medicine after reference by the vascular surgeon, who suspects leukaemia. The 
man has a blank medical history and is in a very good condition in view of his age. 
After the consultation the man is told that he probably has leukaemia. He will get 
a blood transfusion because of a low haemoglobin and trombocyte value and is 
permitted to go home as soon as possible after the procedure. The patient’s son 
asks if no treatment is possible. The physician explains that is not a good idea, since 
the patient is already 80 years old. Chemotherapy presents a high burden and 
a large risk, certainly at this age. The patient goes to the ward and everything is 
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arranged for the blood transfusion. (CI:30)

The physician explains that the patient’s advanced age involves medical risks providing 
a reason for not treating him. Additional questions are answered and the patient and his 
son are able to reflect on what treatment options he prefers.

Role patterns in the communication between physician and older patient

Age as a medical criterion

Age and life-expectancy

Age-related aspects

Disagreement between older patient and spouse

The physician and family: not or only partly including the older patient

The physician knows best

Table 2. Role patterns in the communication between physician and older patient

2. Age and life-expectancy 
In the following case the patient is considered independent and competent too, but now 
the age of the patient plays a more specific role. The life expectancy of the older patient is 
put forward in deciding what will be the best treatment option. 

At the outpatients’ clinic we see a woman of 83 years old. Her complaints consist of 
a changed defecation pattern and rectal blood loss. The colon scope shows that she 
has an adenoma which can develop into a malign tumour. In the consultation two 
weeks later the patient is informed that the tumour is completely removed. Now 
it has to be decided how frequently the patient will be screened. Because of the 
patient’s life expectancy the doctor feels that no screening is indicated. The patient 
doesn’t agree and asks for a second opinion. (CI:21)

The patient’s age is relevant for the physician in deciding not to offer further screening. 
The fact that the physician has explicitly brought this argument up for discussion enables 
the patient to respond and ask for a second opinion.

3. Age-related aspects
In the current role pattern, as in the previous ones, the patient’s competency is not in-
fringed upon. But certain aspects of the patient’s situation that are apparently considered 
age-related are highlighted.

An 82-year-old man is seen by the cardiologist because of complaints of angina 
pectoris. By placing a stent the complaints of the patient may be reduced. This 
is however a rather expensive intervention and it is not 100% certain that the 
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complaints will disappear. Moreover the intervention is not without risk and it is not 
certain that the patient will live longer because of the treatment. The cardiologist 
proposes to place the stent, but only if the patient really wants it. (CC:6)

The physician in this case has expressed his doubts to the patient, although he has not 
explicitly mentioned the patient’s age and life expectancy as reasons for this doubt. Re-
markable is that the physician highlights something that ought to be self-evident by nor-
mal standards. Why does this patient need encouragement to opt for treatment only after 
having made up his mind? Is that something to be expected less naturally in the case of 
older patients?

In the role patterns following below a variety of situations are discussed in which the 
norms of open communication with the patient and informed consent in the standard 
sense are not respected.

4. Disagreement between older patient and spouse
This role pattern concerns the role of the family in the decision-making process and the 
communication with the older patient. This family role can take many forms and the phy-
sician has to find ways to deal with this factor while respecting the patient and the family, 
even when there is disagreement within the family.

A 74-year-old man is complaining of shortness of breath and sporadically angina 
pectoris. While examining the patient aorta valve stenosis is determined. The 
cardiologist explains the disorder to the patient and his wife and informs them 
that the valve can surgically be replaced by an artificial valve. Because the patient’s 
physical condition is still well, the success percentage of the treatment is high. An 
alternative is medicinal therapy, but the prognosis in this case is much worse. His 
wife thinks that he should choose surgery; she had a similar operation on the age 
of 55 and is very satisfied with the result. The patient however is not convinced. 
He already has five grandchildren and is content with the life he has lived. He has 
recently been diagnosed with early symptoms of Alzheimer dementia and although 
this still causes only small problems, he doesn’t find it necessary to undergo any life 
extensional medical intervention. They are not able to make a decision and ask the 
cardiologist to make a choice. (CC:9)

The cardiologist and the spouse of the patient agree on opting for surgery, expecting 
medical benefit. However, the patient uses value laden age arguments to refrain from 
further intervention. Alternatively, the patient and his wife put the physician in a difficult 
position by asking him to make the decision for them. Strictly speaking from the view-
point of informed consent, the physician has to deal with the patient only when it comes 
to decision-making, but the complicating factor is that the patient accepts that his wife 
plays an inherent role in the decision-making process.

5. The physician and family: not or only partly including the older patient
The case descriptions in this role pattern also involve the family. But whereas the patient 
was still fully involved in communication and decision-making in the previous category, 
this category contains cases where older patients are not informed or not asked for con-
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sent regarding important elements of the decision.

An 81-year-old man is joined by his son at the outpatient’s clinic for urology because 
of an increased PSA value. The general practitioner wants to exclude prostate 
cancer. The patient has no further complaints. In spite of his age the man is still very 
vital and he is very scared that he may have something serious. When his father 
is gone to get an ultrasound the son of the patient tells the physician that if his 
father indeed has cancer, he doesn’t want his father to know because it would make 
him very unhappy. The urologist agrees. If someone were 81 years old, he rather 
wouldn’t want to know exactly what is going on. The urologist decides not to follow 
normal procedures and not to take a biopt and refrain from a rectal examination. 
Because of this they will never know if he really is suffering from prostate cancer. 
But even if he is suffering from prostate cancer, the physician doesn’t expect him to 
experience any complaints because of his age. (CI:15)

Remarkable in this case is that both the son and the physician do not communicate their 
decision with the patient. They fear that the patient will not be able to deal with the in-
formation. This is all the more remarkable since both the patient and the family physi-
cian were worried enough to pursue diagnostic procedures. Information from other cases 
learns that we may not presume that such an older patient would not be interested to 
hear all about the prognosis. In support of this presumption we have come across several 
cases, where information was withheld by the physician, upon request of the family, al-
though the patient repeatedly asked for such information. Reasons for not informing an 
older patient were found, for example, in the physician’s belief that older people do not 
need to know about all alternatives or all possible outcomes. 

6. The physician knows best
The last category contains situations in which the physician essentially makes the deci-
sion. The first case is an example of an everyday situation in the consultation room of a 
general practitioner in the setting of an academic network of general practice centres. 

A 72-year-old man comes to see his general practitioner with complaints of 
an increasing cough and shortness of breath. The general practitioner (GP) 
performs an anamnesis, and measures his blood pressure (165/100 mm Hg). The 
patient asks the GP if his blood pressure is ok and the GP answers: ‘Yes, very well’. 
Comments by the physicians-in-training: We were rather astonished. After the 
consult we asked the GP why he told the patient his blood pressure was fine, 
whereas it clearly was too high. The GP felt that the man already had reached 
an advanced age and high blood pressure is very common at that age. He felt it 
therefore unnecessary to do something about it. (CC:25)

The astonishment of the physicians in training indicates that the physician’s judgment on 
the weight of the patient’s blood pressure may be disputable. The point, however, is, even 
when the reserved attitude of the GP may be considered as reasonable, that age serves as 
a vehicle to a normative judgment without explicitly informing the patient about these 
considerations.
The next case illustrates that doctors may also display a proclivity to bypass patient and 
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family in more dramatic circumstances. 

Mrs B, 92 years and with a history of cardiac disease, was admitted to the hospital 
for fever, discomfort, fatigue and dehydration. After a week of successful recovery 
she could go home. However, her condition derotiated rapidly on that same day. 
The following weekend the doctor on duty had gone to see her and decided to 
stop all medication. He had found Mrs B in such a bad condition that he decided it 
was no longer sensible to treat her. Furthermore he remarked ‘if he would be 92, he 
also wouldn’t want to be treated any more’. He had discussed this only briefly with 
the patient at that moment and he didn’t consult the family. Mrs B appeared to 
have consented to stop all medication. After the weekend the ward physician and 
I went to visit Mrs B and her family and asked them if they agreed with the policy 
to stop all medication. Mrs B’s clinical condition had improved a bit and she told us 
that she didn’t want to die yet. Her children also wanted to continue the treatment. 
The treatment was started again, after she hadn’t been treated for two days. During 
the week Mrs B’s condition slowly deteriorated and she died five days later. (CI:13)

The way that informed consent is dealt with in this case and the liberty that the physician 
takes to use his own judgment on age and quality of life raises suspicions of paternalism. 
The case also illustrates that family involvement need not infringe upon communicating 
with and deciding by the patient. The family in this case played an active part in redressing 
the physician’s proclivity to bypass the patient.

2.3.2 Comparative analysis of role patterns
In this section the results of the comparative analysis of the six role patterns are presented 
(see table 3).
First, it is shown that, when physicians are clearly convinced about the usefulness of a 
therapy or intervention (role patterns 1 and 4), they present the options to the patient 
providing the possibility of informed consent, make their reasoning explicit, and do not use 
ageist arguments. In contrast, when there is uncertainty about the usefulness of medical 
intervention, even to the extent of wishing to refrain from an intervention (role patterns 5 and 
6), informed consent is not provided, and the reasoning is implicit, hiding ageist arguments. 
Second, besides these clear-cut situations, there are also ‘intermediate’ cases. The 2nd and 
3rd role patterns are in this respect instructive. In the second case the physician is moving 
to an ageist position, albeit slightly, but using (the short) life expectancy as an argument 
for refraining from medical intervention. Since the physician makes the argument explicit, 
this enables the patient to reject this reasoning and opt for a second opinion. In the third 
case, the physician also shows a somewhat nihilistic attitude regarding further treatment, 
but now he is leaving much of his ageist reasoning implicit. Surprisingly the physician is 
bringing up the option that treatment will be done, ‘only if the patient really wants it’, thus 
grasping back to an explicit informed consent.
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Role pattern Proactive 
therapy

Informed 
consent

Explicit 
reasoning

Ageist 
arguments

Role of family

No 1 + + + - Yes

No 2 0 + + 0 No

No 3 0 + - + No

No 4 + + + - Yes

No 5 - - - + Yes

No 6 - - - + Yes

Table 3. Comparative analysis of role patterns

Third, the role of the family is intriguing. In the first case, the patient and the son walk on 
together in reflecting upon the options as presented by the physician. In the fourth case, 
the physician holds a very positive stance towards further treatment, which is shared by 
the spouse of the patient, whereas the patient defends a nihilistic stance. In the fifth case, 
the son of the older patient asks the physician to hide a possible diagnosis of cancer for 
his father (and the physician agrees to do so). In the last case, the family actively engages 
in reversing the physician’s ageist-based decision of refraining from treatment. Thus, the 
role of the family seems to be quite variable and complex.

2.4 Discussion 

On the basis of the analysis of 48 out of 271 case descriptions related to the age factor 
we distinguished six role patterns concerning the communication between physician and 
older patient. Although this study has an exploratory nature, we believe these role pat-
terns to be relevant for medical practice regarding the older patient. We are aware that the 
limited number and the context-sensitivity of the cases we presented in this paper imply 
limitations with regard to their coverage of medical decision situations concerning older 
patients. However, we did judge them to be examples of the majority of clinical cases we 
analysed. In addition, the cases as described in the case descriptions do not allow more 
in-depth and enriched analysis, whence further research (observations, interviews etc.) is 
necessary.
The communication between physician and older patient shows a great deal of variation 
encompassing the whole spectrum of interactions in the physician-patient relationship, 
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from paternalism to respecting the patient’s autonomy and everything in between. The 
influence of the physician’s value judgments on these different approaches of dealing 
with the older patient in the context of informed consent is considerable.
Our analysis contains a description of the various patterns in which age-related, value lad-
en arguments enter the medical decision-making process in the delivery of care to the el-
derly. This is not to say, that the identified patterns have to be judged in a normative way, 
either positive or negative. Obviously, informed consent is a widely acknowledged norm 
in health care. However, we do not necessarily consider the variation we found in dealing 
with this norm to be a problem. The basic value underlying the notion of informed con-
sent is respect for the (older) patient as a person. In the ethical literature it is extensively 
argued that this value need not imply a mechanical adherence to a specific interpretation 
of informed consent (Balint & Shelton, 1996; Emanuel & Emanuel, 1992; Schermer, 2001). 
For example, when a patient and his wife, as occurred in one of the cases (role pattern 4), 
did not agree on treatment options, they requested the physician to decide, that is explic-
itly urging the physician to take a paternalistic attitude deciding for them what is best to 
do. This is not a priori ‘wrong’ from an ethical point of view.3 However way the physician 
would decide, following up or declining the request of the couple, we would argue that 
the physician in this case should strike a balance between respecting the patient’s choice 
and respecting the importance of the role of the spouse. The latter refers to specific ways 
in which it may be relevant that the patient is old: issues such as a shared marital history 
and dependency on (the care of ) close relatives take on a specific meaning in the context 
of the life of older people. The notion that older patients should be treated in all respects 
just like any other patient is too general and abstract in this regard. The normative frame-
work should allow for attention to specific priorities and vulnerabilities of older patients, 
medically and socially, without stereotyping them. When there is no clear indication of 
vulnerability or decision incompetence, however, there is no justification for withholding 
essential information to the patient, be it on request of the family or not. Informed con-
sent needs to be individualised without interfering or degrading the value of the older 
patient as a person. 
The results show complicated ways of how medical facts become connected to value is-
sues, i.e. the use of ageist arguments in medical care delivery. One important way is repre-
sented by those cases - the role patterns 1 and 4 - in which physicians are convinced about 
the usefulness of treatment, following the standard (medical) benefits-costs reasoning. 
With respect to these role patterns, we draw specific attention to the informative model 
by Emanuel and Emanuel (Emanuel & Emanuel, 1992), because in this model a strict dis-
tinction is made between facts and values in the communication between physician and 
patient. In this model the physician provides the patient with all relevant information, 
subsequently the patient selects the medical interventions he or she wants, and the phy-
sician executes these. In presenting the information to the patient, there is no role for the 
physician’s values. The patient makes a decision on the basis of the presented medical 
facts and his or her own personal values. This informative model is in conformity with 
medical decision-making studies showing that values play an important role in health 
care practices, but only from the perspective of the patient (Kassirer, 1994; McNutt, 2004).

3 From a procedural point of view, however, this case may lead to a discussion as the physician could have 
suggested to both patient and his wife to go home and quietly think things over. In addition, from the point of 
view of the physician, this case also may raise concern, as the physician is not in a position to be able to take 
these kinds of decisions for patients. 
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Thus, the informative model does not deny the role of values in decision-making. On the 
contrary, there is a general awareness that medical decision-making is an inherent value 
laden and driven process. However, the underlying assumption is that medical facts and 
values can be separated. In fact, it is presupposed that first physicians accrue evidence 
about the condition of the patient, the possible options for treatment and care, and that 
thereafter values enter the process, i.e. in taking account of the preferences, needs and so-
cial conditions of the patient in the setting of family, work and social life, leading up to the 
choice for the best medical proposal to which the patient may consent (Vos, Houtepen, & 
Horstman, 2002; Vos, Willems, & Houtepen, 2004).
The role patterns 1 and 4 seem to be in clear agreement with the informative model. How-
ever, these concern cases in which the medical benefits so clearly seem to outweigh the 
possible side effects and other kind of costs - at least as perceived by the respective physi-
cians -, that merely the medical ‘facts’ have to be shown to come to the ‘correct’ decision, 
choosing, for example, blood transfusion instead of chemotherapy (c.f. case 1).
It is intriguing to see that the physicians attempt to follow this informative model also in 
those situations, in which they adopt a nihilistic attitude towards treatment, even to the 
extent of wanting to refrain from medical intervention, as represented in the role patterns 
5 and 6. However in these cases value related issues, that is ageist arguments, underlie or 
are intertwined with the medical reasoning process, albeit in a hidden way. The reasoning 
process itself is constructed according to the lines implicated by the informative model.
Thus, there seem to be two opposite reasoning ‘pathways’ connecting therapeutic options 
with ageist and non-ageist arguments, but both are modelled on the informative model. 
However, we want to point out that it is not necessarily the case that a nihilistic stance to-
wards medical intervention is coupled with an ageist argumentation - or reversely a posi-
tive therapeutic stance with a non-ageist, explicit benefit-cost argumentation. Next to 
these clear-cut situations, there are also ‘intermediate’ cases: the 2nd and 3rd role patterns 
are in this respect instructive. These cases show that the crucial issue is whether the physi-
cian makes the value laden arguments explicit (2nd case) or leaves these implicit (3rd case).
In addition, the role of the family does not seem to be coupled with one - or more - of the 
first four dimensions or with the reasoning pathways as described above. The role of the 
family seems to be quite variable, that is in some cases complicatory and in others sup-
portive for the older patient.
Thus, the results show that the informative model does not adequately represent the intri-
cacies and dynamics of medical decision-making in the care for elderly patients. This is in 
agreement with those studies which have put forward fundamental criticism on models 
of medical decision-making, such as the informative model, which presume the neat sep-
aration of medical facts and values (Molewijk, Stiggelbout, Otten, Dupuis, & Kievit, 2003; 
Wulff, 1995). Value judgments by physicians regarding the patient’s age, his or her qual-
ity of life or right to information clearly influence the communication process between 
physician and older patient. This is of specific importance since in the debate on the role 
of age in medical decision-making it is generally agreed that age may only play a role as 
part of technical assessment, in line with the informative model. This starting point is too 
simplistic in this context. 
Matters are much more complex and nuanced than the view that age may only play a role 
as part of a technical assessment assumes. This has some consequences for the role of age 
in the communication process between physician and older patient. Whether the age of 
a patient is considered relevant in this context or not, and if so, in which specific way and 
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setting, as a medical criterion or not, depends on the type of role pattern, in which the im-
age of the older patient, the expectations of physician, patient and family, communication 
styles and legal and moral issues are interwoven. Only in the context of such complex in-
teraction patterns we can determine whether age is dealt with as part of a strictly techni-
cal assessment or broader quality of life perceptions. Such perceptions may be subtle and 
hidden. Furthermore, the idea that every patient ought to be treated as an individual, and 
which lies at the basis of the ideal of informed consent, is not always evident in practice, 
in view of the considerable involvement of family members in decision-making that we 
encountered. And when next of kin is included as a partner in decision-making, we can-
not say beforehand whether that harms the older patient’s wishes or interests. Therefore, 
one should be careful of claiming too general opinions concerning the role of age in the 
communication between physicians and older patients.
Physicians should find ways to deal with the tension between values, e.g. respecting pa-
tient rights and fulfilling professional responsibility and facts, e.g. specific medical char-
acteristics of older patients and technical routines. What matters here is whether an older 
patient can trust the physician to handle this tension correctly.
We consider the deliberative model as identified by Emanuel and Emanuel to be helpful 
here. This model aims to help the patient determine and choose the best health-related 
values, with help of the physician. At the extreme, the physician and patient engage in 
deliberation about what kind of health-related values the patient could and ultimately 
should pursue (Emanuel & Emanuel, 1992). We are aware of the points of criticism con-
cerning this model, for instance regarding the assessment of the worthiness of the pa-
tient’s health-related values which is implied in this model (Schermer, 2001). Relevant for 
our discussion, however, is that the physician only discusses health-related values and 
that he or she recognizes that many elements of morality are unrelated to the patient’s 
disease or treatment and beyond the scope of their professional relationship (Emanuel & 
Emanuel, 1992). This model asks a lot of the physician dealing with an older patient. Not 
only does the physician need to be transparent and make knowledgeable to the patient 
what health-related values are important in his view, but also he must help the patient 
to recognize and to explicate real health-related values. In this respect the deliberative 
model puts too much emphasis on the health-related values, particularly those of the 
patient. Our study shows that physicians use age-related values as well. In this sense, the 
deliberation model should be conceived of as a dialogical, or participation model (Wid-
dershoven 2000). In a dialogical model both sides – the physician and the patient - enter 
value driven discussion exchanging but also changing perspectives and views.4 
The major difference between the informative and deliberative model is that the latter 
emphasizes the process of making values explicit. In this respect we think it is useful to 
distinguish between informed consent as a process and as a product. In both models a 
truly given informed consent by the patient is the aim. However, both models presume 
different views on the process of informing and consenting and how in this process facts 

4 We consider the interpretative model not capable of reaching this result as the emphasis lies on explicating 
and interpreting the patient’s values. What we have attempted to demonstrate, however, is that it is the 
physician’s values that need more consideration. It is the communication process by the physician and the 
various normative laden arguments influencing this process that need to be addressed and made transparent. 
Concerning the paternalistic model, it is widely recognized that it is justified only during emergencies when 
the time taken to obtain informed consent might irreversibly harm the patient (Emanuel & Emanuel, 1992). 
Therefore, we do not discuss this model in this context further. 
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and values are related. Our view is that by being transparent about the norms and values 
influencing the communication and decision-making process, both held by the physician-
and the patient, the position of the older patient can be better protected against implicit 
normative age related arguments.
In conclusion we can say that one should be careful of claiming too general opinions con-
cerning the role of age in the communication between physicians and older patients. As 
our paper shows, it is too simple and naïve to resign ourselves to the basic assumption 
that age may only be used as part of a strictly technical assessment in the decision-mak-
ing and communication process. The practice of the communication between physician 
and older patient clearly indicates the various ways in which age plays a role. Physicians 
should find ways to deal with the tension between values and facts. What matters now is 
that if it is considered desirable to trust physicians in taking care of older people, there is 
an urgent need for transparency in the criteria and arguments influencing the commu-
nication and decision-making process regarding older patients. In this way, trust in the 
medical profession regarding the care of older people will be enhanced.
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3.1 Introduction

The position of the elderly patient in healthcare is a delicate subject. The role of age 
in the decision-making process takes a specific place in the ethical and medical 
debates on ageism. Commonly, the focus is on problems that arise in the light 
of the difference between chronological and biological age (Bhanot, Naik, Go-

palakrishanan, & Naqashabandi, 2005; Goffaux et al., 2005; Loewy, 2005), in deciding on 
an age limit or not (Dey & Fraser, 2000; Meulen & Ubachs-Moust, 2005), and in consider-
ation of the legal and ethical right to equal treatment and non-discrimination (Giordano, 
2005; Harris, 2005). It is implicitly held that age somehow may play a role in the medical 
decision-making process. However, explicitly or implicitly, the normative question always 
comes down to the problem of whether the elderly patient’s right to equal treatment is 
(or should be) respected. The discussion we have found in the literature so far remains 
abstract and very distant from what happens in medical practice. What is missing in the 
discussion on the role of age as a factor in medical decision-making is exactly how age 
plays a role in this process for the elderly patient. 
Our research question in this paper focuses on how age influences the decision-making 
process as a normative argument. In our research we have made use of the analysis theory 
of Toulmin (Toulmin, 1958), a structural model that was developed to explicate the ar-
chitecture of arguments used in practical reasoning (Upshur & Colak, 2003). We adjusted 
this model by including an additional component, namely the distinction between ar-
guments that are empirical versus value-driven, to explore and clarify age-related argu-
ments phrased in a normative way. We applied this model to practice descriptions made 
by medical students after they attended consultations and meetings in medical practice 
during their clinical training. By viewing the notes in this way, new insights can be gener-
ated on the role of age in the medical decision-making process. In this paper, we present 
three exemplary practices in order to show in detail what happens in the argumentation 
process and how normative or value judgments concerning age play a role in this process. 
The descriptions may appear to be clear-cut examples of inadequate clinical practice, but 
the argumentation involved is more subtle than expected at first sight. During their train-
ing students are sensitized to ethical issues and are capable of judging the ethical char-
acter of the descriptions. However, in our analysis we provide a deeper understanding of 
how the role of age influences the decision-making process and may make the outcome 
indeed reprehensible.

3.2 Methods

3.2.1 Data collection
We used the database of practice descriptions discussed in clinical ethics meetings at the 
medical school of Maastricht University. In the clinical training period of their studies in 
academic hospitals, in associated hospitals, in general practice or in mental healthcare 
settings, all medical students have to present 12 practice descriptions from their field 
notes. Staff members of the ethics department, ‘age’ being one of the codes, coded the 
practice descriptions. At the time of the analysis, 271 out of 5828 practice descriptions 
had received the ‘age’ code. These descriptions represent a cross-sectional view of vari-
ous fields of medicine and a broad range of clinical practices. The practice descriptions 
are descriptions of the decision-making process from the viewpoint of a physician, as de-
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scribed by a physician-in-training. We have good reasons to assume that physicians who 
are used to having students around do not experience them as external observers of their 
behavior. We think this ensures that the physician’s behavior and argumentation patterns 
as described in the practice notes display more or less natural situations. The practice de-
scriptions typically include information about the medical problems of the patient, the 
patient’s medical history, and the views and opinions of the physician. They give informa-
tion on the view of the physician and the physician-in-training. In presenting the practice 
descriptions, we have done some editing, but we have not altered their content.

3.2.2 Data analysis
We selected three exemplary practices to present our analysis; in our view, these are rep-
resentative of the argumentation pattern of the majority of descriptions we studied. Fur-
thermore, they were chosen for analytical reasons. In our analysis of the practice descrip-
tions we made use of Toulmin’s argumentation theory, in which he outlined an analytical 
approach to the analysis of everyday arguments in practical reasoning (Toulmin, 1958) 
(fig 1). Briefly, the model states that in practical reasoning one concludes to some action 
(the claim or conclusion), which is backed up by different kinds of arguments, namely 
data, warrants and backings, but which can be disputed (rebuttals).5 His structural model 
involves identifying and separating the various components of practical reasoning into a 
specific order and structure in such a way that different types of arguments can be per-
spicuously appraised (Upshur & Colak, 2003). 

Figure 1. Components of the Toulmin model as described by Mackay et al (Mackay, Schulz, Rubinelli, & Pithers, 
2007). 

It is a general model of practical reasoning, which can be aptly applied to medical deci-
sion-making as a very prominent form of practical argumentation. For our purpose, we 

5  In his model, Toulmin also made use of qualifiers to indicate the strength of an argument made. For the 
purpose of our research, this was not needed. In addition, a more detailed analysis is required to be able to 
qualify a claim made. The material as we use it in this paper does not provide these details.
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adjusted Toulmin’s model.6 By evaluating the components that we distinguished with 
the help of the Toulmin model, we explored the use of normative factors in the decision-
making process regarding an elderly patient. To this end, we distinguish between nor-
mative arguments (value judgments) and descriptive arguments (observations, data or 
evidence).7 By expanding the Toulmin model in this way we are able to investigate how 
age normatively plays its role in medical decision-making.

3.3 Results

The first practice description is an example of the complexity of the argumentation struc-
ture in the medical decision-making process.

3.3.1 Practice description 1

A lively 85-year-old man, with no cardiac history, came to the emergency 
cardiovascular room with progressive dyspnoeic complaints and severe oedema 
of the lower extremities. Diagnostic tests showed that he was suffering from 
serious heart failure because of extreme aorta stenosis (fig 2). During the morning’s 
discussion, a conservative policy was proposed, because of his advanced age. This 
led to a fierce discussion. Some consultants believed that this older man might 
still have had a right to a replacement of the aorta valve. The attending doctor, 
however, believed that dying at an advanced age is a natural phenomenon and 
should not be fought. Doctors should not take over the function of God in these 
matters. It is perfectly possible to fight the symptoms conservatively and in that 
way increase the quality of life. Extension of life should not be the major objective 
here. 

Using the Toulmin model, we first identified the data used in the argumentation, which 
consist of the patient’s sex, age, medical condition and history, and the medical complaints 
requiring his attendance at the emergency room. The claim is to proceed to a conservative 
policy. The warrant for this decision includes three factors. The first factor is based on the 
diagnostic results, which show that the patient is suffering from severe heart failure (W1). 
The second factor is the patient’s advanced age (W2). The fact that conservative treatment 
will fight the symptoms and increase the quality of life is the last warrant (W3). The back-
ing of the warrant consists of three elements: the comment of the attending physician 
that dying at an advanced age is natural (B1); that this should not be fought (B2); and that 
physicians should not act as God in these matters (B3). The rebuttal to the claim is pro-
vided by different actors from the attending physician, namely other physicians present 
at the morning consultation who state that this patient may still have a right to be treated. 
The distinction between normative and descriptive argumentation is helpful in further 
analyzing the description. The first warrant (W1) is an observation: a description of the 
‘facts’ of the case. Here these facts consist of the results of the diagnostic tests. 

6 We are aware of other structural arrangements of the Toulmin model allowing a more interactive approach 
(www-rohan.sdsu.sdu/digger/305/tpulmin_model). However, in this paper we choose to highlight the 
differences rather than the interactions of day-to-day practice, as the latter requires different research methods.
7 This distinction is also used by Brown in his model on ethical process (Brown, 1999).
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The second warrant (W2) is also an observation, but the relevant fact now is the patient’s 
age, which can be empirically determined by the date of his birth. The third (W3) is clearly 
a value judgment. It is the attending physicians’ opinion that conservative treatment will 
be the best option for this patient, although disputed by the other physicians. The first 
backing (B1) is a hidden value judgment, since not everybody believes we should accept 
dying at old age. The second (B2) is a straightforward and explicit value judgment: dying 
at old age should not be fought. The third element (B3) is a value judgment concerning 
the role of physicians. The rebuttal at last is provided by somebody else other than the 
attending physicians and is framed in a language of ethics (‘right’) and not in a language 
of risks and benefits. The warrant, the backing and the rebuttal all contain value judg-
ments, mostly age-related, which influence the decision. Age-related value judgments are 
pervasive and go right through the categories and classes of arguments. This case is com-
plicated even more by the fact that the physicians do not agree and bring different value 
judgments to the fore. Furthermore, if the attending physician really believes that dying in 
advanced age is a natural phenomenon, he should not be offering conservative treatment 
either. On the other hand, though, conservative treatment prior to consideration of sur-
gery has some merit in this case. If we take a closer look at the argumentation structure, 
we notice that some of the value judgments are presented as backing of the claim and 
therefore to some extent remain hidden. Normative argumentation regarding the age 
factor takes place both at the surface level and the undertow of the decision that is being 
made. Age-related value judgments, therefore, are not always immediately visible.

Figure 2. Normative argumentation and practical reasoning: practice description 1. O, observation; VJ, value judgment.

 
3.3.2 Practice description 2

An 82-year-old very jaundiced man was admitted at the internal/oncology 
ward. He appeared lively and 65 years old at the most. His medical history was 
blank and he used no medication (fig 3). A CT scan showed a large tumor in the 
pancreas, without evidence of metastasis. The same day, the patient’s situation 
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was discussed in the internal/surgical consultation, where it was established 
that Whipple surgery with removal of the pancreas would be possible. It would, 
however, be difficult because the tumor had grown very close to important 
blood vessels and because the Whipple procedure is difficult in itself. The two 
surgeons present immediately decided that an 82-year-old man would not be 
able to cope with this surgery and therefore they only wanted to place a palliative 
stent, although they had not seen the patient yet. The attending internist did not 
agree with this course of events and insisted that both surgeons would meet the 
patient before making this kind of decision. 

The data are the patient’s sex, age, medical condition and history, and present complaints. 
The claim consists of the decision not to perform the Whipple procedure but to place a 
palliative stent instead. The fact that the tumor had grown very close to important blood 
vessels, which increases the difficulty of the surgery, is the warrant (W1). The backing is 
provided by the difficulty of performing the Whipple procedure (B1) and by the consid-
eration of the surgeons that an 82-year-old patient would not be able to cope with such 
surgery (B2). The attending physician provides the rebuttal by insisting that the surgeons 
should meet the patient before making a decision. If we take this analysis one step further 
we see that the warrant for the claim is an observation. Evidence can be produced (CT 
scan) to show that the tumor indeed has grown very close to important blood vessels. 
The backing consists of two elements. The first one (B1) is an observation. It is believed by 
oncology surgeons that the Whipple procedure is difficult and risky. This can be proven 
for example on the basis of evidence in medical journals. The second element of the back-
ing (B2) is a value judgment presented as a fact. It is the surgeons’ opinion, putatively of 
a medical nature, that an 82-year old could not deal with this kind of surgery. The phrase 
‘an 82-year-old’ patient instead of saying ‘this 82-year-old-patient’ indicates that it is a nor-
mative attitude on how cases like this should be dealt with. The rebuttal consists of two 
elements: first, the value judgment that you cannot judge a patient and make a decision 
regarding his health before actually seeing him; second, the value judgment that the sur-
geons will be surprised if they in fact meet the patient. After all, the patient is described by 
the medical student as very vital and as if he is almost 20 years younger than he really is 
(chronologically). Remarkably, the value judgment provided by the attending physician is 
age related and positive, in contrast to the surgeons’ negative age related value judgment. 
The value judgment provided by this physician is based on the view that biological age as 
expressed through the vitality of the patient is a better foundation for medical decision-
making than chronological age (Bhanot, Naik, Gopalakrishanan, & Naqashabandi, 2005; 
Goffaux et al., 2005). If the surgeons visit him, they will probably agree. Both the attending 
physician and the surgeons, however, may be basing their case on incomplete evidence. 
First, the surgeons not taking the patient’s biological age into account, and second, the at-
tending physician not understanding the realities of Whipple’s surgery. In addition, none 
of them seems aware of what the patient thinks. However, the case description does not 
provide us enough details to comment on that last aspect. The model, furthermore, re-
veals that the central normative argumentation is to be found at the rebuttal to the claim. 
Compared with the previous practice description (practice description 1) the conflicting 
value judgments are more central and more explicit. Additionally, and interestingly, the 
physician uses a positive perception on old age to make an exception to the claim.
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Figure 3. Normative argumentation and practical reasoning: practice description 2. O, observation; VJ, value judgment

3.3.3 Practice description 3

A 78-year-old healthy and lively looking man was seen in the gastroenterology 
outpatient clinic. His medical history indicated some sigmoid diverticula, 
hypertension and diabetes mellitus, with hypertension and diabetes being well 
regulated (fig 4). The patient came to discuss the result of an echogram of his 
liver. This had been requested because the laboratory results incidentally showed 
disturbed liver function. The patient had no further complaints correlated to 
these deviations, and actually had no complaints at all. During the echogram 
the patient had already received some information on what they were seeing, so 
he already was somewhat prepared for what the physician was telling him. The 
deviations found with the echogram were strongly suspected to be metastases of 
a still unknown cancer. Subsequently the doctor told him that he did not want to 
perform further research into the origin of metastases, or into other metastases. 
He did not want to start treatment either, and since the patient had no complaints, 
he did not talk about pain control. The arguments which the doctor used were 
akin to: ‘You have lived a beautiful life ...’ and ‘to perform all those diagnostic tests 
at your age ...’. The patient resigned himself to it, and remained calm. 

The patient’s age, sex, medical condition and history, and the reason for seeing a physi-
cian, are the data of this practice description. The claim is the decision not to perform any 
more diagnostic tests and not to start treatment. The two warrants are remarkable. The ar-
guments the physician uses for his decision are examples of age-related value judgments: 
having lived a beautiful life (W1) and testing that makes no sense at a certain age (W2). 
They are expressions of the physician’s view on the value of the life of an older person and 
the use and burdens of performing diagnostic tests on older people. Notable is the fact 
that the physician straightforwardly presents his arguments to the patient. The argumen-
tation pattern and the decision-making process are thus made transparent. Apart from 
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the frankness of the physician in presenting age related value judgments to the older 
patient, it is also remarkable that value judgments can already play a part at the phase of 
generating data. The data element in the argumentation pattern has so far not been given 
much attention. Medical data -and evidence in general- seem to be clear, evident and un-
disputed. However, as this case shows, decisions based on age-related value judgments 
can influence the type of data that physicians have at their disposal. In this case it might 
be suggested that the clinician jumped to a diagnosis (Peschl, Werle, & Mathis, 2004). Even 
to the extent that he made a flawed assumption based on the data presented and then 
justified his decision using value judgments, however, the case does not provide enough 
information to be certain in that regard. In the Toulmin model that we have used so far, 
therefore, arrows have to be drawn from the various components, including the claim 
backwards to the data. Data are part of the practical reasoning that is not represented, but 
generated, inferred and interpreted: not only guided by evidence-based arguments, but 
also by normative-based arguments.

Figure 4. Normative argumentation and practical reasoning: practice description 3. VJ, value judgment.

3.4 Discussion

By comparing the three practice descriptions as modeled through the Toulmin structure 
of practical reasoning, the following conclusions can be drawn. We see that age-related 
values are ubiquitous, present in every phase of the reasoning pattern and in every com-
ponent of the argumentation pattern. Age-related value judgments are found in the war-
rant, the backing of the warrant and the rebuttal to the decision. With the help of the 
model, a closer look also revealed an undertow of normative age-related argumentation. 
Value judgments on age may remain hidden below the surface, as some of these judg-
ments are playing their role in the background of the decision-making process. But we 
also uncovered an explicit use of age-related normative argumentation at the rebuttal or 
the warrant to the claim. Indeed, we even concluded that value judgments can influence 
the kind and amount of data that physicians use in their decision-making. Such explicit 
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value judgments were not exclusively used for arguments against further diagnosis or 
treatment of older patients. We found no systematic ‘ageist’ pattern in the clinical deci-
sions by physicians.
Another intriguing aspect is found in practice descriptions 1 and 2: some of the value 
judgments would not have been addressed if there had not been a disagreeing physician 
present. Medical decision-making is very often depicted as a situation of an individual 
physician facing an individual patient. However, in practice, as here in the case of an aca-
demic hospital, we see the ‘communal’ structure of medical decision-making. As is com-
mon in medical practice, many people are involved: cooperating, communicating and 
deliberating facts and values in dealing with complex issues for particular patients. When-
ever physicians work and decide by themselves, however, awareness of the normative 
component of the decision-making process may be lacking. We conclude that it takes a 
systematic effort to uncover, specify and address the role of age-related value judgments 
in clinical practice. However, such an effort is worth taking, not only by ethicists, but more 
importantly by physicians. In medical practice, there is not always a disagreeing physician 
on hand, but it is obvious from the practice descriptions analyzed that value judgments 
constantly and intrinsically influence the medical decision-making process, either implic-
itly or explicitly. We are aware that the low number and the context-sensitivity of the de-
scriptions we have presented severely limit their coverage of medical decision situations 
concerning older patients. However, we did judge them to be exemplary practices of the 
vast majority of clinical practice descriptions we analyzed. In addition, the practice de-
scriptions as described in the notes do not allow deeper or richer argumentation analysis; 
further research (observations, interviews, etc.) is necessary. 
The Toulmin model and the expansion to the model provide a clear view of the normative 
argumentation and practical reasoning pattern of the role of age in the decision-making 
process for the elderly patient. Although the physician may not strictly be using an age 
criterion in the decision-making process, the results show that by way of value judgments 
age-related arguments influence this process. These value judgments often do not have 
a formal role in the process. In other words, by way of these value judgments, the age fac-
tor plays an important role in the decision-making regarding an elderly patient, but this 
is not recognized as such. Age-related value judgments are pervasive. This does not imply 
that these judgments lead to ageist decisions. After all, we also came across examples in 
which physicians valued and treated an elderly patient as an individual patient, consider-
ing his or her condition and weighing benefits and costs as in any patient devoid of bias 
against age. It is preferable that the decision-making process should be more transpar-
ent in this respect. The visibility of these judgments can enhance an open and trusting 
physician–patient relationship. The literature on medical decision-making does not offer 
enough opportunities to reveal these arguments. According to Siegler, the goal of deci-
sion analysis is to reach the best medical decision for a patient in the light of the facts, 
the patient’s personal preferences and values, and uncertainty that exists in any clinical 
situation (Siegler, 1987). Decision models and decision trees are developed to support 
physicians in reaching this goal (Parmigiani, 2002; Rao, 2007; Wulff & Gøtzsche, 2000). In 
these models distinctions are made between medical and non-medical determinants 
(Vrakking et al., 2005), between diagnostic and other cues (Sorum et al., 2002), and be-
tween medical indications, informed patient preferences, external factors and quality of 
life judgments (Siegler, 1987). What is missing, however, is how value judgments play their 
role in the various components and stages of the practice of medical decision-making. In 



CH
AP

TE
R  

3

68

this paper, we have tried to fill in this gap. Although our analysis shows how age-related 
arguments normatively play a role in the decision-making process, this should not come 
as a surprise. After all, medical decision-making is a deeply human affair: decisions made 
about people by people. Value judgments naturally have their part in this process. As 
Upshur and Colak state, clinicians often find themselves in situations where there is little, 
if any, research data available, or there is substantive disagreement about the interpreta-
tion of the research data (Upshur & Colak, 2003). This makes explicit the fact that in such 
situations a physician’s experience and intuition may potentially serve as the backing of 
a warrant (Upshur & Colak, 2003). What we would like to add to this analysis is twofold. 
Decision-making is not only about medical facts, such as the patient’s clinical situation 
and prognoses. Both medical facts and value judgments influence the decision. Moreover, 
these facts are colored by such judgments on ‘good old age’. Recognizing the influence of 
value judgments, however, is not enough. Transparency requires a deliberative approach 
to decision-making, putting all relevant arguments openly on the table, from start to fin-
ish. Analyzing the decision-making process according to the Toulmin structure is helpful 
in sensitizing professionals in this way. The differences in the argumentation patterns and 
the consequences for the patients involved show the need for insight in these patterns. 
In addition, mapping exactly where and how age-related value judgments influence the 
decision-making process takes the discussion on the role of age in this process to a high-
er level. In this discussion, however, the clinical wisdom in the professional’s course of 
actions should not be neglected. Further research in this regard is therefore warranted. 
Furthermore, dealing with the age factor in such a deliberative manner will improve the 
physician–patient relationship and create confidence and trust, which are at the heart of 
medical practice.
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4.1 Introduction

Trust in doctors is an important matter at the level of the physician–patient rela-
tionship (Kao, Green, Zaslavsky, Koplan, & Cleary, 1998; Mechanic & Schlesinger, 
1996; Pearson & Raeke, 2000) but it is also an important issue at the level of society 
(Hall, 2006; Pfadenhauer, 2006; Van der Schee, Groenewegen, & Friele, 2006). Trust 

is the expectation that individuals and institutions will meet their responsibilities to us, 
patients and the public. It affects almost every aspect of doctor–patient interaction, from 
personal disclosure to co-operation in treatment (Mechanic, 1998). In addition, as a soci-
ety we want to trust the medical profession that they treat patients according to medical 
standards and do not use unfair criteria like age, race or disability. We also do not want 
them to act from financial motives, or market-induced economic criteria, which for exam-
ple may lead to a lower quality of care, the dumping of ‘uneconomic’ patients or discharg-
ing patients too early. Mechanic considers five dimensions of trust: (1) expectations about 
physicians’ competence; (2) the extent to which doctors are concerned with their patients’ 
welfare; (3) physicians’ control over decision-making; (4) physicians’ management of con-
fidential information; and (5) physicians’ openness in providing and receiving information 
(Mechanic, 1998). This multidimensional concept of trust is appropriate for both interper-
sonal trust between physician and patient, and society’s trust in the medical profession.
There is a suspicion that because of growing scarcity treatment decisions concerning older 
people are influenced by age-based arguments (Evans, 1997; Harris, 1987; Tsuchiya, 2000; 
www.helptheaged.org.uk). The medical profession is obviously confronted with possibly 
conflicting duties regarding all patients, but we believe that this tension is more marked 
in the case of older people. In addition, individualizing older people’s care is found to be 
difficult (Victor, 2005). Proportionality and effectiveness of treatment are more difficult to 
address in the care for older people. The tension surrounding trust regarding physicians’ 
duties at the individual and social level is therefore analyzed in the context of medical 
decision-making concerning older people.
Historically, society attempted to assure its citizens that they would receive safe and ef-
fective medical care through the licensing of the profession. Professionalism can be de-
scribed as the basis of medicine’s contract with society. It demands placing the interests 
of patients above those of the physician, setting and maintaining standards of compe-
tence and integrity and providing expert advice to society on matters of health. The prin-
ciples and responsibilities of medical professionalism must be clearly understood by both 
the profession and society. Essential to this contract is public trust in physicians, which 
depends on the integrity of both individual physicians and the whole profession (ABIM 
Foundation ACP-ASIM Foundation European Federation of Internal Medicine, 2002). Med-
ical professionalism consists of those behaviors by which physicians demonstrate that 
they are worthy of the trust bestowed upon them by their patients and the public because 
they are working for the patients’ and the public’s good (Swick, 2000). To do their job right, 
physicians need some professional freedom – that is some discretionary power to make 
decisions, as they believe to be right. Physicians need this freedom because we may ex-
pect that they act with their patients’ interests in mind and because of their specific expert 
knowledge, which serves both the individual patient’s interests as well as society’s inter-
est. Physicians themselves define what good care is and need some professional freedom 
to be able to do that. This freedom, however, is not absolute and is accompanied by ac-
countability (Centre for ethics and health, 2004), both to the patient and the larger public.
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Society has relied on the ethical values of the profession and its social contract with soci-
ety to provide an adequate supply of physicians through medical education and training 
(Richmond & Eisenberg, 2000). Of late, however, medical professionalism has been buf-
feted by the tumultuous changes affecting the industrialized world. These include the 
explosion of information technology (Van der Weyden, 2002), the increasing emphasis on 
scarce resources and cost effectiveness and the introduction of market forces and private 
financial initiatives; but also growing individualism, decline of solidarity and an increased 
awareness of the limitations of expert knowledge. These changes have their repercussions 
on the debate on the content and scale of medical professionalism and on the debate on 
trust in doctors. It has been argued that there is a declining confidence in the robustness 
of the public service ethic and that self-interest is creeping into the way public services 
are delivered (LeGrand, 2003). Trust in medical care arrangements and in one’s physician 
are to some degree interdependent. Trust in one’s physician typically comes from direct 
experience but trust in medical institutions and arrangements is shaped to a considerable 
degree by the media and by informal public opinion. When patients become suspicious of 
the motives and practices of organizations, this can affect the way they interact with their 
doctors, particularly if they become doubtful that their doctors are acting solely in their 
interest (Mechanic, 1998).
Our research question is whether, according to various key professionals we interviewed, 
society can trust physicians to respect the older person’s interests in a time of increasing 
pressure from society and government to take issues of increasing costs into account. 
This article aims to contribute to a better understanding of what trust in medical practice 
entails and what are the necessary conditions for a society to put trust in the medical 
profession. The article is based on interviews with various key professionals in clinical and 
societal decision-making. The focus is on care for older people under the condition of 
scarcity in health care resources. As mentioned earlier, there is a suspicion that, in the con-
text of limited or inadequate resources, utilitarian and other economic motives may in-
creasingly influence medical decisions, leading to unfair and age-based decision-making 
(Evans, 1997; Harris, 1987; Tsuchiya, 2000; www.helptheaged.org.uk). Before presenting 
and analyzing our results, we will start with describing the methods we used in gathering 
our empirical material. Furthermore, because of the explorative character of our study we 
were not theoretically guided by one concept or vision of trust.

4.2 Methods

The aim of this study is to learn about respondents’ views and experiences as to whether 
older people and society can trust doctors regarding medical decision-making concern-
ing older people in a time of increasing scarcity in health care resources. We are specifical-
ly interested in the views and opinions of various key professionals in clinical and societal 
decision-making. Such key professionals can be found ‘inside’ medical practice, as well as 
‘outside’ medical practice, like policy-makers and researchers who help to organize the 
health care system and who may influence public views and the public trust in the health 
care system. What arguments and conditions regarding trust in doctors are expressed in 
these interviews and what, if any, action is required based on these results?

4.2.1 Design
The present study employed a qualitative design consisting of semi-structured in-depth 
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interviews with 24 key professionals focusing on decision makers and those in the line of 
professionally organizing or influencing the decision-making process on a national level 
in 2004. The interviews were analyzed qualitatively using grounded theory analysis.

4.2.2 Sample and recruitment
The first author conducted the semi-structured in-depth interviews on the role of age in 
medical decision-making on both the macro and micro level of health care. The respon-
dents are key professionals in their fields of experience in the Dutch health care practice. 
They were selected to guarantee heterogeneity. Criteria used were their field of work (for 
example as a geriatrician or lawyer in the area of health care), their experience in decision-
making regarding older people on a macro level (for example as a policy-maker in a hos-
pital or at a Ministry) or micro level (physicians) and, if applicable, their position in the 
discussion on the role of age limits in health care decision-making. Because of the more 
general policy-orientated and professional-orientated focus patients were not included 
in this study. We focused on the views and opinions of physicians, decision-makers and 
those trying to influence the decision-making process, regarding older people in general. 
Interviews were conducted with four physicians in the field of geriatric care (two oncol-
ogists and two geriatricians), seven policy-makers on a national level at the Ministry of 
Health, Welfare and Sport, at a local level in hospital management, and at the National 
Institute for Public Health and the Environment, three scientific researchers in the field of 
health care, two bioethicists, two lawyers in the field of health care, two medical guideline 
developers, two health economists and two relevant interest group representatives (one 
representative of an anti-age-discrimination organization, and one employee of a large 
union for older people). The questions were not disclosed to the respondents before the 
interview, except regarding two respondents who asked to receive a copy of the ques-
tions beforehand. The interviews ranged in length from 45 to 60 minutes. All the inter-
views were conducted in Dutch. Each interview was recorded on tape and transcribed ad 
verbatim. After 24 interviews no new information or arguments were raised by interview-
ees (saturation point), subsequently no more interviews were conducted.
For this article, we made a selection of illustrative quotations from all respondents. We 
found this selection sufficient to provide the information needed in the light of the explor-
ative nature of our study. In presenting the interview quotations we did some marginal 
editing (grammatical and linguistic errors), but we did not alter the content.

4.2.3 Analysis
Each interview transcript was first submitted to open coding by the first author (JU-M) 
and independently by one other researcher, varying per interview. During this process 
and subsequently the results were discussed in the research team (investigator triangu-
lation). In this phase the interviews were read thoroughly and notes were written in the 
margin, to capture what was going on in the data (Polit & Beck, 2004). Consensus on cod-
ing was reached by discussion between the researchers. In the next step these codes were 
condensed in broader categories. In this phase, the quotations were divided into three 
categories: informed consent; views on justice and equality; and views on old age in medi-
cal decision-making or health care policy. The following phase of the analysis, known as 
selective coding, consisted of coding those data that are related to the central category, 
trust in doctors (Polit & Beck, 2004). We were interested in the arguments and views re-
garding trust in doctors in the treatment of older patients and the conditions, which are 
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thought to be crucial for making trust a real process and practice as suggested by our 
respondents. In this article, we will primarily focus on the arguments put forward in the 
three trust categories. In this way, we attempt to produce a description of the profession-
als’ conception of public trust and its essential conditions in the medical profession.

4.3 Results

In this section, we present the results of the analysis of the interviews with various re-
spondents, which provide us with insights into the limits of the physician’s discretion-
ary powers. The arguments, views and opinions of the various respondents may build up 
to boundaries and marking points of justifications for physicians’ professional discretion. 
Based on these arguments we can clarify the contours of trustworthy practices. Three cat-
egories of coding emerged from the data. These categories are gradients on a line from 
complete trust via qualified trust to no trust at all.

4.3.1 Distrust
The first category in this section contains quotations, which provide us insights into rea-
sons for not trusting physicians, from the point of view of some of the respondents. We 
distinguished three groups of respondents. The first group focuses on an age-bias and 
prejudices regarding the utility of treatment regarding older people, present in medical 
practice. This suspicion of bias can take many forms; an example is found in the interview 
with a representative of an older people’s interest group. 

Indirect discrimination can also be found in the way someone is treated, this may 
be unintentionally, for example physicians not operating on an older patient 
because of his age (Interest group representative 1, p. 1). 

Physicians describe discrimination as a non-medical bias. As a result, older people may 
not receive certain treatments. Physicians’ decision-making is influenced by non-medical 
prejudices regarding older people.
A policy-maker, with a medical professional background, also mentions prejudices regard-
ing treatment of older people. This respondent reported a kind of therapeutic nihilism in 
the care for the older patient.

I have recently stated that strangely enough many treatments which are 
possible for older people are not employed, quite simply. So, available and 
tried treatments are not employed. In other words, there still is an actual kind 
of emotional threshold which is mainly found at the side of the care-giver, to 
be rather reserved regarding treatment. I think this has to do with a kind of 
therapeutic nihilism. People are not convinced of the usefulness of a treatment 
of that sort. (Policy-maker 2, p. 10)

The reasons for not treating older people are not evidence based. This quotation is also an 
example of a non-medical bias, which prevents older people receiving some treatments. 
There is an emotional threshold to treat patients of a certain age.
The second group is formed by respondents who focus on the lack of scientific rationality 
in medical decision-making as another reason for a sense of distrust towards the medical 
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profession. According to one of the health economists’ responses physicians make arbi-
trary choices continuously. 

In medical practice choices are made all the time. Intensive care doctors do make 
choices also all the time. But these are all arbitrary choices. (Health economist 1, 
p. 10) 

The subjective character of physicians’ decision-making is enough reason for distrusting 
physicians, according to this respondent. Later in the interview, the respondent argues 
that this fact should be acknowledged and that the medical profession and society should 
take action to remedy this situation.
A third reason for distrust is the claim that the medical profession is acting on a one-sided 
rationality with a blind spot for other social priorities.

And one of the restrictions of people working in health care, one of their 
professional deformities, is of course that they sort of make their own health care 
absolute. Health care is everything and everything has to give way to health care. 
But in everyday life there are obviously multiple things we value. It is not just 
health care, but also education, safety and we also want to live a nice life. These 
are all things we value. (Health economist 2, pp. 5–6)

According to this health economist, physicians have a narrow perspective on the impor-
tance of health care and medicine. They are unwilling and unable to take issues of scarcity 
and distribution into account.

Looking back to the quotations presented in this section we may conclude that various 
reasons are reported for not trusting physicians. First, medical practice as a whole is con-
fronted with an age-bias and prejudices regarding the utility of the treatment of older 
people. In addition, respondents comment on the arbitrary and perhaps illogical nature 
of medical decision-making. Furthermore, it is observed that physicians are not capable 
of putting their own profession into perspective. Reasons for not trusting physicians in 
this section are provided by health economists, a policy-maker and an employee of an 
expertise centre on age and life-course.

4.3.2 Qualified trust
In the second category, we find respondents who are willing to trust physicians in taking 
care of older people but only under certain qualifications. They point out the boundaries 
and marking points of the physician’s professional discretion. Here we can also identify 
three groups of respondents. We will start this section with the discussion on the practice 
of medical decision-making. The first quotations concern physicians’ discretion regarding 
the medical decision-making process.

Well, the problem here is that in fact diseases at the age of 20 are not always the 
same as diseases at the age of 70. So, age does play a part here. You see, an acute 
leukemia over 60 years is a different acute leukemia from under 60 years. That is 
a fact. Biological change. So insofar I think it’s correct to use age as a criterion. 
(Physician (oncologist) 2, p. 7)
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Age is not ruled out as a consideration, but is only legitimate as a strictly medical criterion. 
Diseases differ according to age and consequently treatment should also differ. One can-
not treat a 70-year-old in the same way as a 20-year-old. Because of their different ages, 
their bodies and their reactions to treatment are different. Age, therefore, can be of impor-
tance in the medical decision-making process, albeit having only a minor role. 

My firm opinion is that in principle age should only play a subordinate role in 
decision-making. But does play, can definitely play a role. (Geriatrician 1, p. 2)

There are also some qualifications made by some of the respondents regarding the indi-
vidual physician’s competence. For example, a surgeon claims that physicians have to keep 
their knowledge up to date regarding both prognosis and treatment of older people and 
reach a good individualized decision.

Because we do not teach it, we do not realize what the problem is, we do not 
define and tackle it. … And so I started reading and one of the most important 
things I realized is that, besides the statistical fact that someone who is 80 years 
old statistically has a longer survival than someone who is younger, but besides 
that, the body is growing older and the flexibility of lung tissue is changing 
which means that the lung function has decreased intrinsically. … So, the 
whole physical stress adaptation has changed and that is something you have 
to take into account, next to the statistical chance of longer survival. (Physician 
(oncologist) 3, p. 3)

In other words, a good decision is reached by the combination of evidence and competence.
But can we trust physicians to keep the age consideration within strict medical boundar-
ies? 

The physician’s consultation room, that’s all behind closed doors. And in the end 
you can’t tell whether that’s all justified. (Ethicist/lawyer 1, p. 3) 

The fact that we do not know what happens exactly in the consultation room and are 
therefore not able to determine whether their decisions are justified, is a reason to qualify 
the trust in physicians. Their current practice is insufficiently transparent according to this 
respondent, who therefore suggests that doctors ought to subject themselves to social 
control and public justification regarding the role of age in medical decision-making.
This argument leads us to the second group of respondents that focus on the physician’s 
relationship with policy and society. One of the respondents brings forward the issue of 
physicians making allocation decisions. These kinds of decisions should be made on the 
level of the Government or on the level of national guideline developers. But the respon-
dent does not necessarily lay the blame on physicians being too eager to decide for them-
selves, since the system may put them in an undesirable position. In this quotation, it is 
argued that physicians should not be put in situations where they cannot focus on the 
interests of the older patient because of the (financial) interests of their other patients.

And especially not, if the physician’s consultation room is that lower level. 
Because, we will be confronting the physician with things he does not know how 
to deal with. You will be putting him in a position in which he is treating a patient, 
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while at the same time thinking of 10 other patients in the back of his head. So, 
I feel that these kinds of decisions should be made on a higher level as much as 
possible. (Ethicist/lawyer 1, p. 3)

In the relationship between physician and patient, physicians need to be able to concen-
trate on the individual patient and focus on the individual patient’s interests. The interests 
of society as a whole should not interfere with this relationship, and need to stay outside 
the consultation room.
One way of avoiding social pressure on physicians to make these kinds of decisions is to 
ensure that the health care budget is large enough. According to one policy-maker, physi-
cians do not like to make financial decisions, so if we can take away this responsibility, we 
may have more trust in their decisions.

Another thing we should not be doing as a government is not giving enough 
money to health care and then blame physicians for using improper criteria. 
Because that is not something they do just for fun. They really don’t like doing 
that, they’d rather help everyone without fear of favor. (Policy-maker 5, p. 7)

In other words, if physicians are allowed to focus on the kind of treatment that is medically 
necessary for the individual patient, we are able to trust them.
But of course the physician is not alone in deciding. Physicians have to take the older per-
son’s preferences into account when making a treatment decision. The third group of re-
spondents focuses on this aspect. Communication plays a central role here.

Well, I believe, that in a number of cases patient preferences are still not clear 
enough and in addition are not always respected. And those care preferences of 
vulnerable older people do not always point in the direction of more care and 
more intensive treatments. (Geriatrician 4, pp. 2–3)

This requires a sufficient level of communication between physician and patient on physi-
cians’ considerations and patients’ preferences. A failure to take older people seriously 
and a lack of respect for patient preferences are often referred to when discussing the 
poor standard of medical treatment of older people. One of the physicians in our sample 
warned against the risk of over treatment of this group of patients. This physician draws a 
picture in which older people too often are subjected to treatments too soon. Insufficient 
time is spent on reflecting on the consequences of these treatments for the quality of life of 
the older patient. The usual discussion is on the utility of the treatment, while the real issue 
ought to be the desirability of treatment from the perspective of the patient.

So yes, in that way age does play a role … not while selecting patients, but in 
the way you deal with these kinds of people. And that’s of course a much more 
sensible way of talking about age. We have to ask ourselves beforehand first, 
this thing I’m planning to do, is it in the patient’s interest? Or am I only doing it 
because we can do a beautiful examination or use this great machine, so to speak. 
And secondly, am I prepared to accept the consequences of what I am going to 
find and can I overview these consequences? And that’s what we have to ask 
ourselves beforehand. And what happens a lot is that certain things happen, that 
the first step is taken and that sort of fails and then the next step is taken which 
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also fails, and as a consequence another step is taken. (Geriatrician 1, p. 7)

Questions like what the consequences are of initiating a specific treatment or diagnostic 
procedure and what the next step will be, and just as importantly whether we are willing 
to take that next step should be reflected on and discussed with the older person before the 
intervention is started. Here the issue is shifted from age as a medical risk factor to quality of 
life as an issue to be taken into account in cases of invasive diagnostics or major treatment. 
The latter approach puts the emphasis on proper communication between, in this case, 
the physician and the patient including the patient’s relatives.

So, in handling this patient, age does also play a role. The fact that you take the 
effort to go over your treatment policy with a close relative to see whether you 
can get a kind of consent by proxy. (Geriatrician 1, pp. 6–7)

A final qualification of trust in doctors is dependent on the medical specialty involved. Ac-
cording to this respondent, certain specialists may fail to communicate with older people.

And obviously, there are specialists who are inclined to say that their interventions 
are not available for all ages. So, cardiologists, I think are a great example. An 
85-year-old female patient needs to be catheterized. No, never mind, because 
we’ll not treat her. (Geriatrician 1, p. 4)

The patient’s advanced age is a reason for not providing him or her with a certain treat-
ment, and that is how it ends. Crucial here is that the older patient is not involved in the 
decision-making process.

The qualifications and criteria as discussed in this section indicate the limits of physicians’ 
professional discretion. Three groups of qualifications can be distinguished. The first cat-
egory deals with the decision-making process. The fact that age can only be used as a 
medical criterion and the fact that physicians have to keep their knowledge up to date, 
are both necessary to reach a good treatment decision. As a second category, we found 
qualifications in the respondents’ contributions regarding the physicians’ relationship 
with policy and society. Public justification and transparency are the key terms here. In the 
final category, respondents discuss the professional’s relationship with the patient and 
his family. Communication is the central issue here. The physician has to pay attention to 
the individual patient’s preferences, but also has to reflect on possible overtreatment and 
the consequences for the quality of life of an older patient before starting treatment. In 
addition, the role on the medical specialty on the decision-making and communication 
process is mentioned.

4.3.3 Trust
In the final section, we find respondents who display a great sense of trust in doctors re-
garding the treatment of older people, for which they provide no explicit qualifications. 
First, we’ll discuss a respondent’s trust in doctors which is based on his observation that 
physicians do not focus on using age as a criterion. When dealing with an older person 
they are acting strictly medically.

And for that reason, a compromise regarding treatment on the basis of age 
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is absolutely wrong. The only way age can be of importance is that, well an 
organism is 80 years old and in that way has been exposed to the wear and tear 
of 80 years. And the ability to adapt is restricted and that’s something you have to 
take into account when making your decisions. And maybe additional measures 
have to be taken therefore. But, whether to treat or not, is not an issue. (Physician 
(oncologist) 3, p. 1)

Trust in doctors implies their capability to focus on the medical circumstances of the patient 
involved. It is not about deciding whether to treat but, given the patient’s age, how to 
treat.
On the other hand, as the next selection of quotations shows, sometimes age plays a 
different role. In this second group, respondents discuss the thorough way of medical 
decision-making.

Because it also concerns, whether we want to prevent medicalization. So, getting 
old, already being old, do you have to get even older? And do we really have to 
add two or three months to someone’s life expectancy by giving a simple little 
pill? Because that is what it is really about, of that order, or maybe a little more. 
(Guideline developer 1, pp. 3–4)

Trust here is based on the respondent’s observation that physicians can be considered to 
be intelligent and conscientious professionals. In medical practice, this leads to age being 
part of a complex, but rational assessment of what will be the best treatment for a specific 
patient, as the next respondent describes.

Age definitely plays a role in the discussions, which we try to broaden by also 
looking at life expectancy, healthy life expectancy and functional life expectancy, 
quality of life and a person’s own preferences. There is so much heterogeneity 
between older people, both regarding functional performance and mental 
performance as well as wishes, desires and ageing, that you won’t be able to 
individualize enough. If you would just say, we will take the age criterion that 
would be really easy and probably also efficient if you can reduce care in that 
way. But, I don’t think it’s advanced enough for the way we want to perform 
health care. (Geriatrician 4, p. 4)

A patient’s healthy life expectancy and personal preferences are more informative than 
age itself in deciding how to treat an older patient. Making these complex decisions re-
quires tailor-made work by physicians, not general guidelines on age.
Third, we can identify respondents who discuss the presence of other, non-medical as-
pects, which can influence the decision-making process. For example, when a physician 
weighs up the patient’s social situation, this does not change the next respondents’ trust 
in the medical profession.

Imagine, an attending physician has two patients he wants to operate on, but 
only one bed is available at the intensive care unit. He will be weighing up all 
sorts of things. For example, even if it concerns two women of the same age and 
one has little children and the other has not, I wouldn’t be surprised if he chooses 
the one with the children. He will then think of something medical to explain the 
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urgency for this one patient. And I don’t think that’s such a bad thing, as long as 
it’s not really indecent. … But if a physician to the best of his belief says I am also 
influenced by a patient’s social situation, I don’t find it that hard to take. (Policy-
maker 5, pp. 3–4)

As long as we agree on the basic principles of medical decision-making, we should be all 
right, according to this respondent.
This does not mean, however, that physicians should be considering predetermined social 
considerations in every situation. The next, non-physician, respondent illustrates this by 
way of the example of cost–benefit analysis. 

And one of the reasons for not using cost effectiveness analyses is because 
physicians make these decisions. And physicians hate this utilitarian perspective, 
they refuse it. They state, that’s not how medicine works and right they are. 
(Policy-maker 7, p. 17)

We have to respect how physicians want to work. Physicians should not act as executives 
of preset utilitarian standards when practicing medicine. The social aspect of medical de-
cision-making cannot only be decided on at the macro level. However, not all is left to the 
physician’s own discretion.

See, a physician has his input too, rules imposed on him by hospital management, 
but then you are dealing with a kind of relationship of which you can assume 
interaction taking place. That is, a physician is aware of what he is supposed to be 
doing. (Interest group representative 2, p. 4)

Physicians’ embededness in their institutional context and the control by their peers limits the 
physicians’ freedom to some extent. The interaction taking place in this context is a valu-
able source for medical decision-making.

On the basis of the quotations presented in this section the contours of an image of the 
conscientious, trustworthy physician arises. Physicians are aware that their decision-mak-
ing process cannot solely be based on clinically relevant factors. Age-related decisions 
contain a social aspect as well. The conscientious and trustworthy physician is known by 
the way he or she handles his or her professional freedom regarding this aspect. The phy-
sician’s virtuous character is characterized by his or her ability to choose the right inter-
vention taking into account the individual situation of the patient on the one hand and 
expectations of society on the other hand. The uncertainty of medical decision-making 
and the fact that doctors are not perfect are acknowledged. We trust doctors because of 
the fact that we all agree on the basic principles of medical decision-making and the abil-
ity of physicians to justify their decisions.

4.4 Discussion

In this article, we focus on whether we can trust physicians when making decisions about 
the treatment of older people in a context of scarcity, according to the views and opinions 
of various key professionals. Can we rely on the physician to respect the older person’s 
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interests in a time of increasing pressure from society and government to take issues of 
increasing costs into account? This question focuses on the discretionary freedom physi-
cians need in order to make decisions, as they believe to be right. They need this freedom 
to act in accordance with the complexity and individualistic character of providing care. 
We trust physicians to use this freedom with the patients’ interests in mind and on the ba-
sis of their expert knowledge. In addition, taking care of older people asks for knowledge 
that is even more specialized. First, the care for older people is on average more complex 
than for other patients. Often older people are dealing with more diseases and complaints 
at one time (co-morbidity) and the interaction between these different ailments and med-
ications have to be taken into account (Health Council of the Netherlands, 1998). In rela-
tion to this, the prognosis of how the body of the older patient will react after treatment is 
more uncertain. Consequently, there is a risk of too heroic treatment, without considering 
the condition of the patient after treatment. Also, when taking care of older people cure 
and care elements of treatment are often mixed, for example in hip surgery or eye opera-
tions for very old people to help them maintain or improve their quality of life. This may 
blur the focus of treatment, if not for the doctor than for patient and family. Furthermore, 
older people may be more inclined to leave matters in the hands of the physician or the 
family, potentially introducing unwarranted forms of paternalism. Another complicating 
factor is the ambivalence in older people concerning their wishes and prospects. They 
are more frequently in doubt themselves regarding what care they still want and what 
level of quality of life they can live with. Also, they may feel pressure from society to deal 
with the increasing costs and may be aware of the discussions taking place regarding life-
extending treatments.
Thus, physicians need their professional freedom to deal with the complex character of 
the care for older people. Both individual patients and society must be able to trust physi-
cians to use their freedom correctly.
In this context, respondents discussed, for example, the subjective and arbitrary way of 
medical decision-making. But also the conscientious and trustworthy character of physi-
cians is emphasized and the way they use their discretionary room to individualize the 
patient care. In addition, physicians’ competencies regarding decision-making and com-
munication are discussed as well as their accountability towards society. These issues of 
competency and accountability and the connection between them are also the subject 
of discussion in the debate on medical professionalism, to which we will turn now. While 
reading up on this debate we found that medical professionals themselves discussed 
these issues at great length. In the guidelines and statements of professional medical as-
sociations, we found many references to the issues of trust, competency and account-
ability.
Medical professionalism is defined as a set of values, behaviors and relationships that un-
derpin the trust the public has in doctors (Royal College of Physicians, 2005). Therefore, on 
an individual level, physicians should be guided by a duty to put the patient first before all 
other interests. Both the Royal College of Physicians and the Royal Dutch Medical Associa-
tion state that the trust that the public puts in doctors rests on this practical realization of 
medical professionalism (Royal College of Physicians, 2005; Royal Dutch Medical Associa-
tion (KNMG), 2007). Further exploring this public level, professionalism is valued because 
it is an important lever for improving the quality of services to all patients (Royal College 
of Physicians, 2005), regarding for example patient safety and prevention of illness. Fur-
thermore the issue of accountability is dealt with as we found many references to physi-
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cians’ obligations to recognize, disclose to the general public and deal with conflicts of in-
terest that arise in the course of their professional duties and activities (ABIM Foundation 
ACP-ASIM Foundation European Federation of Internal Medicine, 2002; Royal College of 
Physicians, 2005; Royal Dutch Medical Association (KNMG), 2007). Doctors must be clearer 
about what they do, and how and why they do it (Royal College of Physicians, 2005). In 
addition, as part of their medical professional responsibilities towards both patient and 
society, physicians are required to avoid scrupulously superfluous tests and procedures. 
The provision of unnecessary services not only exposes one’s patients to avoidable harm 
and expenses but also diminishes the resources available to others (ABIM Foundation 
ACP-ASIM Foundation European Federation of Internal Medicine, 2002). In this context, it 
is appreciated that physicians must recognize the importance of just allocation of health 
care resources, balancing effectiveness, efficiency and access with optimal patient care 
(Frank, 2005) and should have knowledge on what care is covered by health insurance 
plans (Royal Dutch Medical Association (KNMG), 2007). Therefore, physicians’ accountabil-
ity to society against the background of scarce resources entails a responsibility to make 
effective and wise health care decisions. It does not mean physicians should decide how 
these resources should be divided between patients. Thus, the possible conflicting re-
sponsibilities of physicians regarding the patient and the public are recognized and dealt 
with.
Furthermore, we found that in the debate on medical professionalism a comparable divi-
sion between a focus on the micro or macro level is made. In general, a distinction can 
be made between a restricted and a broader conception of medical professionalism. In 
the more restricted and traditional view there is an emphasis on physicians’ codes of pro-
fessional behavior. Physicians are accountable for their actions, but this accountability is 
mainly directed internally, towards their fellow physicians. Physicians themselves have 
generated these traditional codes without subjecting them to the scrutiny of patients and 
the public. For example, these codes have rarely appealed to more general ethical stan-
dards or to a source of moral authority beyond the traditions and judgments of physicians 
(Beauchamp & Childress, 2001). In addition, it is argued that professional ethics, based on 
virtue and duty, has confined itself to the special interests and obligations of physicians 
(Coulehan, 2005). However, within this internal conception of medical professionalism 
physicians have taken steps to ensure that the patient and the physician-patient relation-
ship play a central role in these codes. For example, the ethical principles of medical deci-
sion-making, respect for autonomy, non-maleficence, beneficence and justice were used 
as a framework for professional behaviour. Furthermore, the concept of shared decision-
making has been gaining ground and emphasizes both physicians’ and patients’ responsi-
bilities for a successful relationship (Charles, Gafni, & Whelan, 1997; Gwyn & Elwyn, 1999). 
The focus in the restricted view, however, remains intact. Physicians are in this view still 
nearly exclusively accountable towards their peers and the ethical framework resulted in 
focusing mainly on the patient’s right to autonomy versus paternalism, while the ethical 
principle of justice has not been receiving the same attention (Walker, 2009).
A different view holds that the patient-centered peer accountability of the restricted view 
is only one part of the concept of medical professionalism. In this view medical profes-
sionalism does not only revolve around the interaction between physician and patient. 
The individual physician is also expected to be aware that when putting the interests of 
his patient first, his actions are scrutinized by society. Professionalism operates on both 
an individual and a collective level (Swick, 2000). In this view, physicians have some form 
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of social accountability on three levels. First, for safeguarding the interests of individual 
patients on the basis of the ethical framework as mentioned earlier. Second, for the qual-
ity of medical decision-making and, third, for being aware how treatment decisions at the 
individual level may influence society’s interests as a whole. So, in addition to the need to 
create and nurture a healing relationship between physician and patient these other ele-
ments of medical professionalism reflect broader responsibilities that the physician has to 
society and the profession, regarding for example access and cost effective medical care 
(Swick, 2000). This accountability, however, does not mean that in this view no profes-
sional freedom exists for the professional to act according to his own virtues and those of 
his peers. The broader view on medical professionalism strives to combine physicians’ ac-
countability towards themselves, their patients and society. Thus, medical professionalism 
in this view involves safeguarding both patient trust and public trust.
The way the professional associations deal with the issues of trust and accountability pro-
vide a good framework. In combination with the arguments used in the debate on medi-
cal professionalism, we could be able to form a relatively clear picture of what it means to 
deal with the issues of trust and accountability at both the level of the physician–patient 
relationship and at the level of society. However, this picture remains rather abstract. We 
believe the answers provided by the respondents in our study can provide more specific 
directions, in comparison to the literature so far.
We found roughly three categories of answers: distrust, trust, and qualified trust. In each 
category, we found different reasons to give or withhold trust and views on how far the 
discretionary power of doctors should go and whether physicians can be trusted regard-
ing their professional freedom.
The three categories offer us insights in how the contours of trustworthy practices of med-
ical decision-making can be drawn. In the distrust category, respondents discuss the way 
physicians’ decision-making process is influenced by non-medical factors, as for example 
prejudices regarding old age and the utility of treatment of older people. In general, it is 
stated, medical decision-making is subjective and arbitrary. Every issue put forward by 
one of the respondents in the distrust section is enough reason for them to limit the physi-
cian’s freedom in dealing with older people.
The quotations as discussed in the distrust category actually specify the reasons why trust 
in doctors is not self-evident. They convey the importance of being more precise and ex-
plicit about what trust in doctors entails. In fact, they indicate the omissions regarding 
these conditions in the literature on medical professionalism as discussed earlier. In addi-
tion, we believe that these specifications are not only missed in the care for older people, 
which is the subject of our research. We need more specific directions on multiple areas 
in health care, as for example in the care for very young children where parents are con-
fronted with major trust issues all the time.
In the trust category, decision-making is considered to be conscientious, not arbitrary. 
Medical decision-making is in actual fact grounded on the basic principles that we as a 
society agree upon. Furthermore, cost–benefit analyses are rejected as useful for medical 
decision-making. A lot of emphasis is put on the conscientious and trustworthy character 
of physicians, who act independently but are subjected to some level of control by col-
leagues and hospital management. Physicians use their discretionary room to fine tune 
and individualize their patient care. According to these respondents, we can trust physi-
cians regarding the professional freedom they have in taking care of older people. The 
respondents’ sense of trust as found in this category fits well with Jones’ account of trust 
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(Jones, 1996). According to Jones trust is an attitude of optimism expecting that the good-
will and competence of another person will cover the domain of our mutual interaction 
and that the trusted person will be moved favorably towards us. At the centre of trust is 
an attitude of optimism about the other person’s goodwill and competence (Jones, 1996). 
Thus, the respondents in this category support a laissez-faire policy regarding physicians’ 
discretionary actions.
The arguments of the respondents in the trust category can be considered as a reversion 
to the doctor-centered view as discussed earlier (Coulehan, 2005). A view which has been 
rejected by medical professionals themselves as being too restricted and by the partici-
pants of the debate on medical professionalism (ABIM Foundation ACP-ASIM Foundation 
European Federation of Internal Medicine, 2002; Royal College of Physicians, 2005; Royal 
Dutch Medical Association (KNMG), 2007; Swick, 2000).
If we compare these two categories, a few issues attract attention. For example, the re-
spondents in the distrust category prefer to limit the physicians’ discretionary freedom 
because too much is left to an individual physician’s discretion, resulting in arbitrary and 
normative decisions. The respondents in the trust category obviously have a different 
view on what professional discretion contains. In their opinion, it concerns the necessary 
freedom of every physician to be able to individualize the way he or she treats his or her 
patients. That is what medicine is about. If this freedom would be restricted, physicians 
will not be able to perform their duties properly (Coulehan, 2005). Both categories rep-
resent two different worlds that fundamentally disagree. The respondents of both cat-
egories can be charged with mutual blindness. The trust respondents appear to be preju-
diced regarding the virtues and competencies of physicians. An explanation for this can 
be found in the fact that the respondents in this category mainly consist of physicians 
and policy-makers with a medical professional background. They emphasize the relation-
ship between physician and patient to such an extent that they overlook the public side 
(Walker, 2009). The objections brought forward by the health economist respondents in 
the distrust category seem to display a similar one-sidedness as the physicians they criti-
cize. They take the point of view of their own profession, while not acknowledging other 
perspectives and interests that influence medical decision-making. But medical practice 
cannot exist without individualized medical decision-making. By condemning this out of 
hand, these health economists in fact reach a biased conclusion and are too focused on 
decision-making processes while forgetting about the importance of one-on-one rela-
tionships.
So the trust and the distrust group both represent a one-dimensional perspective: full 
trust in the virtuous character and competencies of the medical profession seems to be 
too far-fetched while dismissing the moral values of their exceptional responsibility as 
untrustworthy seems to be unfair.
The respondents in the qualified trust category discuss the criteria physicians and the 
physicians’ contexts have to meet in taking care of older people. These criteria provide 
the boundaries and marking points of the medical professional’s freedom. For example, 
age can only be used in decision-making as a medical criterion. Decision-making has to 
be made transparent, and allocation decisions have to be left out of the relationship be-
tween physician and patient. In addition, physicians have to keep their knowledge up 
to date and pay attention to the individual patient’s preferences. Age can play a role in 
medical decision-making and can be important in the communication between physician 
and patient. Physicians should act within the boundaries and marking points set by these 
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respondents and that is how their discretionary room and the trust in their decisions are 
shaped. It is noteworthy that one of the respondents in this category claims on the basis 
of his clinical experience that overtreatment of older people is an important issue that is 
often overlooked. This observation sheds a new light on the assumption that the focus in 
this discussion should be on under treatment of older people. Future research regarding 
this issue is needed and offers new possibilities for gaining more insight in the role of age 
in medical decision-making.
If we compare the views and arguments of the qualified trust category with the one-di-
mensional perspective of the other two categories, the qualified trust category can best 
be described as taking place in-between the two extremes. The criteria in this category 
can be divided in two subcategories. They focus on the competencies of physicians on 
the interpersonal (micro) level between physician and patient as well as on the bound-
aries of the practice in which they have to work, the social (macro) level. For example, 
physicians have to keep their knowledge up to date and have to take patient preferences 
into account. However, according to these respondents they still need to justify publicly 
their decisions. While the respondents in the distrust category focus exclusively on public 
trust and the trust category mainly deals with trust on the interpersonal level, the quali-
fied trust category deals with both levels and the interaction between them. Actually, the 
results on the basis of the qualified trust category confirm the views as brought forward 
by medical professional organizations (ABIM Foundation ACP-ASIM Foundation Europe-
an Federation of Internal Medicine, 2002; Royal College of Physicians, 2005; Royal Dutch 
Medical Association (KNMG), 2007). In addition, they correspond to the broader view on 
medical professionalism as discussed earlier (Swick, 2000). Furthermore, on the basis of 
the preconditions as formulated in the qualified trust category we are able to identify 
what the medical professionals’ responsibilities towards society are on three levels: re-
garding the individual patient’s rights and the quality of medical decision-making, as well 
as regarding some awareness of the budgetary consequences of medical decisions. But, 
most importantly, these preconditions on three levels give us leads on how to fill in the 
discretionary room with which doctors operate and what their social responsibility en-
tails. They also show how these levels are linked to each other and interact.
The medical profession and society together have to invest in ensuring that physicians’ 
competencies enclose ways to deal with the new issues in modern, globalizing, high-tech 
societies by educating (future) physicians and holding them more accountable for their 
decisions and their openness to and competences of sharing decisions with those pa-
tients who wish to be involved. However, while focusing on the medical professionals’ 
responsibilities towards society we need to be careful not to neglect traditional medi-
cine all together. Certain aspects of traditional professionalism are still valuable to today’s 
medicine. In many ways, today’s culture of medicine tends to be hostile towards altruism, 
compassion, integrity, fidelity, self-effacement and other traditional qualities (Coulehan, 
2005). These qualities are still important and valuable to every patient searching for a phy-
sician to trust and therefore need to be esteemed also. However, focusing only on the 
trustful relationship between physician and patient and emphasizing the virtuous charac-
ter of physicians is, as we have attempted to show, no longer enough.
We cannot simply draw general conclusions regarding our results. Our study consisted of 
just a small sample of key persons in Dutch health care. However, the professionals that 
were interviewed are key professionals and experts in their field. Further investigation 
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is needed, though, to establish whether these results can be translated to other patient 
groups.

4.5 Conclusion

To conclude, physicians need their professional discretion to individualize their care for 
older people, to apply their special knowledge and skill to the specific complaint and 
needs of an older patient (Health Council of the Netherlands, 2006). However, physicians 
are not completely free to act as they please, for instance regarding the role of age in 
medical decision-making. The preconditions as identified in the qualified trust section 
provide the boundaries and marking points between which physicians have to move re-
garding the care for older people. We have to qualify these leads and use them in defining 
and interpreting what constitutes public trust in the medical profession. The qualifications 
provide us with insight into where and how to invest in trust under these and under dif-
ferent circumstances in taking care of older people. Physicians can be held accountable 
by society on the three levels as identified in the qualified trust category regarding the 
individual patient’s rights and the quality of medical decision-making, as well as regarding 
some awareness of the budgetary consequences of medical decisions. This means that 
physicians have to reflect on the financial effect of their decisions and thus explicitly con-
sider the fact whether they are providing the treatment because it is necessary or simply 
because it is possible. A special focus regarding this last aspect is needed for the possibly 
negative consequences for older people because of the increasing scarcity in resources. 
Older people must be able to trust their physicians in putting their interests first and not 
allow cost utility based allocation decisions to take over the decision-making process in 
the consultation room. Requiring physicians to be aware of the budgetary consequences 
of their decisions and explicitly reflect on the reasons for providing the treatment is not 
the same as advising them to follow blindly cost utility based decisions without regard 
for the individual older patient. It does not mean physicians should decide how resources 
should be divided between patients, but it requires physicians to make effective and wise 
health care decisions. The professional’s autonomy is a counterbalance against all sorts of 
external factors, like bureaucracy, and the economical and legal discourse, which could 
distract physicians from living up to the responsibility society has entrusted them with 
(Freidson, 2001), such as advocating the individual patient’s interests.
An important conclusion is that trust is never finished: trust needs to be gained and nego-
tiated in a continuous process of action and interaction. As Khodyakov writes:

Trust is a process of constant imaginative anticipation of the reliability of the 
other party’s action based on (1) the reputation of the partner and the actor, 
(2) the evaluation of current circumstances of action, (3) assumptions about the 
partner’s actions, and (4) the belief in the honesty and morality of the other side 
(Khodyakov, 2007, p. 126).

The preconditions of the respondents in the qualified trust section can be helpful here. 
More research into how these conditions can be translated in ways to shape trust on the 
social level is necessary. This research needs to focus on trust at the interpersonal level as 
well. As the quotations in the qualified trust section show, both levels of trust influence 
each other. The importance of the interaction of both levels is also recognized in the Char-
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ter on Medical professionalism, which states: 

Physicians must reaffirm their active dedication to the principles of professionalism, 
which entails not only their personal commitment to the welfare of their patients 
but also collective efforts to improve the health care system for the welfare of 
society (Sox, 2002, p. 246). 

Trust will never reach an unshakeable final shape: it will only be gained by a continuous 
effort, a process of action and interaction that can easily be lost as well. The process of 
shaping and strengthening trust needs to be given more attention. Physicians need to 
realize that the demand of public responsibility does not clash with the special nature 
of their professional actions (Health Council of the Netherlands, 2006). Physicians are ac-
countable to society regarding the care for older people. This does not mean that they 
lose their professional autonomy in doing so: in fact by being aware of social expectations 
and implementing them in their practice, trust in their profession will be gained and their 
professional autonomy may be strengthened.
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5.1 Introduction

In the previous chapters, we have discussed the role of age and age-based-rationing in 
the decision-making and communication process concerning older people. The role 
and impact of value judgments and the consequences for trust in the medical profes-
sional form a Leitmotiv in these discussions. In Chapter 6 we will further explore the 

concepts of trust and accountability. In this chapter, we will attempt some more ground-
work for this discussion.
An important question returning in each chapter is what the consequences are for the 
patient’s and public trust in medical professionals. What matters here is the distinction we 
made between physicians performing medical acts, in a comprehensive sense of the word 
medical, and physicians performing medical technical acts. The latter consists of those 
actions physicians themselves usually consider medical acts: collecting data about symp-
toms, signs and condition of the patient (anamnesis and physical examination), the con-
struing of the (differential) diagnosis and the provision of therapy or prevention (Chapter 
1): a rather objective process of gathering evidence and providing treatment. However, 
medical practice is not only about these technical assessments of the patient’s condi-
tion. Various normative, value laden judgments play, and should play a role in medical 
decision-making. Medical technical acts are therefore one version of medical acts. In this 
chapter, we will take a closer look on the role and impact of the value laden judgments in 
the decision-making process concerning older people. In this context, we will use the call 
for more accountable and trustworthy professionals as a starting point. First, we will take 
a closer look on what is discussed in the context of trust by medical professional organi-
zations in the United Kingdom, USA, Canada, and the Netherlands. Today, the charters 
on medical professionalism of the national medical associations attempt to define what 
patients and the public can expect from doctors. In addition, they define their focus in the 
context of both patient and public trust and accountability. Subsequently, we will provide 
a more detailed description of what we believe trust and accountability entail in the con-
text of the care for older patients. We conceptualize this as building new practices, for we 
will present a set of important building blocks in the form of what medical professional 
should (Do’s) and what they should not do (Don’ts). To illustrate this practice building en-
deavor we will use the model of the Royal Dutch Medical Association (KNMG) concerning 
the physician’s roles and responsibilities. 

5.2 The medical profession in a changing society

The medical profession is one of the most established and probably one of the strongest 
professions today and has acquired a powerful position in society for a long time. Doc-
tors and other health care professionals have a distinctive basis of legitimacy that lends 
strength to their authority (Starr, 1982). The medical profession itself provided the legiti-
macy for medical actions by developing codes and charters, exposing professional goals 
and conduct. In this way the profession was able to demonstrate to the public its trust-
worthy character and at the same time to provide a framework for assessing the sound-
ness of medical practices. As a next step, disciplinary tribunals were set up through which 
physicians were held accountable for their actions based on their own charters, by their 
peers. In other words, it was of great importance for the medical profession to gain and 
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to keep the power on what happens in medical practice and who makes the decisions in 
this context. This illustrates the value of the codes and charters for the medical profession, 
namely the protection of professional autonomy. The public was considered to trust the 
profession based on their actions and their codes. 
However, by the early 1970’s, professional medical ethics had acquired a bad reputation 
in the Western world as being more a set of rules to protect the interests of physicians 
than a code of moral conduct to protect patients (Coulehan, 2005; Stevens, 2002). The 
professional’s autonomy was threatened by some developments that called into question 
the trust in doctors. While medical treatment became more efficacious than ever before, 
the fact that it also can be potentially harmful to patients was gaining attention. As tech-
nology advanced, patients developed higher expectations of treatment, but at the same 
time they became progressively less satisfied with the personal aspects of medical care 
(Coulehan, 2005). In addition, the pressure from the government to provide cost-effective 
care as well as high quality care increased. The public made a call for more transparency in 
the decision-making process and insurance companies tried to influence what treatments 
are being offered to patients. 
That trust in doctors is no longer self evident is clear from the changes in medical soaps 
through the decades. Where Dr. Killmore addressed the dilemmas of a very authorative 
and trustworthy doctor, series like St. Elsewhere and House tell us that there may be lots 
of reasons to distrust doctors’ sound judgment in medical decision-making. Whether it’s 
greed, arrogance or addiction, doctors may have lots of other things on their mind in and 
around patient care. 
Subsequently, the medical profession herself feels her professional autonomy is being 
threatened. The fear of doctors is that non-medical professionals will to an increasing de-
gree determine the actual care provided (Royal Dutch Medical Association (KNMG), 2007). 
The Royal Dutch Medical Association explicitly discusses this issue by stating that phy-
sicians fear that more and more people from outside the profession will be prescribing 
the content of care (Royal Dutch Medical Association (KNMG), 2007). Referring to external 
forces as patient consumerism, government regulations, financial imperatives, medical in-
formation on the internet, litigation, technology and the explosion in medical knowledge, 
the Canadian Medical Society raises concerns about the new healthcare environment and 
the tumultuous changes in medical practice and on the issue how to prepare physicians 
to meet the needs of society (Frank, 2005). New stakeholders, parties and people claiming 
commitment to clinical practice, such as the industry, government, patient organizations, 
and insurance companies all bring different interests and values into the open, influenc-
ing everyday medical practice. 
In this context, we want to focus on two issues. Firstly, are the possibly conflicting values of 
the various stakeholders adequately accounted for in medical practice? For example, the 
tension between the government, emphasizing the principle of equal access for all pa-
tients, and insurance companies attempting to influence the provision of treatments. Sec-
ondly, does the medical profession provide an adequate answer for handling its respon-
sibilities towards these different stakeholders, such as respecting the rights of patients 
and treating patients equally, and acting according to the medical professional standard, 
clinical guidelines and the organizational requirements of the health care institution: is 
the profession sentient towards the tension that can exist between these responsibilities?
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5.2.1 Reshaped medical professionalism
The disputed trustworthiness of the medical profession lead to a call for more account-
ability regarding the physician’s actions. This call for a broader accountability, encompass-
ing more than a perfect performance of an operation or implementing new technologies, 
confronts the medical profession with a need to reflect on their roles and responsibilities 
towards individual patients and towards public institutions. New charters and codes are 
being developed since the late 1990’s, as a response to these developments and with a 
renewed focus on the role of values in clinical practice. These charters share a similar back-
ground, that is a confrontation with a decline in individual patient and public trust as well 
as a confrontation with threats to the physician’s professional autonomy by both societal 
developments and external parties forcing themselves a role in clinical practice.
In these new charters the medical professional organizations reflect on the threats they 
are confronted with. Trust and accountability play an important role in these statues. For 
example, according to the Royal Dutch Medical Association medical professionalism as-
sumes mutual respect, individual responsibility and accountability (Royal Dutch Medical 
Association (KNMG), 2007). The value of individual and public trust is recognized by the 
medical profession and forms the basis of their covenant with society. In the British report 
Tomorrow’s doctors, it is stated that patients must be able to trust doctors with their lives 
and well-being. To justify that trust, it is stated that the medical profession has a duty to 
maintain a good standard of practice and care and to show respect for human life (Gen-
eral Medical Council, 2003). According to Swick, a definition of medical professionalism 
must account for the nature of the medical profession and must be grounded in what 
physicians actually do and how they act, individually and collectively. Therefore, medical 
professionalism consists of those behaviors by which physicians demonstrate that they 
are worthy of the trust bestowed upon them by patients and the public, because they are 
working for the patients’ and the public’s good (Swick, 2000).
So, what defines a good doctor, a doctor whom we can trust? Medical associations have 
responded to this question by generating three types of charters: the competence type, 
the conduct type, and the mixed competence-conduct type. 

5.2.1.1 The competence type of charter on medical professionalism
In 1996 the Royal College of Physicians and Surgeons of Canada published the influential 
CanMEDS Physician Competency Framework. Since then it has been extensively reviewed 
and updated; the most recent version dates from 2005 (Frank, 2005). The Framework tries 
to provide an answer to the difficulties the profession is confronted with, as identified 
above, by broadening the competencies required from physicians, as a way to increase 
trust in doctors. The CanMEDS Roles Framework identifies six roles, which together shape 
a medical expert. These roles are: the professional, the communicator, the collaborator, the 
manager, the health advocate and the scholar (Frank, 2005). Furthermore, in the Frame-
work of 2005 we find a reference to the dual responsibilities of physicians in today’s medi-
cal practice that is responsibilities towards individual patients and towards society. We 
also find references to some other stakeholders but since these are not really elaborated 
upon these references remain rather general and limited. 

5.2.1.2 The conduct type of charter on new medical professionalism
The conduct type of answer is provided in the Charter on Medical Professionalism, by 
the American Board of Internal Medicine (ABIM-Foundation), the American College of 
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Physicians-American Society of Internal Medicine (ACP-ASIM Foundation), and the Euro-
pean Federation of Internal Medicine who focus more on the role of values in clinical prac-
tice (ABIM Foundation ACP-ASIM Foundation European Federation of Internal Medicine, 
2002). In comparison to the charters above, such as the CanMEDS Framework, we do not 
find a broad list of competencies, but a focus on normative principles and responsibili-
ties. The charter is based on three Fundamental Principles, concerning the primacy of pa-
tient welfare, of patient autonomy and of social justice. Furthermore, a set of Professional 
Responsibilities is framed in terms of commitments, such as commitment to professional 
competence, honesty with patients, to improving quality of care, to a just distribution of 
finite resources, to scientific knowledge, to maintaining trust by managing conflicts of 
interest and to professional responsibilities. The way these responsibilities are described 
demonstrates receptiveness for the role of non-medical technical and normative argu-
ments in the decision-making process. For example, regarding the conflicts of interest 
with for-profit industries, including medical equipment manufacturers, insurance compa-
nies, and pharmaceutical firms, physicians have an obligation to recognize these conflicts 
of interests, to disclose these to the general public, and to deal with these conflicts of 
interest that arise in the course of their professional duties and activities (ABIM Founda-
tion ACP-ASIM Foundation European Federation of Internal Medicine, 2002). But also, by 
explicitly stating that medicine’s contract with society demands placing the interests of 
the patients above those of the physician, and setting and maintaining standards of com-
petence and integrity (ABIM Foundation ACP-ASIM Foundation European Federation of 
Internal Medicine, 2002), the charter provides a broad description of ‘good’ medical con-
duct, not only focusing on medical-technical acts, skills and competencies. 

5.2.1.3 Comparison of the Charter on Medical Professionalism and the CanMEDS Framework
Both the Charter on Medical Professionalism and the CanMEDS Framework are too one-
sided. The CanMEDS Framework focuses too much on the competencies of physician’s and 
as a consequence overlooks the role of values in clinical practice (Frank, 2005). The Charter 
on Medical professionalism, however, remains too abstract as it fails to address the com-
petencies needed for dealing with these values (ABIM Foundation ACP-ASIM Foundation 
European Federation of Internal Medicine, 2002). Consequently, both endeavors do not 
provide leads for dealing with the different values of the various stakeholders influencing 
the provision of care in general and care for older people in particular. 
In comparison with the CanMEDS Framework, the Charter on Medical Professionalism 
pays more attention to the dual structure of responsibilities of physicians. Here also, how-
ever, this duality is generally limited to the responsibilities of patient and society, includ-
ing the role of for-profit industries and opinion leaders. Because the relevance of multiple 
stakeholders is not really accounted for, the Charter does not include other parties like the 
government, the patient’s family, employers, professional organizations, patient groups 
representatives and institutional management which, as we have seen have their own 
interests and values and influence medical practice. As a result, the Charter provides a too 
naïve view on the role of stakeholders in decision-making. 
When examining the descriptions of the medical professional’s roles in the CanMEDS 
charter, we notice that the role of health-related values, such as justice, responsible use of 
authority and influence, and advocacy for individual patients, populations and commu-
nities, in decision-making is addressed only marginally, although we do find some leads 
indicating a certain susceptibility to the impact of values on the professional’s behavior 
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as well as to the distinction between medical acts and medical technical acts. As we have 
seen in the previous chapters health-related values play an important role in the commu-
nication and decision-making process in the care for older people (see Chapter 2 and 3). 
Consequently transparency and accountability concerning these values are part of medi-
cal professionalism also and, in addition, play a role in the context of judging the trust-
worthiness of an individual physician and the professional organization as a whole. Ethical 
values, however, just play a minor role in this Framework as they are mentioned as one of 
many aspects of some of the enabling competencies.
In addition, we think the dual structure of doctors’ responsibilities should be further spec-
ified. First, a relevant focus concerns the relational aspects of dealing with the patient 
and patient’s representatives. The second focus is on the private and public institutions 
involved in organizing and regulating health care. Among these institutions are govern-
ment agencies, health care organizations, insurance companies, patient organizations 
and other stakeholders. So, on further analysis of the CanMEDS charter, the dual structure 
of physician’s responsibilities refers to a multiple stakeholder model, a prime dual focus 
within this model.
Regarding the conduct type of charter by the ABIM and ACP-ASIM Foundations, we want 
to put forward two points of criticism regarding this approach. First, the emphasis on prin-
ciples and commitments goes at the expense of a focus on what to do with these princi-
ples and the values underneath in practice. By using the word ‘responsibilities’ the charter 
places a lot of emphasis on the virtuous character of physicians. Physicians must ‘reaffirm 
their active dedication to the principles of professionalism’ and the charter is ‘intended to 
encourage such dedication’. 
Secondly, a focus is missed on what competencies are needed to incorporate these values, 
and more specifically, how to deal with conflicting values, in everyday medical practice. 
The Charter thus recognizes the role of values in medical practice, but fails to address 
how to act upon this knowledge. As a result, the Charter is not able to shake off a rather 
abstract level of principles and commitments. 

5.2.1.4 The mixed competence and conduct type charter on medical professionalism: the Dutch charter as an example
The structure of the model by the Royal Dutch Medical Association is inspired by the Can-
MEDS Framework (Royal Dutch Medical Association (KNMG), 2007). The Royal Dutch Med-
ical Association distinguishes five roles concerning knowledge and science, communica-
tion, collaboration, organization, and acting socially. The roles are made more concrete as 
they are specifically related to the call and need for accountability. The public demands 
good doctors to be open about and accountable for their decisions, not only to their peers 
but also to the public. This demand from society is approached in a positive way, as it is 
stated that by being accountable physicians demonstrate their medical professionalism. 
Accountability legitimizes their actions (Royal Dutch Medical Association (KNMG), 2007). 
In addition, through his accountability the professional demonstrates that he is worthy of 
trust. Furthermore, the Dutch Royal Medical Association states that medical professional-
ism is based on providing optimal care for individual patients. The problem is, however, 
that this starting point can be at odds with insurers, supervisors, and government, who all 
have their own views and opinions on what good and quality care is, and who are trying 
to influence clinical practice (Royal Dutch Medical Association (KNMG), 2007).
In recognizing these external forces and developments, the Royal Dutch Medical Asso-
ciation attempts to link these values from outside with the physicians’ competencies by 
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arguing that medical professionalism comprises the values, forms of conduct and relation-
ship with society as a whole that support and justify people’s trust in doctors, thus placing 
normative and technical behavior next to each other (Royal Dutch Medical Association 
(KNMG), 2007).

5.2.1.5 Criticism of the Dutch model
The Royal Dutch Medical Association’s approach attempts to deal with the threats to the 
professional’s autonomy, such as the changing market forces, changes in the health care 
delivery systems, the increasing role of external parties as insurers and patient organiza-
tions. The Dutch charter aims to connect physicians’ responsibilities and the various as-
pects of their accountability. It combines values and competences. However, next to the 
criticism of the competence and conduct type charter exposed above, we want to argue 
that two crucial things are missing in this approach.
The first thing missing is that the Royal Dutch Medical Association fails to recognize the 
physicians’ accountability to the other stakeholders, influencing medical practice, in ad-
dition to the patient and society at large or government agencies. The structure of the 
Dutch health care system with a large role for the civil society, unlike for example the 
British National Health Service, comprises various parties with a formally and socially 
acknowledged role in the health care system. These different stakeholders, such as pa-
tient organizations, insurers, employers, and professional organizations all have different 
points of view and different interests. It is therefore necessary to be even more precise 
regarding the physicians’ accountability, that is, to specify accountability to whom and for 
what aspect. In addition, these stakeholders all bring their views and values into clinical 
practice. Holding physicians accountable for recognizing these values and the way they 
are employed in the decision-making process is a crucial step, a step which is not yet taken 
by medical professional organizations. 
The second thing missing is related to what we have discussed in Chapter 1 and 2, in 
which we have demonstrated that value judgments are an essential part of medical prac-
tice. Accountability for the use of values in charters, codes of conduct and guidelines is 
important, but if there it stops, is too broad and abstract. Value judgments play their often 
implicit, role in the discretionary freedom physicians need to adjust their decisions to the 
specific characteristics of the situation, e.g. decision-making for individual patients and 
their families, and communication with particular insurance companies or patient orga-
nizations. Value judgments therefore should be taken into account in the discussion on 
medical professionalism. But, value judgements are considered to be tricky. Professionals 
usually view them as personal, subjective, and intuitive. They often lead to controversy 
and discussions, which gives values the reputation of being difficult and troublesome is-
sues. Nevertheless, values are inherently part of medical decision-making, and therefore 
have to be made explicit, in the same way as physicians are open about the scientific evi-
dence they use or which medication they prefer.

5.3 Building a new medical practice

We conceive the various charters on new professionalism as attempts to build new medi-
cal practices which are adaptive to changes in society and are productive in shaping new 
medical professionals which are accountable to and are trustworthy for society. In our 
analysis of the charters above we identified a number of critical points, which have to be 
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incorporated in building a practice of new medical professionalism, namely a focus on 
both values and competences, a specification of value judgments and competent actions, 
and attention for the various stakeholders.
Our aim is to fill in these critical points by sketching the contours of a new medical prac-
tice. In doing so we will propose a set of building blocks for such a practice by presenting 
the kind of actions which medical professionals should do (Do’s) and the kind of actions 
which they should not do (Don’ts).
On our conception of practice we do not only mean the kind of actions physicians and 
other health care workers perform in their consultation rooms and their interaction with 
(individual) patients. On the contrary, with practice we conceive of all kind of social ar-
rangements that is the infrastructure within which all kind of medical actions are per-
formed. Furthermore, a practice consists of multiple sites where medical actions are per-
formed. Thus, next to consultation rooms, laboratories and surgery rooms, other sites can 
be identified such as meeting rooms, committees for developing policies, protocols and 
guidelines, and professional education rooms for developing and upgrading of skills and 
competencies.
We propose to distinguish two kinds of arrangements to shape a practice, i.e. relation-
al and institutional. The former implies the framing of value systems and competencies 
which are necessary for the direct interaction with all the relevant stakeholders in a prac-
tice. This concerns not only colleagues (‘peers’) and other health care workers (‘internal 
accountability’), but also, for example, patients and patient organisations, representative 
organisations for the elderly, insurers, and policy makers. The latter concerns institutional 
arrangements for facilitating, guiding, preserving and protecting the relational processes 
in practice. Examples are supervising authority bodies, national or regional commission-
ers bodies (e.g. ombudsman), report and benchmarking policies, mediating and second 
opinion arrangements, and incentives measures.
Above we said to sketch the contours of the new practice by proposing building blocks. 
By this we mean to say that we can only indicate the directions for building up such a prac-
tice. A comprehensive and fully specified account of such a practice is not only possible, 
but also undesirable, because a practice has to be built by the involved stakeholders. Our 
hope is that we are able to provide some interesting directions.
To illustrate our practice building endeavour we use the model by the Royal Dutch Medical 
Association concerning the various roles of a physician, because as a mixed type of charter 
it already aims at combining values and competencies (the first critical point addressed 
above). We will fill in this model by specifying the kind of actions which medical profes-
sionals should do (Do’s) and what they should not do (Don’ts), thus attempting to meet 
the other two critical points addressed above. In this respect the criteria used by the inter-
viewed professionals regarding the qualified trust category have been used (see Chapter 
4). These criteria have a dual structure. Some are proposed as stringent criteria producing 
boundaries which should not be crossed in order to build trust in medical practice. Others 
are produced as constitutive criteria producing new avenues and horizons to be pursued 
in order to build trust in medical practice. We did not aim at an extensive analysis of all 
the criteria put forward by the interviewed professionals. Instead, we extracted the major 
clusters of criteria, which could be connected with the kind of competences identified by 
the Dutch professional model.8

8 We followed the same method of analysis as used in Chapter 4. The models were all theoretically driven. In 
our analysis, we extracted a number of ‘pickets’ that were formulated as Do’s or Dont’s that is what physicians 
should or should not do. Subsequently we selected the most valuable ones, which we were also able to frame 
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5.3.1 The roles of medical professionalism: Do’s and Don’ts
The KNMG identifies five roles of medical professionalism: knowledge and science, com-
munication, organizing, collaboration and acting socially (Royal Dutch Medical Associa-
tion (KNMG), 2007). In this section, we will explore what these roles imply for the care 
for older people. In addition, we will demonstrate the role of value judgments in various 
aspects of medical decision-making in this context.

A. Knowledge and science

•	 Interaction of diseases
Physicians should not just be focusing on the ‘symptoms’ as dealing with one aspect 
has consequences for the rest (realize that the various diseases and complaints 
interact and have consequences for other professionals in a chain of care and for their 
treatments)

•	 Complexity and individualization
Because of the complex nature of the care for older patients physicians have 
to individualize their care (especially regarding older patients: complexity and 
challenging)

•	 Evidence and doubt
Physicians have to realize that the available evidence is not suitable for answering the 
question of the desirability of the treatment 

The first role identified by the KNMG, Knowledge and Science, pertains to the physician as a 
science based medical expert, who keeps his knowledge up to date. In the context of the 
care for older people we distinguish several issues that require further attention.
First, the high frequency of multi morbidity and multiple treatments is a prominent fea-
ture in the care for the elderly. In many cases, there is a lack of evidential basis for medical 
actions, which poses problems of insecurity and carefulness and makes good communi-
cation with other health care professionals even more urgent than usual. This concerns, 
what is called in ethics, the ‘problem of many hands’ (Poel & Zwart, 2010; Thompson, 
1987): next to the question who is responsible for what, the issue is how the ‘whole chain’ 
of health care delivery can take responsibility for the elderly patient. Next to supportive 
tools as interactive electronic patient databases, it might be helpful to develop new ar-
rangements, technologically through discussion and monitoring platforms through the 
internet and organizationally to set up assessment and monitoring committees with rep-
resentatives from the ‘care chain’ to connect the various health care professionals. Further-
more, the issue is how to involve elderly patients and their families.
Second, the care for older patients can be characterized as complex considering the often 
problematic character of the older patient’s health status and the uncertain prognosis of 
the older patient’s condition after treatment (Boyd et al., 2005). This requires competen-
cies for individualizing health care for the elderly, but also implicates new ways of framing 
protocols and guidelines, possibly to be developed, implemented, monitored and evalu-
ated by multi professional teams.
The physician’s technical skills often appear not able to cover over all aspects of the care 

in the list of competencies as identified by the Royal Dutch Medical Association. 
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for older patients. Moreover, age-related value judgments also play their part here, as both 
physician and patient have to reflect on what care is needed and what care is still desir-
able, which should therefore be a crucial aspect of the competency list of physicians. This 
concerns a valuational competency, because the desirability question of every treatment 
decision for an older patient cannot be merely answered with the available evidence. For 
example, a cardiologist has successfully treated an older patient. The patient is given time 
to recover at the hospital and receives an appointment to check up on him a few weeks 
later. It appears that the patient has a very hard time in coping with the after effects of the 
treatment. A few months later he is still not feeling well. The cardiologist involved, how-
ever, is not handling these problems, as the patient has returned to his general physician 
or gerontologist. Moreover, he may not even be aware of the problems that have arisen. 
In other words, is the evidence the cardiologist is using to decide whether to treat or not 
suitable for the treatment of older people? It is not only a science-based and technical is-
sue, but also a value topic, because questions of vulnerability, endurance, resilience and 
strength of social networks are at stake, which are important to answer the desirability 
question of the treatment for an older patient (Agich, 2003; Campbell & Buchner, 1997; 
Hamerman, 1999; O’Connor, 2005; Tronto, 1993).

B. Communication

•	 Desirability in communication
The desirability of the treatment needs to be explicitly reflected on at the relational 
level (this issue should be discussed from a medical, societal en personal perspective)

•	 Patient network appreciation
Physicians should appreciate the role of the patient’s personal network (shared marital 
history and voluntary aid: important sources of information)

•	 Intercollegiate discussions
Physicians need to be aware of the importance of discussing the care of an older 
patient with their colleagues (value judgments are often explicated in discussions 
between professionals)

In the context of addressing the desirability-question, the communication skills of phy-
sicians play an important role. In addition to the general requirements concerning the 
communication between physician and patient, we will discuss some other aspects which 
are especially important in the care for older patients relating to communication with the 
patient’s family and the network of health care professionals and other stakeholders.
An important aspect of the communication between physician and older patient is the ex-
plicit discussion of the desirability of the treatment, from a medical perspective, a societal 
and a personal perspective. This question should become part of every decision-making 
process. Physician and older patient should engage in a conversation concerning the con-
sequences of the proposed treatments and whether both patient and physician are will-
ing to accept these. But also, we need to be aware of the role of desirability-judgments 
from the perspective of the physician in addition to the objective medical arguments he 
makes use of. For example, a physician might find it acceptable for a patient to consider a 
rehabilitation process of a few months, while the patient may feel that at this stage of his 
life, he does not want this anymore. What matters here is that both patient and physician 
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may not be sharing the same values regarding health, priorities in health care and the 
role of the patient’s age or stage in life. The situation becomes more complex, considering 
the increasing trend towards organisation in health care – e.g. shared decision-making, 
multidisciplinary teams, and disease management. Conflicting views and perspectives at 
various levels might be at stake. But complexity can also arise, because society may send 
mixed signals. On the one hand older people are encouraged to remain active and in-
volved for as long as possible. At the same time the fear of too heroic treatments implies 
a passive attitude, asking from the patient – and the physician – ‘that it perhaps would 
be better to let life take its course’. For example, in a leading Dutch newspaper in the 
context of health care reform the question is asked whether all medical means must be 
employed to keep every patient alive? And, is it always self-evident to start en expensive 
chemo-treatment, to extend a life for a short time (NRC Handelsblad, 2010). Furthermore, 
physicians should be aware of the impact of these value judgments on reaching their de-
cisions, but should also be able to identify tensions and potential conflicts between their 
value judgements and the value judgements of the other stakeholders in health care de-
livery for the elderly. Finally, in addition to recognizing the significance of the desirability-
question physicians have to reflect on the way the physician communicates these value 
judgments with his patients.
In the care for older people the family often plays a crucial role (see Chapter 2). The shared 
history of older partners, but also the intimate relationship with people offering voluntary 
aid is a valuable source for understanding the patient and his values. In reflecting on the 
desirability of treatment, the patient’s personal network needs to be appreciated also as a 
valuable source of information. 
Identifying value judgments in the context of the desirability of treatment is a complex 
tasks for both patient and physician. To warrant that these normative arguments do not 
remain hidden, physicians and patients therefore need to make an effort to identify these 
arguments and subsequently talk about them with each other. In Chapter 2 we discussed 
the four models of the physician-patient relationship by Emanuel and Emanuel. In this 
chapter we criticised the informative model as being too restricted as it conceives the 
communication between physician and patient too much as a medical technical process 
in which value judgments do not play a role. Here again it becomes clear that the delib-
erative model of the physician-patient relationship as identified by Emanuel and Emanuel 
best fits our goal (Emanuel & Emanuel, 1992 and Chapter 2). If we want physician and 
patient to explicitly discuss the desirability of the treatment, we need room to openly re-
flect on the value judgments which may influence this decision. However, the model has 
to be extended incorporating family and other supportive persons into the deliberative 
process.
The last aspect we want to discuss here, concerns the discussions that take place between 
colleagues in a health care setting. Value judgments often are made explicit in discus-
sions between fellow physicians or in the treatment team (see Chapter 3). In addition to 
the models of Emanuel and Emanuel who focused on the relationship between physician 
and patient (Emanuel & Emanuel, 1992), we now see that in the interaction between col-
leagues and other health care workers also an important source of information is found 
for answering the question of the desirability. The complex and challenging character of 
the care for older people as discussed in the previous section is relevant here also. Physi-
cians are confronted with a lot of doubts and dualities requiring explicit discussion, It is, 
therefore, not only on the level of the physician-patient relationship that we have to look 
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for possible value judgments but also at the level of the health care setting. 

C. Organizing 

•	 Chain of care/patient focused network care
The care for older patients should be given shape alongside a chain of care

•	 Connecting consequences
The various links should be in close connection with each other concerning the 
consequences of the decisions that are made

In line with the final comments in the previous section concerning the intercollegiate dis-
cussions we need to discuss the way the care for older people is organized. Health care in 
general is now known more and more by physicians working within a team context and 
through participation in health care chains. Rarely do doctors still work alone (Royal Dutch 
Medical Association (KNMG), 2007). As seen from the practice descriptions we analyzed, 
the organization of the care for older people basically not differs from the way care is pro-
vided to other patient groups. Business as usual as older patients are treated as every other 
patient, taken from one link in the health care chain to the other. In the Dutch literature on 
organizing the care for older patients it is believed that to prevent neglecting complaints 
or diseases because of lack of expertise, a focus on the patient is needed in organizing the 
care along side a patient focused network (Nieuwenhuijzen Kruseman, Bussel, & Pijpers, 
2006). The preference for patient focused network care instead of disease focused chain 
care involves that all complaints will be dealt with in a coherent manner, preferably by one 
person or a small multidisciplinary team. So, in addition to individualizing the care for an 
older patient, professionals are required to have an eye for generalization, as they are re-
quired to be capable of dealing with more than one complaint or disease at the same time 
(Nieuwenhuijzen Kruseman, Bussel, & Pijpers, 2006). A fragmentation of care which affects 
the quality of care provided in an negative way, needs to be prevented. Starting point 
should be that every physician has his own responsibilities in addition to a shared respon-
sibility. Arrangements have to be made concerning the various tasks to be performed 
and everybody’s responsibilities concerning these tasks (Royal Dutch Medical Association 
(KNMG), 2007). In addition, it is suggested by Wesseling, in the context of the Dutch health 
care system that, hospitals have to set up multidisciplinary care units for patients with 
multi morbidity, who can not be cured, but who’s health condition can be improved, as for 
instance older patients (Wesseling, 2003). What makes this proposal worthwhile is the fact 
that in these care units older people can be admitted directly. In addition, one specialism 
will fulfill the role of coordinator, which ensures that the responsibility for the patient will 
not be passed on indefinitely. Furthermore, a valuable initiative in this in context has been 
taken by one Dutch hospital. In this hospital a Geriatric Diagnostic Outpatient’s clinic has 
been setup, providing older patients to have all their diagnostics done in two days, giving 
the patient one week rest in between (Schipholt, 2007). 
Organizing the care for older people therefore requires special attention. It is urgent to de-
velop a patient focused network care and the centralization of diagnostics and profession-
als in the care for older people. This also helps to ensure a closer connection of the various 
links in the health care chain and to provide opportunities for an explicit discussion of the 
desirability of the various treatments. In this context, issues such as who is responsible 
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for what part of care delivery, how are all the various links kept up to date, and how is 
the patient handling the treatments and are they effecting his other conditions, can be 
dealt with. We need to keep in mind that not being able to plan appointments on one 
day is unpleasant and inconvenient for all patients, but this is especially the case for older 
patients. They are often dependent on public transport, walk with difficulty and are gener-
ally not very energetic. On an organizational level, these issues need to be addressed as 
well. Health care organizations have to reflect on the priority of these practical objections 
and relate this to the way care is delivered and organized in their setting.

D. Collaboration

•	 Process focus
Not the partial product but the process should be the starting point in the care for 
older patients (chain of care)

•	 Desirability in chain of care
The desirability of the treatment needs to be explicitly reflected on in every link of the 
chain of care (from a medical, societal and personal perspective)

•	 Non mechanical approach
Physicians should be aware of a too ‘mechanical’ use of a chain of care (although the 
various links in the chain are connected, the chain may not be working properly)

On the subject of collaboration, the Royal Dutch Medical Association states that physi-
cians are more and more working in a team and are taking part in chains of care. This 
has its consequences for the physician’s responsibilities, as they are being shared with 
and divided between other physicians or professionals (Royal Dutch Medical Association 
(KNMG), 2007). Important in this context is that every professional is aware of his own 
responsibility, while also acknowledging his responsibilities towards other professionals. 
In the interest of the patient it is therefore important that it has to be clear who is respon-
sible at what time for which part of the chain. Starting point should be that every profes-
sional has its own responsibility and at the same time has a shared responsibility (Royal 
Dutch Medical Association (KNMG), 2007). A chain of patient focused network care is of 
specific importance in the care for older patients (Nieuwenhuijzen Kruseman, Bussel, & 
Pijpers, 2006). In general, older patients have more than one illness or complaint, which 
requires specific attention. Every medical professional treating an older patient should 
realize how his or her actions can influence the wellbeing of the patient in regard to the 
other complaints. In other words, what matters is the process. Every link in the chain of 
care should be involved or consulted when making a decision, especially in the context 
of a medical specialist treatment. The way health care is organized today, however, makes 
these proposals more difficult to realize as patients are generally seen in the context of 
one disease or complaint, with one specialist at a time.
We want to take this responsibility one step further by introducing the issue of the desir-
ability in every link of the chain of care. This means for example that a cardiologist should 
not just be repairing the heart and send the patient home, but be committed to the care 
process before treatment and in the aftercare. In this process the desirability of the treat-
ment should be explicitly discussed. The value of adding the desirability question here is 
that it reduces the risk of a too mechanical use of a chain of care: as long as the various 
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links are connected that chain is intact and working properly. An explicit reflection on the 
desirability of the treatment in every link of the chain offers two valuable advantages.
Firstly, as we have seen value judgments play an important role in the treatment deci-
sions of older people, an issue which is missed in the literature on the chains of care. In 
Chapter 3 we discussed that these value judgments are made explicit in discussions with 
colleagues and other professionals. The various links in a chain of care and the collabora-
tion and discussions with the professionals in these links can therefore serve as a valuable 
source for identifying these value judgments. In addition, it is important to realize that 
every link provides its own discretionary room, which can lead to assumptions not in line 
with the premises from the previous link. Collaboration between the various professionals 
in the chain of health care delivery can be helpful in explicating the role of value judg-
ments in the decision-making process throughout the health care chain.
Secondly, explicitly addressing the question of the desirability of the treatment every time 
a decision is made reduces the risk of being confronted with unexpected and unintended 
consequences of medical actions. It is not enough to discuss the desirability issue at the 
beginning of the chain as it is very likely that the patient gradually, moving up the chain, 
may become feeling differently regarding certain treatments. The route that has been ini-
tially mapped needs to be adjusted. Still too often, a once started and agreed upon course 
is blindly followed, moving the patient from one chain to the next, until things really can-
not go on any longer (Charles, Gafni, & Whelan, 1999). Thus it is important to realize that 
the discretionary freedom not only concerns the decisions on the level of the physician-
patient relationship, but is crucial on the level of the whole chain of care also. Physicians 
are thus accountable for addressing the issue of the desirability of the treatment on the 
level of the physician-patient relationship and on the level of a chain of care. 

E. Acting socially

•	 Societal desirability
The desirability of the treatment should be discussed from the perspective of society 
(capacity)

•	 Patient group desirability
The desirability of the treatment should be discussed in relation to the consequences 
of the treatment for older patients as a group (proportionality and medically futile care 
and over and under treatment)

•	 Institutional desirability
The desirability of treatments should also be discussed in relation to the consequences 
of the treatment for the institution and the other professionals in a chain of care 
(proportionality)

According to the Royal Dutch Medical Association, accountability towards society entails, 
for example, the physician’s responsibility to make his effort regarding medical education 
and the development of medical science in relation to public health. In addition, physi-
cians should act in accordance with generally accepted medical ethical standards. In the 
context of choosing between two interventions with the same effectiveness, physicians 
should take their responsibility and make a decision based on the patient’s preferences or 
safety or efficiency arguments. In addition, physicians have to strive for providing efficient 
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care (Royal Dutch Medical Association (KNMG), 2007).
Physicians’ accountability regarding the desirability in this context does not concern the 
individual costs for individual patients. It is not directed at holding physicians accountable 
for financial issues apart from other arguments. It does concern accountability towards 
the broader consequences of the decisions regarding what is most preferable on the level 
of older patients as a group. It also entails accountability towards the consequences of the 
physician’s actions for the other stakeholders and professionals in the chain of care. As we 
have seen, in the context of the discussions with fellow physicians the decision-making 
process and the arguments used become more visible. This is also relevant for the judg-
ments used on this level as physicians should not be making these assessments alone. The 
issue of proportionality for both the institution and his colleagues and the consequences 
for the group of older patients can best be identified in collaboration with other profes-
sionals and professional organizations. Subsequently, physicians can be held accountable 
for the choices they make in the context of the desirability of the treatment on this level 
also. Furthermore, the physician’s social role in this context also concerns the physician’s 
involvement in the discussion on the consequences of the ageing of the population. For 
example, the debate on life-extension and whether we really should accept the fact that 
we all grow older. Physicians are mostly concerned with addressing the health problems 
of their patients in the best possible way, thereby not reflecting on these broader societal 
issues and the values involved.

5.4 Concluding remarks

We have seen that medical professional organizations throughout the world are strug-
gling with the task of identifying a new medical professional character. In our perspective, 
for discovering such a character, we need building blocks. The building blocks in the form 
of the various Do’s and Don’ts as identified above, provide handles for framing the con-
tours of a new practice and for individualizing the medical professional’s responsibility on 
the relational and institutional level as described above. We have attempted to address 
the critical points as named above, a focus on both values and competences, a specifica-
tion of value judgments and competent actions, and attention for the various stakehold-
ers. However, these building blocks have to be further specified, on both the relational 
and institutional level. We believe the stakeholders themselves should perform this task. 
In the next chapter, we will turn to the second part of the diptych, the development of a 
framework of accountability and trust in the care for older people. The Do’s and Don’ts as 
identified in this chapter as a basis for building a new medical practice, form the starting 
point of the endeavor in Chapter 6. 
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6.1 Introduction 

In the previous chapter, we identified the building blocks, which provide handles for 
framing the contours of a new practice and for individualizing the medical profession-
al’s responsibility on the relational and institutional level. We specifically addressed 
the role of trust and accountability in these building blocks in the context of the care 

for older patients. In this chapter, we will further go into what the influence and role of 
value judgments mean for patients’ and public trust in doctors. We will provide a detailed 
description of a new framework of accountability of physicians as a foundation for trust in 
physicians. Here also our focus will be on the decision-making for older patients.
Before we can attend to this matter, though, we need to gain some insight in trust as it 
is discussed in bioethical literature. Furthermore, we will demonstrate that in addition to 
trust we need accountability.

6.2 Trust and accountability

The relationship between physician and patient is based on trust. A patient trusts a phy-
sician to respect his privacy, to understand the vulnerable position he is in, to put the 
patient’s interests first and to act according to the medical professional standard. The con-
cept of trust has a venerable heritage in medicine. The axiom of care, to help or at least to 
do no harm is closely tied in with the pathos of trust: the vulnerable individual appealing 
for responsiveness within an unavoidable asymmetrical relationship (Zaner, 1991). In ad-
dition, as we have seen in Chapter 4, public trust in physicians entails trust regarding the 
protection of the individual patient’s rights and the quality of medical decision-making, 
as well as regarding awareness of the consequences of medical decisions, including bud-
getary and societal consequences (see Chapter 4). As shown in Chapter 3, trust in medical 
professionalism and trust in the individual actions of physicians in medical practice, also 
necessitates trust in the way physicians handle value judgments. Trust in doctors is equal 
to trust in skills and expertise of physicians, in their technical ability to perform procedures 
correctly, but also in their ability to recognize their personal views and value judgments, 
and to distinguish them from technical assessments based on science and medical knowl-
edge. But trust alone is not enough. In addition to trust we need safeguards and criteria 
to base trust on. In addition to trust, we need accountability. However, there are different 
frameworks of interpreting accountability. 

6.2.1 The contract-based framework of accountability
An important framework in the context of trust and accountability is provided by contract-
based theories, which are known for their notions of bargaining and negotiation, and 
self-interest and rationality. Contract theorists endorse a particular mode of reasoning, 
namely deliberative rationality. The contractarian method asks individuals to negotiate 
their values in order to arrive at a mutually shared set of values and norms (Durante, 2009). 
Contracts have been described as static and instrumental (Pettersen, 2009). The prime 
framework in many of these theories is provided by the physician-patient relationship. 
Against the background of the growing awareness that physician and patient interest are 
not always compatible (Schermer, 2001; Slevin, Plant, Lynch, Drinkwater, & Gregory, 1988) 
and to put an end to medical paternalism, the idea of a more or less formalized contract 
between physician and patient was gradually gaining ground in the second half of the 
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20th century. The four principles of medical ethics patient’s autonomy, beneficence, non-
maleficence, and justice, were meant to protect the patient’s interest and strengthen the 
patient’s role in medical decision-making. Before, trust was viewed as a kind of unavoid-
able trust as the patient often has no choice but to trust (Zaner, 1991) patients had little or 
no say in the decision-making process and where put in a position where their only option 
was to trust the medical professional. In the context of the contract-based perspective, 
trust is viewed as valuable, but only as supplementary to the central position of the con-
tract between physician and patient. In as far as the patient is dependent on his physician 
and has no choice but to trust him, the contract is a means to limit the risks inherent in 
this trust (Schermer, 2001). Trust is seen in the light of the importance of contracts and 
agreements between patient and physician, with a large role for formal regulation such 
as legislation and protocols in defining the terms of such contracts. Bruhn describes trust 
as becoming more like an economic good, something that can be negotiated, calculated 
and traded (Bruhn, 2005). The physician’s accountability is based on the way the physi-
cian handles his responsibilities and obligations in the context of the contract-based rela-
tionship between physician and patient and of the relevant regulation (Childress, 1982). 
Within the contract framework, accountability is also given shape at the institutional level 
by law and by medical professional organizations and health care institutions developing 
guidelines and practice guides to formalize and direct the medical professional’s actions 
and his accountability. On the public level, there is a social contract between physicians 
and society, through which the government grants physicians privileges of income, pro-
fessionals status, professional autonomy and self-governance. In return, society expects 
the profession of medicine to respond to social needs (Thompson & Davis, 2008), in addi-
tion to the needs of individual patients. 

6.2.2 Criticisms of the contract-based approach of accountability
The contract approach has fallen into some disfavour, however, as contracts are generally 
only appropriate for those who are relatively equal in power and capacity and are capable 
of voluntary agreements. They are less appropriate in relationships where one party is 
vulnerable as a result of limited power, sickness and/or age (Baier, 1986; Peter & Morgan, 
2000). In addition, Schermer argues that rules and regulations intended to diminish the 
risk of trust, as is the case in the contractual form of trust, can start to function in a way 
that undermines rather than promotes or warrants public trust. A system that is inspired 
by distrust and is based exclusively on control, safeguards and sanctions may undermine 
real trust rather than sustain or enhance it (Schermer, 2001). Also, it might be expected 
that the increasing attention paid to individual rights and to autonomy have increased 
public trust in the ways that medicine is practiced and regulated. But, according to O’Neill 
this is not the case. She ascribes loss of trust to the supposed untrustworthiness of health 
care workers and those who legislate and regulate health care. The perception is that they 
often pursue their own interests instead of those of patients or the public (O’Neill, 2002). A 
contract between physician and patient appears not capable of overcoming these draw-
backs. Hence, less paternalism has not necessarily resulted in more trust in doctors.
Founding trust and accountability on the rules for legitimate actions by medical profes-
sionals is, as it seems, a too narrow approach. Katz, for example, argues that if we value 
the idea and concept of informed consent, we have to value the concept of trust to be 
acquired through conversation as well. Disclosure and consent are meant to replace the 
traditional unilateral trust by mutual trust that extends from physician to patient as well
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as from patient to physician (Katz, 2002). Trust encompasses the physician respecting the 
patient’s rights, and being technically competent, but also his willingness to share the 
burden of decision-making with patients. Katz emphasizes a reciprocal cooperation be-
tween physician and patient, which presumes mutual communication, that is to say both 
physician and patient sharing information, wishes, doubts and fears back and forth. This 
conversational framework of trust enables to do justice to the varieties in dealing with in-
formed consent (see Chapter 2) and to make value judgments in medical decision-making 
more explicit (see Chapter 3).
The value of mutual communication is also recognized by Pellegrino and Thomasma as 
they believe that the physician is impelled to develop from the very outset a relationship 
with the patient that includes becoming familiar with the patient and wanting to meet 
the challenges of illness, disability, and death (Pellegrino & Thomasma, 1993). Baier shares 
the fear of physician’s abuse of power, which led to the contractual based relationship 
between physician and patient, but instead emphasizes the open nature of trust, linked 
to the virtuous character of physicians. Trust is a reliance on somebody else’s competence 
and willingness to look after the things one cares about (Baier, 1986).
Tronto accepts Baier’s view on trust as a basis for her discussion of consent-as-a-grant-
of-authority (Tronto, 2009). Tronto argues that trust in Baier’s perspective rests upon ex-
perience of some sort and makes a projection into the future about the reliability of the 
entrusted one. In Tronto’s discussion of consent-as-a-grant-of-authority it is argued that 
the act of consent is an acknowledgment of the doctor’s responsibility to take care of the 
patient which is based not so much on an agreement but rather on a relationship. Con-
sent consists of an acknowledgement of the existence of such a relationship as well as an 
assignment of responsibilities within it. Because the patient expects that the doctor will 
act not only according to the agreed upon terms but also in the patient’s best interests, 
it creates trust. A grant of authority is an act of trust; the assumption being made by the 
grantor is that the person entrusted will act in ways that are consistent with the reasons 
one consented and granted authority in the first place (Tronto, 2009).
 These broader perspectives on trust correct a certain one-sidedness of the contract view, 
but do not provide sufficiently elaborated alternatives. They address several difficulties 
within contract-based theories, but fail to present an approach capable of dealing with 
these issues, yet simultaneously preserving the valuable aspects of the contract frame-
work, especially those in terms of accountability.
Furthermore, it is noteworthy that the debate on trust in medicine is mainly concentrated 
on the relationship of trust between physician and patient. The broader issue of public 
trust in addition to personal trust in your physician is only receiving sporadic attention. 
Schermer, for example, argues that we can trust a physician as a person, because we like 
him and know him well, but we should also trust him as a physician, because we trust the 
medical profession in general (Schermer, 2001). Any alternative framework to the contract 
view should explicitly deal with the physician’s and medical professional organization’s ac-
countability. Before elaborating our alternative framework, it is necessary to remove one 
further stumbling-block: trust is not mere confidence.

6.2.3 Doing accountability: confidence versus trust
While physicians used to be only accountable to their patients and their peers, a gradual 
shift towards broader societal accountability has emerged. The increasing influence of 
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managed care and its attendant obligations of physicians to meet explicit, high profes-
sional standards and to achieve high quality care for patients, require new and transpar-
ent forms of accountability (Donaldson, 2001). In various ways physicians are confronted 
with limits to their professional freedom. They are increasingly asked to account for the 
way they spend medical resources. It is believed that because we cannot as a matter of 
course trust doctors to put societal interests first, society must control and check their ac-
tions (Checkland, Marshall, & Harrison, 2004). Various instruments have been developed 
to challenge physicians to be transparent about their actions, and to prove their trustwor-
thiness. The underlying philosophy of instruments like performance indicators, both pro-
cess and outcome measures, is that publishing more and better data will be a useful tool 
to bring about beneficial change (Davies & Lampel, 1998). It is believed that we cannot 
simply rely on trust; we need systems of accountability which secure control and report-
ing (O’Neill, 2004).
Questions are raised, however, about the consequences and usefulness of these instru-
ments. Are published health outcomes contributing to quality improvement, or is per-
haps the remedy worse than the malady (Davies & Lampel, 1998)? An important aspect of 
this form of accountability is transparency. Information about performance must be made 
available to various parties, such as governments and hospital boards, but also to the pub-
lic. In discussing the possible benefits of transparency many authors rely upon the distinc-
tion between confidence and trust, originally made by the German sociologist Luhmann.9 
According to Baier, it is not useful to delineate these as two strictly separable concepts. 
We should rather think of them as a continuum with on the one hand confidence in social 
systems and on the other hand trust in specific individuals (Baier, 1994). Thus, in discuss-
ing trust in doctors, we have to acknowledge that within the spectrum covered by trust in 
doctors an important role perhaps is played by confidence in doctors as representatives 
of the health care system. The crucial question therefore is whether and, if so, how trust in 
doctors involves more than this confidence aspect.
Harrison and Smith argue that the present emphasis on surveillance, performance mea-
sures, and rules shows a preoccupation with confidence instead of trust. Confidence gov-
erns everyday interactions where we assume relative certainty and security provided by 
abstract systems, while trust is necessary where there is vulnerability or when uncertainty 
tends to arise between individuals (Harrison & Smith, 2004). Patients and citizens should 
have confidence in the medical professionals’ technical skills and knowledge, but they 
also need to put trust in their powers of judgments and these do not only concern medi-
cal-technical matters, but also the goals and values to be served and respected by medical 
actions (Schermer, 2001). The emphasis on performance indicators and other measure-
ment tools thus promotes only the confidence aspect of trust. An important consequence 
of the emphasis on confidence is that it does no justice to the practice of medicine, as it 
obscures the essential uncertainty associated with much diagnosis and treatment.
Furthermore, Harrison and Smith argue, founding accountability on confidence dimin-
ishes the role of morality in everyday medical practice (Harrison & Smith, 2004). Putting 
confidence in certainty cannot provide answers to the moral dilemmas of health care, as 
it neglects aspects of uncertainty, discretion, and morality. Harrison and Smith give the 
example of people who have to confront loss of independence, loss of relationships, and 
anticipation of death; these persons have to grapple with uncertainty, despair, and vulner

9 Here we use the discussion by Baier (Baier, 1994) regarding the distinction as made by Luhmann (Luhmann, 
1979).
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ability and are engaged with moral and existential issues. This example is particularly rel-
evant for our discussion of the care for older people as this patient group is often con-
fronted with these issues.
Confidence alone cannot provide an adequate response to these dilemma’s or to the prob-
lematic decisions that they often involve. Harrison and Smith are worried that patients 
and professionals become morally indifferent to these dilemma’s and lose the capacity to 
respond to them, which will undermine trust in the provision of care (Harrison & Smith, 
2004). It has also been argued that reliance upon these confidence-driven performance 
indicators both implies distrust and generates more distrust (Power, 1997).
According to O’Neill this accountability culture explicitly seeks to marginalize profes-
sionalism and professional standards, by excluding the judgments of knowledgeable 
practitioners (O’Neill, 2004). However, external incentives and accountability in terms of 
performance do not have to be a problem, as long as it is realized that they should not 
disrupt public trust in health care and the essential motivation of professionals. Instead, 
performance measures should be encouraging and enhancing motivation and public 
trust. It appears, however, that governments and other parties demanding accountability 
are mainly focusing on presenting numbers and are overlooking the way systems are aim-
ing at improving the quality of care (Netherlands Health Council/Council for Public Health 
and Health Care, 2006). In other words, control and accountability are not necessarily a 
bad thing, it is the way they are used that clashes with building trust in professional prac-
tices.
From the discussion above, we derive two important topics for developing an alternative 
framework of accountability: professional judgment and morality are essential ingredi-
ents for a framework of accountability that builds and maintains trust.

6.2.4 A new accountability framework: the empowered professional and public accountability
Thus, we need a new view of accountability, which consists of two components. First, 
this form of accountability should strengthen professionals’ judgmental abilities in the 
decision-making process, concerning the care for older people. We will draw from recent 
proposals some important lessons offering a new perspective on the role of professionals. 
None of these proposals suggests returning to complete freedom of the medical profes-
sion, in which they are only accountable to themselves, but they provide a different per-
spective on the role of professionals in performing accountability and building trust. We 
will discuss three suggestions all explicitly linking accountability to trust.
Second, we will argue, following the work of Erman, that a new conception of public ac-
countability is necessary for accountability processes in complex practices such as the 
care for the elderly (Erman, 2006). Instead of the question to whom professionals should 
be accountable, the question becomes for what should professionals be accountable? The 
‘what’ encompasses value-driven issues, particularly desirability and public need topics 
regarding elderly people and health care delivery.

6.2.4.1 The empowered professional
Three suggestions in recent literature regarding the strengthening of professional judg-
mental abilities will be discussed.
Firstly, in her 2004’ paper O’Neill argues for a view of accountability that would support 
rather than supersede the intelligent placing and refusal of trust (O’Neill, 2004). Regaring 
accountability, the problem is that the focus has been too much on a managerial account-
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ability, which leads to an overly formulistic and mechanistic approach to accountability. In 
this way, faith in professional’s actions is undermined. By focusing, and trusting on, those 
who devise and revise performance indicators, we push trust in doctors back a stage while 
in the end we still have to decide whether to place or refuse trust. The true question is 
whether complex systems of managerial accountability help the public to place and re-
fuse trust. We need forms of accountability that allow people to make intelligent and in-
formed judgments about where to place their trust. O’Neill’s proposal has to be viewed 
against the background of her worries about the negative connotation surrounding trust. 
She believes that by concentrating on an intelligent form of trust and accountability, 
these negative associations can be overcome. Accountability can be called intelligent, 
O’Neill explains, if professional and institutional performance is assessed by those who 
are sufficiently informed to judge what they assess and sufficiently independent to judge it 
reasonably (O’Neill, 2004).10 
Secondly, Checkland et al. propose a new form of accountability which relies not so heav-
ily on measures designed to increase confidence, since these may actually endanger trust 
in the decisions of individual doctors (Checkland, Marshall, & Harrison, 2004). The general 
call for greater openness as a way to improve quality of care is underscored, but Check-
land et al suggest reaching that by being transparent about difficult decisions rather than 
about performance per se. Difficult decisions may arise because of being accountable to 
multiple audiences. This can be illustrated by the situation in which a physician is held ac-
countable for looking after the patient’s interest while at the same time he is bound by the 
organizational rules of the hospital he is working in. The pragmatic procedures from the 
lab or the admissions-office are important on the institutional level, but can conflict with 
the interest of an individual patient. At the same time though, Checkland et al acknowl-
edge the potential risk that the release of information on conflicting pressures, associ-
ated with the accountability to multiple audiences, might affect confidence in institutions. 
Subsequently, Checkland et al state that the challenge is to find a form of professionalism 
that is prepared to open itself to scrutiny and, through openness, allow trust to develop. 
They point at the crucial role of medical professionals themselves, because they fear that 
neglecting trust at the micro level by policy makers in favor of complex measures to im-
prove confidence, runs the risk of disrupting the internal, moral motivation of physicians 
(Checkland, Marshall, & Harrison, 2004).
Thirdly, while Checkland et al emphasize the content of accountability, Davies and Lam-
pel focus on the process of accountability (Davies & Lampel, 1998). They refer to the in-
trinsic nature of a profession, i.e. the complexity and uncertainty of decision-making in 
professional practices. The very idea of a profession implies skills, expertise, and tacit 
knowledge, which cannot be encapsulated by rules and regulations. Therefore systems 
of accountability are required which empower and reward rather than weaken or punish 
healthcare professionals in pursuing quality improvement and self-development. In addi-
tion, too much emphasis on competition, regulation and supervision undermines trust. 
Rather than increasing attempts at control a new framework is required which unlocks the 
potential of medical professionals to improve their performance (Davies & Lampel, 1998).
The three suggestions described above converge in their attempts to strengthen the 
judgmental basis of professional practices: informed, independent and intelligent deci-
sion-making should be coupled with attention for openness about difficult decisions and 

10 O’Neill uses the word ‘objectively’ in her paper. We, however, prefer the term ‘reasonably’ in this context, as 
we believe an assessment of accountability can never be completely objective.
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moral dilemmas, with appreciation of informal knowledge and skills, and with remodeling 
peer review from repression towards reward driven practice, that is a shift from a ‘cor-
rection culture’ to an ‘improvement culture’. They point at the intrinsic features of profes-
sionalism, which show that judgment is the key to create new forms of accountability. The 
question then rises whether these proposals are in danger of backsliding into professional 
internalism. The answer is that both internal and external accountability are needed. Ac-
countability is not a single entity but a practice that is the collective activity of profession-
als. From the above it is clear that internal accountability is both the process and outcome 
of judgmental actions performed by virtuous, skillful and moral professionals. But how 
should external accountability be conceived? This will be elaborated below.

6.2.4.2 External accountability and its virtual voice
In developing a new conception of external accountability in professional practices we 
will make use of the discourse perspective on accountability as developed by the Swedish 
political scientist Erman (Erman, 2006).11 In her paper on accountability in the context of 
human rights, she is searching for ways of making global institutions dealing with hu-
man rights more accountable than they are today. Human rights play an important role in 
safeguarding the freedom of civilians against the power of states and global institutions. 
They provide the foundation for legal rules and legitimate preconditions for the exercise 
of power by these states and institutions. The universal and general character of human 
rights, however, makes it difficult to call these powerful states or organizations to account 
for the way they handle human rights. Considering the open character of these rights dif-
ficulties arise in trying to make these rights operational: how should they be interpreted 
and shaped in practice? Furthermore, different rights can be at odds with each other or 
conflict in an individual case. For instance, the freedom of speech can collide with the 
freedom of religion when people of a religious group are offended by the statements of 
another group concerning their object of devotion. How can such complex practices be 
accountable for the framing and shaping of human rights?
Erman discusses three ‘logics’ that can be used to design the accountability of states and 
global institutions for the way they handle their obligations concerning human rights (Er-
man, 2006).
First, in the logic of appropriateness, actors comply with rules and norms being convinced 
by their moral validity or the procedure, which led up to the norm in question. 
Second, in the logic of consequentialism, actors conform to rules or procedures with a 
view on the result of the actions implicated by these rules procedures. Sanctions and in-
centives can be used to force actors to comply with rules and norms by manipulating their 
cost-benefit calculations, in order that they are convinced that compliance is in their own 
interest. In this logic, actors have considerable freedom for giving their personal interpre-
tation of the rules and principles. In addition, bargaining plays an important role, since the 
main objective in this logic is to keep all stakeholders satisfied.
Third, in the logic of argumentation, deliberation and learning are the core elements. In 
the context of argumentation, maximalization of preferences and interests of the actors 
directly concerned is not the main purpose. Rather, the logic of argumentation concerns 
investigating and justifying the validity of the claims underlying these preferences and 
interests. Thus, the logic of argumentation offers actors the possibility to adjust their 

11 Erman uses the term external ‘authority’ in stead of external ‘accountability. Here, however, we prefer the 
term ‘accountability’ in the context of our discussion. 
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preferences or their interests to better arguments as possibly brought forward by other 
actors.
Based on the logic of argumentation, Erman takes a next step, namely to move from, what 
she calls, a dyadic model of accountability to a triadic model of accountability. The clas-
sical, dyadic model of accountability links political decisions towards citizens through 
representative institutions in the traditional liberal-democratic way. In a triadic model of 
accountability, actors deliberating about human rights have to give arguments, not only 
to the other actors but also in relation to a third party, constituting external accountability 
and constructing a ‘virtual’ voice for those who do not have the power to raise their voice. 
That is, deliberating about human rights with other actors by raising validity claims in 
relation to the externally acknowledged human rights – expressing a common source of 
shared values and norms. What is of relevance, are not interests and preferences that are 
antecedent to deliberation but goals, aims and ideals that survive deliberation. Only a 
triadic model, constructing a virtual voice and a logic of argumentation can yield account-
ability regarding the complex practices framing, interpreting and shaping human rights 
in a globalizing world.

6.2.4.3 Transfer of Erman’s logics model into a framework of accountability in the care for elderly people
The aim of this section is to develop a new framework of accountability in the practice of 
health care for the elderly. Erman distinguishes three logics – the descriptive part of her 
political model -, but simultaneously makes a plea for extending the logic of argumenta-
tion in preference to the other two logics – the normative part (Erman, 2006). 
It is instructive to shortly describe how accountability looks like according to these three 
logics in the care for elderly people. First, in the context of medical practice, the logic of 
appropriateness concerns physicians acting in accordance with legal rules and medical-
professional guidelines, respecting general ethical principles. These rules and principles 
have been judged ‘appropriate’ beforehand. As long as physicians act according to these 
rules and norms, their actions will also be assessed ‘appropriate’. A point of criticism re-
garding the logic of appropriateness is the rather strict approach in judging the physi-
cians’ actions. Little room is left for physicians to deviate from these rules for valid reasons 
or for providing a personal interpretation of these principles. Accordingly, in this logic, 
accountability in health care practices is to show that professional actions conform to 
a priori set of norms and rules and to respond to the official bodies maintaining these 
norms and rules.
Second, in transferring the logic of consequentialism to medical practice, physicians will 
strive for pragmatic decisions by way of negotiating and convincing other actors of their 
viewpoint. In comparison to the logic of appropriateness, generally accepted normative 
starting points play a more modest role. The logic of consequentialism offers physicians 
relatively much freedom to act and to decide according to their own discretion. But physi-
cians are also given the opportunity to protect their own, professional interests and pref-
erences, as long as patient (organizations) and other stakeholders are contented. Accord-
ingly, in this logic, accountability in health care practices are regulated by norms and rules 
which are the outcome of bargaining and negotiating by the involved stakeholders and to 
respond to official bodies who supervise these negotiation processes.
Third, in the logic of argumentation, physicians are engaged in answering desirability 
questions regarding the care they need to deliver to patients. They strive for explicating 
value judgments relating their professional judgments to the empowering of the social 
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position of the patients and their families they serve. This concerns investigating and jus-
tifying the validity of the claims underlying their preferences and interests. Thus, the logic 
of argumentation offers professionals and other stakeholders the possibility to adjust 
their preferences or their interests to better arguments as possibly brought forward by 
other actors. 
These three logics can be distinguished analytically. In practice, the three logics are inter-
mingled and intertwined. Although the first two logics are predominant in current prac-
tices of accountability in health care, it should be noted that aspects of the third logic of 
argumentation are present as well. Substantial arguments about value issues play their 
role in health care, e.g. in discussions about ‘good death ’in euthanasia, ‘good care’ in pal-
liative care, or ‘useless medical care’ in end-of-life decisions. However, there is an urgent 
need to push things much harder and to fully embrace the logic of argumentation and its 
attendant triadic infrastructure of tying stakeholder networks not only to official bodies 
and to their own and each other’s interests, but also to the ‘underlying party’ giving it the 
voice it deserves.
However, it is a virtual voice, because physicians cannot claim to speak on behalf of the 
older patient. It is not about for whom they speak, but what kind of arguments they use 
to serve the older patient’s situation. The logic of argumentation emphasizes the signifi-
cance of having insight in which arguments are used by physicians. What is allowed and 
what is not is on the one hand not completely set up beforehand, but on the other side, 
not all is left to the discretion of the parties involved. Also, the logic of argumentation 
offers third parties or stakeholders, such as  health care organizations, government, soci-
ety, insurance companies and patient organizations an opportunity to comment on the 
arguments used and in that way, influence future decisions. For example, on the level of 
the physician-patient relationship, the regulations and directions of the management of 
the hospital he is working in bind a physician. These organizational rules can affect the 
way care is provided for an individual patient, as certain operations only take place in the 
morning or the waiting list for an MRI cannot be by-passed. These rules may also affect the 
relationships on the institutional level and the space for other stakeholders to influence 
the decision-making process on this level. For example, in the case where an individual 
patient or patient group believes that the consequences of a decision made on the level 
of the government or management of an institution is specifically unfair for certain pa-
tient groups. There is a two way process between the communicative and interactive level 
and the institutional level.
Erman’s discussion of accountability in the context of human rights, however, cannot be 
transferred to the practice of taking care of older people without making some reserva-
tions. Older patients as a group are not like the people in need for human rights. Older 
people in western societies are citizens, protected by law and given the opportunity to be 
involved in political and social decision-making. Their situation is obviously not as harrow-
ing as in the context of human rights worldwide. Nevertheless, there are some analogies 
as in medical practice much arguments remain invisible, and a voice in politics is not quite 
the same as a voice in a complex and opaque practice (see Chapter 2). 

6.2.4.4 Comparison of contract-based and deliberation-based framework of accountability
By comparing our perspective on trust and accountability with a perspective based on 
the contract tradition, we are able to provide more insight in what this new framework of 
accountability entails (see table 1). As a contract between physician and patient and be-
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tween physician and the public is mainly focused on the rules shaping the agreement, the 
framework of accountability as we see it focuses in addition on the process of deliberation 
for reaching a decision and ultimately for reaching trust. In our perception, the empha-
sis is not on controlling physicians, but on reaching a more structurized and transparent 
decision-making process by enabling them to enter a learning process, which will help 
them to analyze their actions and decisions, and subsequently learn from their experienc-
es. As a result individual physicians, the medical profession, patients, their families, and all 
the other stakeholders will be provided with an insight in various forms, in the decision-
making process. What needs to be addressed specifically when offering transparency in 
this process is the role of the various medical and non-medical arguments that are used. 
It is imperative in this context to be truly transparent about the reasons, influences and 
considerations leading to a decision, which requires physicians to be open about and be 
receptive to the arguments of possible stakeholders that are influencing the decision-
making process at the background. For instance, the patient’s family who are very skepti-
cal about a patient’s ability to recover from an operation at home, or an older patient’s 
general practitioner who has made a strong plea to ensure the treating physicians that 
only a month ago the patient was still very vital and alert. But it may also concern the phy-
sician’s role as a partner in a partnership which confronts him with conflicting interests, 
or the hospital’s management pushing him to do as much operations as possible, while 
he may prefer a more conservative treatment. But also the physician’s own personal value 
judgments which may direct his decision-making in certain directions should be part of 
the communication process too. 
Subsequently, the physician must be able to communicate these arguments with the pa-
tient involved. At best, if the patient is willing and able, this can result in a deliberation 
between patient and physician about the value of the various arguments used. In the 
context of the care for an older patient, the communication process will be specifically 
aimed at the desirability question, in which the arguments of the various stakeholders 
influencing medical decision-making concerning older people are represented. On the in-
stitutional level, the deliberation process can result in a discussion on the way the medical 
profession makes use of the rules and advices of protocols and guidelines, on preventing 
‘cookbook’ health care, and on the consequences of medical actions, e.g. in terms of pro-
portionality and overtreatment or under treatment of older patients as a group. 
 

Accountability in contract-based framework Accountability in deliberation-based framework

Control (external) Learning process

Performance indicators (transparency) Insight in decision-making process

Confidence Arguments (medical and non-medical; transparency about)

Mechanical/procedural Communication

Distrust (exemption from) Deliberative trust

Table 4. Two perspectives on accountability: a contract-based and a deliberation-based framework 
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The result is a new framework of accountability as a basis for trust in individual doctors 
and the medical profession. It concerns accountability to whom, that is to the individual 
patient and society as a whole, but also accountability for what, that is the arguments 
used in the decision-making process.

6.3 Tying together professionalism, trust and accountability

In this section we will tie the three central issues of this chapter together, that is medical 
professionalism and the role of value judgments, the Do’s and Don’ts in medical decision-
making, and trust and accountability in health care practices for the elderly.
A central element in the accountability framework as discussed above is the learning and 
training process of individual physicians and the medical profession as a whole to deal 
with the requirements resulting from this standard. Reaching trust based on a deliberative 
accountability, to be achieved on the basis of a discourse structure, requires that physi-
cians get used to gaining and providing insight in their arguments and decisions in this 
manner. This is not self-evident to many doctors and medical students, since medical cul-
ture is strongly guided by an ethos of distinguishing between medical facts on the one 
hand and ‘subjective’ opinions on the other hand and the separation of facts and values as 
used according to the information model of the physician-patient relationship (see Chap-
ters 1 and 2). This ethos is not conducive for a discussion of actual medical practice in 
which this distinction cannot be made so clearly, and where value judgments play an in-
trinsic role in the decision-making process (see Chapter 3). It is imperative to start the dis-
course process on the basis that both types of arguments influence the decision-making 
process concerning older people, as well as a mix of these and other kinds of arguments 
(Schermer, 2001). Realizing this is an important first step in reaching accountability. Trust 
and accountability should not only be embedded in and founded on rules of behavior 
and the consequences of acts and actions. A medical professional’s accountability goes 
further than judging whether he acts according to the medical professional standards 
and respects the rights of the patients. In this context the process of reaching the deci-
sion, whether both medical and non-medical arguments are dealt with in a transparent 
manner, is imperative for judging the physician’s trustworthiness and accountability. The 
physician’s actions should be embedded in a process of deliberation. What matters is not 
just the result of the decision-making process or whether it complies with all rules and 
principles. It is imperative to be able to judge on the basis of which arguments this deci-
sion is reached in actual practice (procedural transparency) and to judge the validity of 
these arguments, from a medical, ethical, legal, ethical, and social perspective (material or 
substantive transparency).
A new accountability framework leads to a new concept of trust. Both personal and public 
trust in doctors is generated based on the way the decision-making process takes place 
and the validity of the arguments used in this process. A triadic model of accountability 
leads to a triadic model of trust: trust on a relational level in the physician as a representa-
tive of the medical profession, in his medical expertise, and in his ability to be open about 
and communicate about the arguments used to reach a decision. But also, trust on an in-
stitutional level in the way the medical profession shapes the responsibilities of physicians 
and their different roles, as well as trust in the fulfilling of an exemplary and leading role, 
in enhancing the new accountability framework.
Furthermore, the discourse structure itself presupposes a certain kind of complexity and 
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uncertainty in the decision-making process, which is also found in the care for older peo-
ple. Part of this presupposition is that there can be no fixed criteria or standards to be for-
mulated in advance. In being open and accountable about the arguments used to reach 
a decision, physicians have to be open about the need to characterize their arguments 
in the process too. In the communication with patients and with their colleagues and 
medical professional organizations, the various arguments and their value can be given 
more shape. What we do not want is a kind of check off list, consisting of different types of 
arguments to be used and to be accountable for, because that would ignore the purpose 
of the accountability framework as we see it: openness about, reflection on, and com-
munication about arguments, about the way they are used, in the context of a discussion 
of the desirability of a treatment or procedure with an older patient. The normative activ-
ity we require from physicians is not a punishment or instrument to control the medical 
profession from the outside, but a means to break open the decision-making process and 
provide the medical profession an opportunity to prove their trustworthiness. The Do’s 
and Don’ts as discussed above can be helpful in providing some handles to shape this 
accountability in practice. 

6.4 Final considerations

Throughout this thesis, we argued that value judgments represent an intrinsic part of the 
decision-making process for older people. Because of the personal, partly subjective and 
often hidden nature of these value judgments, they are often considered as not belong-
ing in medical practice. In agreement with the information model, medical profession-
als generally consider the decision process as a more or less technical process, based on 
objective evidence from scientific research and previous diagnostics. Values play a role 
here, but only as part of the assessment of the wishes and desires of the patient and the 
quality of life after treatment. We want to put value judgments in the spotlight because 
they do influence the decision-making process and more insight is needed in which way 
arguments are used, whether they are justified and how they are influencing this process. 
This need not result in unfair or biased decisions, though, and we therefore do not sug-
gest banning these value judgments from medical practice as medicine is performed by 
people for people, and therefore naturally involving personal views and opinions. What 
we do suggest is transparency about and an explicit reflection on these arguments and 
about the way these value judgments influence the decision-making process. 
Accountability about the way these arguments influence the decision-process is a com-
plex and delicate process. The discourse structure of the accountability framework already 
assumes that it is a process, which is complicated and uncertain. In the context of the 
care for older people, all arguments potentially relevant and influencing the decision 
process have to be brought above board. The individual nature of every medical deci-
sion and treatment prevents us to formulate a list of justified arguments to be used by 
physicians in everyday medical practice. However, physicians are obviously still expected 
to act according to general agreed ethical principles as equality, honesty, beneficence, 
non-maleficence, informed consent, privacy and the medical professional standard. The 
discourse structure emphasizes, however, that within the medical, ethical, legal and social 
boundaries of medical conduct, it cannot be set in advance which arguments medical or 
non-medical, from which stakeholder, will be decisive. In so far, everything is still open for 
discussion. In this context, if we want to provide an answer to the question whether good 
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care is provided on a relational as well as on an institutional level between physician and 
society, we need to gain in-depth knowledge about what has been said, how is it been 
said, in which context etc. Comparable to Checkland’s proposal, we do not just want trans-
parency about the information that is given to the patient and which decision has been 
made, but we need insight in the arguments underneath, resulting in a particular deci-
sion (Checkland, Marshall, & Harrison, 2004). Only in the context of a deliberation process 
between physician and patient and physicians and health care institutions it can become 
obvious which argument is justifiable and which argument is not acceptable. We propose 
a mutual discussion of values and preferences between physician and patient and physi-
cians and health care institutions. Furthermore, this process of mutual provision of insight 
should not only take place if a patient wishes to leave the decision-making process to the 
physician, but every time the desirability question is addressed in the context of the care 
for an older patient. Recognition of the deliberation process between doctor and patient 
as the starting point opens the door for additional arguments from other stakeholders 
to play a role in future medical decision-making. These arguments are found on both the 
relational and the institutional level, for example, patient and physician, society, as well as 
for-profit industries and opinion leaders and other parties like the government, the pa-
tient’s family, employers, professional organizations, patient groups representatives and 
institutional management. 
The decision-making process can perhaps best be compared to a quest: which arguments 
are relevant cannot be decided beforehand, but has to be assessed during the process, in 
the relationship between physician and patient. The physician’s and the medical profes-
sional organization’s accountability is therefore directed at the quality of the arguments 
that are made transparent and in how the decision process has taken place. Medical pro-
fessional responsibility is transformed from a dyadic model, accountability between par-
ties involved, to a triadic model, accountability for the arguments used, as Erman argues 
(Erman, 2006). We are interested in the doubts, uncertainties, and ambivalences in reach-
ing a decision. Thus, we will gain real insight in what happens in the decision-making 
process, while not interfering with the medical technical aspects of this process and at 
the same time being able to form a normative judgment about the trustworthiness of the 
medical profession.
Throughout the thesis we followed a track of analysis and, increasingly, of construction. 
Starting from the debate on age rationing and age as a criterion in medical decision-mak-
ing, we suspected that values and norms regarding old age went into hiding in medi-
cal practice. For the strict and wide denial of age-based rationing in health care, both by 
medical professionals and (the majority of the) medical ethicists, - however much ethically 
justified or not -, cannot avoid the issue that values regarding old age do play their role. 
Thus, our first goal was to investigate in-depth whether, and if so, how value judgments 
creep into the practice of medical decision-making and health care delivery concerning 
elderly people.
For this reason, we conducted empirical studies of medical practice regarding older peo-
ple. On the one hand, we interviewed key professionals inside medical practice but also 
working at strategic sites such as bodies, organizations, and institutes developing guide-
lines and protocols, and policies at different societal levels, as well as representatives of 
stakeholders such as representative organizations for older patients or more generally 
the elderly. On the other hand we investigated various disciplinary fields of medicine and 
health care by using practice descriptions in an academic hospital setting.
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We are aware of the weaknesses of the used methods, that is a qualitative study has its 
limitations in terms of coverage and representation of the object studied. The weakness 
not only concerns the ‘quantitative’ aspect of our research, but also the ‘qualitative’ aspect. 
For we could have chosen more intensive, anthropological methods such as fieldwork and 
(participatory) observation. Considering the fact that not much research has been done 
on the role of values in the health care delivery of the elderly, we preferred the method-
ology we have chosen. For the weakness as indicated above is also its strength. We pre-
sumed to find a reasonable balance between covering broad areas of care for the elderly 
and in-depth analysis of medical practice elucidating the role of values regarding old age 
in medical decision-making. For this reason we used analytic methods such as grounded 
theory (see Chapters 2 and 4) as well as analytical models such as the information model 
(Chapter 1 and 2) and Toulmin’s model of practical reasoning (Toulmin, 1958 and Chap-
ter 3). Thus, we combined data-intensive analysis methods and theory, or more precise, 
model driven analysis methods in our study.
The use of models has a dual structure. On the one hand we use models as a way of describ-
ing medical practice, e.g. the information model (Chapter 1 and 2) and Toulmin’s model 
of practical reasoning (Toulmin, 1958 and Chapter 3). Obviously, models have limitative 
character in describing their object. Like geographical charts models grasp, in an abstract 
way, only some kind of essential features, e.g. describing the road network in terms of 
highways and local roadways. But they describe important features. In this respect, we 
attempted to complement the bottom-up, intensive data analysis methods used in this 
study with a top-down, model driven analysis. 
This use of models does not exclude certain limitations. For example, it might be argued 
that the information model as presented by Emanuel and Emanuel (Emanuel & Emanuel, 
1992), does not adequately describe medical practice. In fact, Emanuel and Emanuel pro-
posed four models of communication and interaction in the physician-patient relation-
ship. Thus, following this line of argument, four models are needed to describe medical re-
ality – with again all the limitations related to models, that is describing essential features, 
but leaving out details and local contingencies, such as in the case of geographical charts: 
road blocks by accidents, road reparation activities, and traffic jamming. However, in our 
study this is not the case. For the three models – information, interpretation, and delibera-
tion – propose different visions in how to relate medical-technical actions to the values, 
preferences and desires held by patients, whereas in our study we particularly focused on 
the role of values and norms held by health care professionals. The fourth, paternalistic 
model proposes the ‘doctor knows best’ model, which in fact occurs in practice in vari-
ous situations of acute medical problems, e.g. in first aid care, emergency medicine and 
intensive care. However, the paternalistic model is not adequate for our object of study, 
because then the doctor not only knows but also tells what is best. Our studies show that 
in practice physicians do not always explicitly tell older patients what they think is best, 
but that they go into hiding regarding the use of ageist, value-laden arguments. This hid-
ing is disguised in following the information model (see Chapter 2).
The other side of the model coin is that we use the models also in a normative sense. That 
is as a way of improving transparency and accountability of health care practices. This 
is not to say that the models do have an open-ended character. For example, Toulmin’s 
model does not prescribe what values should be used, but it uncovers the various layers 
of medical practical reasoning, proposing how to explicate the values and norms used in 
practice (Toulmin, 1958). Thus, we increasingly used models in a constructive way that 
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is as ways of showing how to generate and shape health care practices in order to build 
trust. In this respect Chapter 6 is prominent, criticizing the most dominant model of ac-
countability – the contract-based framework – and, by using the work of Erman (Erman, 
2006), proposing a new framework of accountability and trust.
Simultaneously, we argued merely to sketch the horizon and contours of building new 
practices of accountability and trust in health care delivery for the elderly. To really build 
a practice is not a philosopher’s task. It is the task for the health care professionals and 
involved stakeholders to build their own practices. However, we hope to have shown in-
teresting horizons and avenues for doing so.
Our contrasting way of opposing the contract-based framework and the deliberation-
based framework of accountability and trust, might suggest a black-and-white picture. 
The one is bad the other is good. This is not our view. In proposing a new framework, we 
do not want to throw away the baby with the bathwater. In several cases and settings, 
certainly in cases of conflict, we think that informed consent as presumed in the contract-
based framework, has its function as a safe harbor, as a reservoir setting of openly dealing 
with and deciding on infringements of patient’s rights, including the rights of the elderly. 
Thus, we consider both frameworks of accountability and trust as complementary. In ad-
dition the Erman model of the three logics presupposes a gradient between the more 
classical, contract-based and the new deliberation-based frameworks (Erman, 2006).
The Erman logics model provides a three-step procedure for strengthening the position of 
the elderly in policy making and health care practice (Erman, 2006). In the context of the 
logic of appropriateness, the first step implies setting laws, rules and regulations, which 
give the elderly their due. In the context of the logic of consequentialism, the second 
step implies ways of empowering bodies and organizations representing the elderly, as 
patients and as citizens, enabling them entering on a foot of equality the bargaining and 
negotiating processes in stakeholder’s – or governance – networks. In the context of the 
logic of argumentation, the third step implies that the stakeholders take responsibility for 
the public affairs, exceeding their own interests and preferences, and be accountable for 
addressing value issues regarding the care for the elderly. Thus, trust in individual physi-
cians and the medical profession as a whole is shaped on the basis of the way they use 
the arguments from multiple stakeholders trying to influence medical practice and on the 
appropriateness of these arguments. Physicians are held accountable for the procedural 
and material/substantive quality of their decisions. Accordingly, in this logic, accountabil-
ity in health care practices are regulated by the norms and rules which are the outcome 
of giving good arguments to protect the rights and entitlements of the groups of patients 
and citizens they serve, and to respond to citizens without a voice. In this respect we pro-
pose that the deliberation-based framework on accountability and trust implies a radical 
and paradigmatic shift: not controlling but shaping practices in health care which may 
deserve trustworthiness.

Acknowledgments

We would like to thank Dr. Wybo Dondorp, Prof. Guido de Wert and Prof. Ruud ter Meulen 
for their valuable and detailed comments on the various versions of this chapter.



FROM SETTING LIMITS TO SHAPING PRACTICES 123

References

Baier, A. C. (1986). Trust and Antitrust. Ethics, 96, 231-260.
Baier, A. C. (1994). Moral prejudices: essays on ethics. Cambridge: Harvard University Press.
Bruhn, J. G. (2005). The Lost Art of the Covenant. Trust as a Commodity in Health Care. The 
Health Care Manager, 24, 311-319.
Checkland, K., Marshall, M., & Harrison, S. (2004). Re-thinking accountability: trust versus 
confidence in medical practice. Quality and Safety in Health Care, 13, 130-135.
Childress, J. F. (1982). Who Should Decide? Paternalism in Health Care. New York/Oxford: 
Oxford University Press.
Davies, H. T. O., & Lampel, J. (1998). Trust in performance indicators? Quality in Health Care, 
7, 159-162.
Donaldson, L. J. (2001). Professional accountability in a changing world. Postgraduate Med-
ical Journal, 77, 65-67.
Durante, C. (2009). Bioethics in a pluralistic society: bioethical methodology in lieu of mor-
al diversity. Medicine, Health Care and Philosophy, 12, 35-47.
Emanuel, E. J., & Emanuel, L. L. (1992). Four Models of the Physician-Patient Relationship. 
Journal of the American Medical Association, 267(16), 2221-2226.
Erman, E. (2006). Rethinking accountability in the context of human rights. Res Publica, 12, 
249-275.
Harrison, S., & Smith, C. (2004). Trust and moral motivation: redundant resources in health 
and social care? Policy & Politics, 32(3), 371-386.
Katz, J. (2002). The Silent World of Doctor and Patient. Baltimore: The Johns Hopkins Univer-
sity Press.
Luhmann, K. (1979). Trust and Power. Two works by Niklas Luhmann. Chichester/New York/
Brisbane/Toronto: John Wiley & Sons.
Netherlands Health Council/Council for Public Health and Health Care. (2006). Confidence 
in responsible care? The effects of performance indicators and moral issues associated with 
their use (No. 2006/1). The Hague: Centre for Ethics and Health.
O’Neill, O. (2002). A Question of Trust. Cambridge: Cambridge University Press.
O’Neill, O. (2004). Accountability, trust and informed consent in medical practice and re-
search. Clinical Medicine, 4(3), 269-276.
Pellegrino, E. D., & Thomasma, D. C. (1993). The virtues in medical practice. New York/Oxford: 
Oxford University Press.
Peter, E., & Morgan, K. P. (2000). Explorations of a trust approach for nursing ethics. Nursing 
Inquiry, 8(3-10).
Pettersen, I. J. (2009). Trust-based or performance-based management-a study of employ-
ments contracting in hospitals. International Journal of Health Planning and Management, 
DOI: 10.1002/hpm.1981.
Power, M. (1997). The audit society: rituals of verification. Oxford: Oxford University Press.
Schermer, M. H. N. (2001). The different faces of autonomy. A study on patient autonomy in 
ethical theory and hospital practice. Amsterdam: University of Amsterdam.
Slevin, M. L., Plant, H., Lynch, D., Drinkwater, J., & Gregory, W. M. (1988). Who should mea-
sure quality of life, the doctor or the patient? British Journal of Cancer, 57(109-112).
Thompson, L. G., & Davis, P. M. (2008). Best medical practices in social accountability and 
continuing professional development: A survey and literature review. Journal of Interpro-
fessional Care, 22, 30-39.



CH
AP

TE
R  

6

124

Toulmin, S. E. (1958). The Uses of Argument. Cambridge: University Press.
Tronto, J. C. (2009). Consent as a grant of authority. A care ethics reading of informed con-
sent. In H. Lindemann, M. Verkerk & M. U. Walker (Eds.), Naturalized bioethics. Toward a 
responsible knowing and practice (pp. 182-198). New York: Cambridge University Press.
Zaner, R. M. (1991). The Phenomenon of Trust and the Patient-Physician Relationship. In E. 
D. Pellegrino, R. M. Veatch & J. P. Langan (Eds.), Ethics, Trust, and The Professions. Philosophi-
cal and Cultural Aspects (pp. 45-67). Washington D.C.: Georgetown University Press.



FROM SETTING LIMITS TO SHAPING PRACTICES 125

 
Epilogue



EP
ILO

GU
E

126

When I first started this thesis, I was a lawyer with specific ideas on decision-
making, medical practice and informed consent. Based on the knowledge 
I had gathered during my studies, I had a clear-cut idea on how I would be 
fighting for the rights of older people in health care and how I would be 

improving their social position. On my travel a map, called informed consent, would direct 
me, providing a solid framework for advocating the rights of older people. 

Now, a few years later, at the end of my travel, my perspective has changed profoundly. 
I still believe in informed consent as a valuable starting point and beacon for shaping 
medical practice and the communication between physician and patient. But there is so 
much more. So many parties influencing everyday medical practice in several ways and 
on various levels, so many varieties in the utilization of the rules of informed consent, nu-
merous dilemma’s in selecting and communicating treatment options, so many ways of 
respecting the older patient and countless manners of providing good care. In my teach-
ing work, I encountered many cases of routine high tech medical interventions, including 
extensive surgery, on patients deep into their eighties and sometimes nineties. One of the 
most important lessons for me as a freshly graduated lawyer was that not all people have 
to be rescued and not all doctors treat older patients badly. Medical practice concerning 
older people is not either black or white, but instead can best be described as consisting 
of many shades of grey. It is difficult to judge a practice as right or wrong.
This obviously does not mean that there is nothing left to say about this practice. We 
need to remain aware of the still existing risk of evolving into a practice in which the older 
patient is not respected and his rights are being violated or in which an older patient 
is treated at the will of the individual doctor. The framework we developed, concerning 
accountability and trust, is a valuable tool in this context. An important role in this frame-
work is reserved for the professionals involved in the care for older people. This thesis 
is written with several groups of professionals in mind, working with older people or 
involved in their care. For instance, physicians and other health care workers, but also 
patients, managers, medical professional organizations, representative organizations for 
older people, insurers, and policy makers. All these people are the stakeholders that are 
needed for building a medical practice based on trust and the framework of accountabil-
ity as presented here in this thesis. Now, it is their move. 
So, what does this mean, this changed perspective on informed consent? In this context 
the distinction between analogous reality and digital abstraction, as made by the Dutch 
sociologist of law, Schuyt (Schuyt, 1982), is relevant. By talking about informed consent 
as the patient’s right and the physician’s duty, by focusing on the rules and boundaries 
as provided by law, and by only concentrating on informed consent as the outcome of 
a process, to be judged as right or wrong in specific cases on the level of the physician-
patient relationship, informed consent is transformed into a digital abstraction, and thus 
the subtle nuances of reality of, in our case the decision-making process concerning older 
people, are lost. To be sure, at a certain level this digital abstraction is required and should 
be maintained, for example when conflicts arise concerning the information and decision-
making process between physician and patient. 
But, the decision-making process is so much more than mere informed consent. To make 
use of the roads that have been mapped in this thesis, to employ the opportunities pro-
vided by these roads, a change in the perspective on informed consent is needed, from a 
digital abstraction to an analogous reality. Thus, new medical decision-making practices 
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can be built and shaped, based on trust and accountability of physicians. Accountability 
for the medical and non-medical arguments used in the decision process, for the way 
these arguments are communicated, and for the outcome, the decision that has been 
made. Thus, the building blocks for shaping this practice are the discussions on what it 
means to provide good care to older people (what arguments play a role here and how 
are they communicated) and on being transparent about the various value judgments 
from the diverse stakeholders influencing the decision process. Subsequently, trust in 
doctors is shaped based on the way physicians use the building blocks needed for build-
ing and shaping an accountable practice. 
The prime focus of this study is the role and impact of value laden judgments on the 
decisions being made in medical practice concerning older people. These judgments in-
fluence the decision-making process from the onset. This position of value judgments is 
generally not recognized as such by medical professionals. According to doctors, the de-
cision-making process concerning older people is primarily based on objective evidence 
gathered based on medical research. After the objective evidence has been individual-
ized according to the subjective needs of the patients, values and value laden arguments 
come into play by way of the wishes and desires of the patient concerning treatment, 
non-treatment, fears and anxieties, and quality of life. This is, however, a too simplistic per-
spective on how the decision-making process really takes place, and too one-dimensional 
regarding which arguments are influencing this process at what time. 
In this context, informed consent is also one of the building blocks for shaping this prac-
tice. What needs to be accomplished is that physicians have the knowledge, motivation 
and competencies required for reaching a decision based on the rules of informed con-
sent, and in addition reflect on why informed consent is important and valuable. It is not 
enough if physicians follow the rules of informed consent because everybody knows that 
is what should be done. It is not satisfactory if physicians inform patients because that 
is considered to be good practice, turning informed consent into a mere constraint for 
medical decisions: as long as they comply with informed consent, they are all right. 
What is aspired in this thesis is that physicians realize that they cannot only focus on the 
outcome of the decision-making process in terms of informed consent. Before this final 
step is reached, a practice is shaped in which informed consent is one of the building 
blocks. Physicians need to take an active role in shaping a decision-making practice in 
which they are held accountable for the way they communicate the value-laden argu-
ments in the decision-making process with their patients. In this practice, the process, the 
prerequisites regarding the process on both the institutional and relational level, and the 
outcome form important building blocks, in addition to informed consent. 
Thus, a practice is shaped concerning the care for older people in which the analogous 
reality, that is the uncertainties and complexities indentifying this care, is not lost to a 
digital abstraction of rules and regulations. What is aspired is that physicians consider the 
arguments for judging informed consent as valuable. By holding medical professionals ac-
countable for the way they communicate the value laden arguments in the decision-mak-
ing process with their patients, informed consent becomes more than a simple outcome. 
What has been showed in this thesis is that for the medical profession to demonstrate 
itself as trustworthy, consisting of trustworthy professionals, it needs to take action. First, 
it has to acknowledge that value judgments influence the decision-making process from 
the start. Second, these value-laden arguments have many sources. That is, it is not just the 
patient bringing these arguments to the fore, but physicians themselves also are guided, 
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knowingly and unknowingly, by these judgments from various stakeholders on both the 
relational and institutional level such as managers, insurance companies, and supervising 
authority bodies and second opinion arrangements. Third, physicians have to reflect on 
these personal judgments and whether they can be judged as ‘good’ arguments. Subse-
quently, physicians are held accountable for communicating these judgments. By being 
transparent about the various arguments influencing the decision-making process, pa-
tients and other stakeholders are given the opportunity to judge whether the arguments 
used are acceptable. 
Finally, the Erman logics model provides a three-step procedure for strengthening the 
position of older people in policymaking and health care practice. The first step involves 
providing safeguards for respecting the rights of older people (Erman, 2006). This implies 
setting laws, rules and regulations, which give the elderly their due. The second step in-
volves building a structure on this rules-based foundation in which institutional mecha-
nisms, such as organizations representing the elderly, supervising bodies and guideline 
developers, are embodied. The interests of the older patient need to be built into these 
institutional arrangements, thus protecting these interests in the negotiation and bar-
gaining process. Based on these first two steps, we have now given shape to the legal en 
institutional preconditions for strengthening the position of older people. However, one 
final step has to be taken, as the preconditions we have identified have to be filled in with 
what actually happens in medical practice concerning older people, on the relational lev-
el. In this context, the third step implies that the stakeholders, physicians, insurers, patient 
organizations, policy makers, etc, take responsibility and be accountable for addressing 
value issues regarding the care for older patients. On this level, the stakeholders involved 
have to be aware of the role and impact of the value judgments influencing their discre-
tionary freedom and their and other stakeholder’s actions in each of the three steps, thus 
influencing the care provided to older people. For, every direct relationship between each 
of the stakeholders on both levels is imbued with value laden arguments. 
So, what are the consequences of these three steps for the relationship and communica-
tion process between physician and older patient? In this relationship, the patient’s and 
the physician’s values play their part, but also the value laden arguments of the stake-
holders involved, underlying their guidelines, protocols, instructions, or policies. But also, 
these arguments have their impact on each of the previous steps, as they influence the 
stakeholders’ interest and may change the policies and regulations on a national, regional 
or local level. In other words, although we distinguish three separate steps, each step is 
linked to the other in two directions, influencing each other back and forth. Thus, the 
significance of preserving the deliberation process becomes clear: it cannot be set in ad-
vance which arguments can be considered appropriate and justified, but has to be judged 
every time a decision is made. 
If we assume that in the care for older people, these three steps are identified and re-
spected, then we will be able to trust individual physicians and the medical profession as 
a whole, dependent on the way they use the arguments from multiple stakeholders trying 
to influence medical practice and on the appropriateness of these arguments. Physicians 
are held accountable for the procedural and substantive quality of their decisions. Accord-
ingly, accountability in health care practices is regulated by the norms and rules, which are 
the outcome of giving good arguments to protect the rights and entitlements of older pa-
tients, in other words, by giving the elderly a virtual voice: physicians are held accountable 
for the kind of arguments they use to serve the older patient’s situation. In this respect, 
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we propose that the deliberation-based framework on accountability and trust implies a 
radical and paradigmatic shift: not controlling but shaping practices in health care, which 
may deserve trustworthiness. Thus, we will move from a practice of setting limits to shap-
ing practices in the care for older people. 
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This thesis has to be viewed against the background of the debate on the role of 
age in medical decision-making as it was initiated in the 1980’s. The focus in this 
debate is provided by the question whether it is justified to ration care based on 
age. Although the various proposals in this context never really made headway on 

a policy level, some of the questions that were raised in this discussion, are still relevant 
today. Three issues are at stake. First, the role of scarcity in the provision of care for older 
people. Second, the influence and consequences of ageism in the care for older people. 
And third, what does it mean to provide good care to older people? In this thesis we will 
address these issues. It is, however not our purpose to set limits, but to promote elderly 
sensitive medicine, including an awareness that more health care is not always better. 
Also, we want to place our discussion on the societal level, but again not in the context 
of setting limits. To be able to do that, we will develop a framework on accountability and 
trust in the care for older people. 

Chapter 1
In the first chapter, the debate on the role of age forms the starting point for further 
analysis. The debate on the role of age has resulted in two established views on medi-
cal decision-making for older people. First, age-based-rationing is generally rejected as 
a tool in deciding what care to provide to older people, both at the policy level and in 
the consultation room of the physician. Secondly, age can only be accepted as part of a 
strictly medical-technical assessment for decision-making on the level of the physician-
patient relationship. Only if age serves as a true medical criterion, physicians are allowed 
to use age as part of the decision-making process concerning the delivery of care to older 
people. However, this starting point is surrounded by many uncertainties and continu-
ously raises many questions and discussions. The basic issue is, what is a medical or clinical 
criterion and how can age be part of a strictly technical assessment? Does this imply that 
value judgments regarding old age are excluded from medical decision-making? And if 
not, how do value judgments play their role and how can these be accounted for? This 
paper aims to address these basic views and to elucidate how views on old age work out 
in health care practice.
We performed interviews with key professionals in clinical practice and policy making in 
health care to get a deeper understanding of their perspectives on the practice of medi-
cal decision-making for older people. By way of an analysis of the interviews, three ways 
in which the various respondents discuss this issue are identified: age as a criterion: yes 
or no, age-based-rationing and age in the clinical encounter. The respondents point out 
that age and age-based-rationing still influence the actions of professionals working with 
older people, albeit in an unaccounted way. This raises concern about how patients and 
society should (re)consider the trust they put upon physicians in this context? To answer 
this question, a closer look at medical practice is needed. The interviewed experts provide 
valuable insights in the complex ways age plays its role in medical practice. A plea is made 
for further research into the dynamics and complexities of the decision-making process 
concerning older people.  

Chapter 2
This chapter focuses on the interaction between physicians and older patients against 
the background of informed consent. Based on the analysis of medical practice cases 
discussed in clinical ethics meetings in an Academic Hospital setting we identified six 



FROM SETTING LIMITS TO SHAPING PRACTICES 133

role patterns concerning the older patient in the physician-patient relationship. These 
patterns represent a gradient varying from physicians respecting the patient’s right of 
autonomy to examples in which this right is bypassed by physicians and/or the older pa-
tient’s family. In this respect, we found significant variations in dealing with the principle 
of informed consent. Physicians should find ways to deal with the tension between values, 
e.g. respecting patient rights and fulfilling professional responsibility, e.g. dealing with 
specific medical characteristics of older patients and technical routines. In this context, we 
consider the deliberative model as described by Emanuel and Emanuel to be more helpful 
here than the informative model, which supports the view of age as a strictly medical cri-
terion in physician’s decision-making. To be able to trust physicians in taking care of older 
people transparency in the criteria and arguments influencing communication, informed 
consent and delivery of care in medical practice, is needed.

Chapter 3
The question whether old age should or should not play a role in medical decision-mak-
ing regarding the elderly patient is regularly debated in ethics and medicine. In this chap-
ter we investigate how exactly age influences the decision making process. To explore 
the normative argumentation in the decisions regarding an elderly patient we make use 
of the argumentation model advanced by Toulmin. By expanding the model in order to 
identify normative components in the argumentation process, it is possible to analyse 
the way age related value judgments influence the medical decision-making process. We 
apply the model to practice descriptions made by medical students after they attended 
consultations and meetings in medical practice during their clinical training. Our results 
show the pervasive character of age related value judgments. They influence the physi-
cian’s decision in several ways and at several points in the decision-making process. Such 
explicit value judgments were not exclusively used for arguments against further diagno-
sis or treatment of older patients. We found no systematic ‘ageist’ pattern in the clinical 
decisions by physicians. Since age plays such an important, yet hidden role in the medical 
decision-making process, we make a plea for revealing such normative argumentation 
in order to gain transparency and accountability in this process. An explicit deliberative 
approach will make the medical decision-making process more transparent and improve 
the physician-patient relationship, creating confidence and trust, which are at the heart 
of medical practice.

Chapter 4
This chapter deals with the issue of public trust in decisions made by individual physi-
cians, concerning older people, as perceived by various key professionals. While trust is 
a basic element in our health care service, it is at the same time a difficult phenomenon 
to conceptualize. This paper tries to contribute to a better understanding of what trust in 
medical practice entails, and what are the necessary conditions for a society to put trust 
in the medical profession. The focus is on care for older people under the condition of 
scarcity in health care resources. Our study has a qualitative design consisting of semi-
structured in-depth interviews with 24 key professionals focusing on decision-makers and 
those in line of professionally organizing or influencing the decision-making process. We 
found roughly three categories of trust: distrust, trust and qualified trust. In each category, 
we found different reasons to give or withhold trust and different views on how far the 
discretionary power of doctors should go. We recommend promoting trust by addressing 
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the criteria or limits brought forward in the qualified trust category. The preconditions as 
identified in the qualified trust section provide the boundaries and marking points be-
tween which physicians have to move regarding the care for older people. The qualifica-
tions provide us insight in where and how to invest in trust under these and under differ-
ent circumstances. An important conclusion is that trust is never finished: trust needs to 
be gained and negotiated in a continuous process of action and interaction.

Chapter 5 and 6
Chapter 5 and 6 have to be viewed as part of a diptych: In Chapter 5, preparatory activities 
are undertaken and insights are gathered by way of presenting important building blocks 
for shaping new medical practices in health care delivery for the elderly. These activities, 
insights and building blocks are needed to enable us to take the next step in Chapter 6, 
namely building a new framework based on accountability and trust in the care for older 
people. 
In the previous chapters, we have discussed the role of age and age-based-rationing in 
the decision-making and communication process concerning older people. The role and 
impact of value judgments and the consequences for trust in the medical professional 
form a Leitmotiv in these discussions. An important question returning in each chapter 
is what the consequences are for the patient’s and public trust in medical professionals. 
What matters here is the distinction we made between physicians performing medical 
acts, in a comprehensive sense of the word medical, and physicians performing medical 
technical acts. The latter consists of those actions physicians themselves usually consider 
medical acts: collecting data about symptoms, signs and condition of the patient (an-
amnesis and physical examination), the construing of the (differential) diagnosis and the 
provision of therapy or prevention (Chapter 1): a rather objective process of gathering evi-
dence and providing treatment. However, medical practice is not only about these techni-
cal assessments of the patient’s condition. Various normative, value laden judgments play, 
and should play a role in medical decision-making. Medical technical acts are therefore 
one version of medical acts. In chapter 5, we will take a closer look on the role and impact 
of the value laden judgments in the decision-making process concerning older people. 
In this context, we will use the call for more accountable and trustworthy professionals 
as a starting point. First, we will take a closer look on what is discussed in the context of 
trust by medical professional organizations in the United Kingdom, USA, Canada, and the 
Netherlands. Today, the charters on medical professionalism of the national medical as-
sociations attempt to define what patients and the public can expect from doctors. Also 
they define their focus in the context of both patient and public trust and accountability. 
Subsequently, we will provide a more detailed description of what we believe trust and 
accountability entail in the context of the care for older patients. We conceptualize this as 
building new practices, for we will present a set of important building blocks in the form 
of what medical professional should (Do’s) and what they should not do (Don’ts). To il-
lustrate this practice building endeavor we will use the model of the Royal Dutch Medical 
Association (KNMG) concerning the physician’s roles and responsibilities. 
In chapter 6 we will further go into what the influence and role of value judgments mean 
for patients’ and public trust in doctors. We will provide a detailed description of a new 
framework of accountability of physicians as a foundation for trust in physicians. Here also 
our focus will be on the decision-making for older patients.



FROM SETTING LIMITS TO SHAPING PRACTICES 135

Samenvatting



SA
M

EN
VA

TT
IN

G

136

Dit proefschrift moet worden gezien tegen de achtergrond van het debat over de 
rol van leeftijd in medische besluitvorming, dat is begonnen in de jaren tachtig 
van de vorige eeuw. De kern van het debat is de vraag of het gerechtvaardigd 
is om zorg te rantsoeneren op basis van leeftijd. Hoewel de verschillende voor-

stellen in dit verband nooit echt voet aan de grond hebben gekregen op politiek niveau, 
is een aantal vragen uit deze discussie nog steeds relevant. 
Drie kwesties staan op het spel. In de eerste plaats, de rol van schaarste in het zorgaanbod voor 
ouderen. In de tweede plaats, de invloed en gevolgen van leeftijdsdiscriminatie op de zorg 
voor ouderen. En in de derde plaats, wat betekent het om goede zorg te bieden aan ouderen?  
In dit proefschrift zullen we deze kwesties verder onderzoeken. Ons doel is echter niet 
het stellen van grenzen, maar het bevorderen van een ouderen-gevoelige-geneeskunde, 
waaronder we mede verstaan het bewustzijn dat meer gezondheidszorg niet altijd beter 
is. Ook willen we onze discussie op een maatschappelijk niveau plaatsen, maar ook hier 
wederom niet in de context van het stellen van grenzen. Om dat te kunnen doen, zullen 
we een kader ontwikkelen ten aanzien van accountability en trust in de zorg voor ouderen.
 
Hoofdstuk 1
In het eerste hoofdstuk vormt het zojuist genoemde debat over de rol van leeftijd het uit-
gangspunt voor verdere analyse. Het debat over de rol van leeftijd heeft geleid tot het ont-
staan van twee standaard opvattingen over medische besluitvorming voor oudere mensen.  
In de eerste plaats, wordt rantsoenering op basis van leeftijd in het algemeen afgewezen 
als een hulpmiddel bij de beslissing welke zorg te bieden aan ouderen, zowel op 
beleidsniveau als in de spreekkamer van de arts. In de tweede plaats, is leeftijd alleen 
aanvaardbaar als onderdeel van een strikt medisch-technische beoordeling in de beslui-
tvorming op het niveau van de arts-patiënt relatie. Alleen indien de leeftijd fungeert als 
een puur medisch criterium, is het toegestaan om leeftijd te gebruiken als onderdeel van 
de besluitvorming met betrekking tot oudere patiënten. Echter, dit uitgangspunt kent 
vele onzekerheden en roept voortdurend vele vragen en discussies op. De fundamentele 
vraag is wat een medisch of klinisch criterium is en hoe leeftijd deel kan uitmaken van een 
strikt technische beoordeling. Betekent dit dat waardeoordelen over ouderdom zijn uit-
gesloten van medische besluitvorming? En zo nee, hoe spelen waardeoordelen dan hun 
rol en hoe kunnen deze worden verantwoord? Dit hoofdstuk heeft tot doel deze cruciale 
standpunten nader te onderzoeken en te verduidelijken hoe opvattingen over ouderdom 
hun uitwerking vinden in de praktijk van de gezondheidszorg. 
Om inzicht te krijgen in de opvattingen van professionals in een sleutelrol in de klinische 
praktijk, hebben we een aantal interviews afgenomen. We hebben hen gevraagd naar 
hun opvattingen op het gebied van de klinische praktijk en de beleidsontwikkeling in 
de gezondheidszorg ten aanzien van de praktijk van medische besluitvorming bij ou-
dere mensen. Op basis van de analyse van de interviews, hebben we drie manieren 
waarop respondenten dit onderwerp bespreken, geïdentificeerd: leeftijd als criterium; 
rantsoenering op basis van leeftijd; leeftijd in de spreekkamer. De respondenten wijzen 
erop dat leeftijd en rantsoenering op basis van leeftijd nog steeds van invloed zijn op 
de acties van professionals die werken met ouderen, zij het zonder dat ze daarvoor ac-
countable zijn. Dit leidt tot bezorgdheid over hoe patiënten en de samenleving over 
het vertrouwen in artsen moeten denken. Om deze vraag te beantwoorden, is een ki-
jkje in de medische praktijk nodig. De ondervraagde experts geven waardevolle inzich-
ten in de complexe manieren waarop leeftijd een rol speelt in de medische praktijk.  



FROM SETTING LIMITS TO SHAPING PRACTICES 137

We pleiten voor verder onderzoek naar de dynamiek en complexiteit van de besluitvorm-
ing met betrekking tot oudere mensen. 
 
Hoofdstuk 2
Dit hoofdstuk richt zich op de interactie tussen artsen en oudere patiënten tegen de 
achtergrond van informed consent. Op basis van de analyse van casus uit de medische 
praktijk zoals besproken in klinische ethiek bijeenkomsten in een academisch ziekenhuis, 
zijn zes patronen geïdentificeerd met betrekking tot de rol van de oudere patiënt in de 
arts-patiënt relatie. Deze patronen vormen een gradiënt variërend van artsen die het re-
cht op autonomie van de oudere patiënt respecteren, tot voorbeelden waarbij dit recht 
wordt genegeerd door artsen en / of de familie van de oudere patiënt. In dit opzicht von-
den we significante verschillen in de manier van omgaan met het beginsel van informed 
consent. Artsen moeten een manier vinden om te gaan met de spanning tussen waarden 
en professioneel verantwoordelijk handelen. Een voorbeeld van een dergelijke spanning 
is de eerbiediging van de rechten van patiënten aan de ene kant en rekening houden met 
specifieke medische kenmerken van oudere patiënten en technische vaardigheden aan 
de andere kant. In deze context, beschouwen we het deliberatieve of overleg model zoals 
beschreven door Emanuel en Emanuel beter bruikbaar dan het informatieve model, waa-
rin de visie dat leeftijd als een strikt medisch criterium de besluitvorming van de arts kan 
beïnvloeden, wordt onderschreven. Om artsen te kunnen vertrouwen met betrekking tot 
de zorg aan ouderen, hebben we behoefte aan transparantie in de criteria en argumenten 
die de communicatie, het informed consentproces en de levering van zorg in de medische 
praktijk beïnvloeden.
 
Hoofdstuk 3
De vraag of ouderdom wel of niet een rol mag spelen in de medische besluitvorming 
met betrekking tot de oudere patiënt, wordt regelmatig bediscussieerd in de ethiek en de 
geneeskunde. In dit hoofdstuk onderzoeken we hoe leeftijd precies van invloed is op de 
besluitvorming. Om de normatieve argumentatie in de besluitvorming met betrekking 
tot een oudere patiënt te verkennen, maken we gebruik van het argumentatiemodel van 
Toulmin. Door het model uit te breiden, kunnen we de normatieve componenten identi-
ficeren in het argumentatieproces. Op deze manier is het mogelijk om te analyseren op 
welke manier leeftijdsgebonden waardeoordelen het medische besluitvormingsproces 
beïnvloeden. We passen het model toe op de casusbeschrijvingen van medische student-
en op basis van de praktijkervaring die ze hebben opgedaan tijdens hun opleiding. Onze 
resultaten tonen het doordringende karakter van leeftijdsgebonden waardeoordelen 
aan. Ze beïnvloeden de beslissingen van de arts op verschillende manieren en op verschil-
lende punten in het besluitvormingsproces. Deze expliciete waardeoordelen worden niet 
uitsluitend gebruikt als argumenten tegen verdere diagnose of behandeling van oudere 
patiënten. We vonden geen systematisch ‘ageist ‘ patroon in de klinische beslissingen door 
artsen. Omdat leeftijd een zo belangrijke, maar verborgen rol speelt in de medische beslu-
itvorming, houden we een pleidooi voor het openbaar maken van dergelijke normatieve 
argumentatiepatronen. Op deze manier willen we meer transparantie en accountability 
krijgen in het besluitvormingproces. Een benadering volgens het overlegmodel zal de 
medische besluitvorming transparanter maken en de arts-patiënt relatie verbeteren, het-
geen leidt tot vertrouwen, en juist vertrouwen vormt het hart van de medische praktijk.
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Hoofdstuk 4
In dit hoofdstuk behandelen we de kwestie van het maatschappelijke vertrouwen in de 
beslissingen van individuele artsen met betrekking tot oudere mensen, zoals geïnterpret-
eerd door verschillende professionals in een sleutelrol in de klinische praktijk. Hoewel ver-
trouwen een basiselement is in onze gezondheidszorg, is het tegelijkertijd een moeilijk 
fenomeen om onder woorden te brengen. Dit hoofdstuk probeert bij te dragen aan een 
beter begrip van wat het vertrouwen in de medische praktijk inhoudt en wat de noodza-
kelijke voorwaarden zijn voor een samenleving om de medische professie te kunnen ver-
trouwen. De nadruk ligt op zorg voor ouderen tegen de achtergrond van de schaarste aan 
middelen in de gezondheidszorg. Ons onderzoek heeft een kwalitatieve opzet, bestaande 
uit semigestructureerde diepte-interviews met 24 professionals, met de nadruk op beslui-
tvormers en professionals die het besluitvormingsproces organiseren of beïnvloeden. We 
hebben bij benadering drie categorieën van vertrouwen geïdentificeerd: wantrouwen, 
vertrouwen en gekwalificeerd vertrouwen. In elke categorie hebben we verschillende re-
denen gevonden voor het geven of weigeren van vertrouwen en verschillende visies op 
hoe ver de discretionaire bevoegdheid van artsen moet gaan. 
Wij adviseren het vertrouwen te bevorderen door de criteria of grenzen zoals naar voren 
gebracht in de gekwalificeerd vertrouwencategorie, als uitgangspunt te nemen. De voor-
waarden zoals aangegeven in deze categorie, bieden de grenzen en de markeringspunt-
en waartussen de artsen zich moeten bewegen met betrekking tot de zorg aan ouderen. 
De kwalificaties geven ons inzicht in waar en hoe te investeren in vertrouwen onder ver-
schillende omstandigheden. Een belangrijke conclusie is, dat vertrouwen nooit voltooid 
is: vertrouwen moet worden verdiend en onderhandeld in een continu proces van actie 
en interactie.
 
Hoofdstuk 5 en 6
Hoofdstuk 5 en 6 vormen onderdelen van een tweeluik: in hoofdstuk 5 worden voorbere-
idende activiteiten verricht en inzichten vergaard door middel van de introductie van 
belangrijke bouwstenen voor het vormen van nieuwe medische praktijken in de gezond-
heidszorg voor ouderen. Deze activiteiten, inzichten en bouwstenen zijn nodig om ons 
in staat stellen om de volgende stap te nemen in hoofdstuk 6, namelijk de bouw van 
een nieuw kader op basis van accountability en trust in de zorg voor ouderen. In de voor-
gaande hoofdstukken hebben we gesproken over de rol van leeftijd en rantsoenering op 
basis van leeftijd in het besluitvormings- en communicatieproces met betrekking tot ou-
dere mensen. De rol en impact van waardeoordelen en de gevolgen voor het vertrouwen 
in de medische professional vormen een rode draad in deze discussies. Een belangrijke 
vraag die in elk hoofdstuk terugkomt, is wat de gevolgen zijn voor het vertrouwen van 
de patiënt en de maatschappij in de medische professionals. Waar het hier om gaat, is het 
onderscheid dat we hebben gemaakt tussen de artsen die medische handelingen uitvo-
eren, in de uitgebreide zin van het woord medisch, en artsen die medisch-technische han-
delingen uitvoeren. Deze laatste bestaan uit acties die artsen zelf meestal als medische 
handeling benoemen. Zij verstaan hieronder het verzamelen van gegevens over symp-
tomen, aanwijzingen en conditie van de patiënt (anamnese en lichamelijk onderzoek), 
het construeren van de (differentiaal) diagnose en het aanbieden van therapie of preven-
tie (Hoofdstuk 1). Dit is een tamelijk objectief proces van verzamelen van bewijzen en het 
bieden van een behandeling. Maar, in de medische praktijk draait het niet alleen om deze 
technische beoordeling van de toestand van de patiënt. Verschillende normatieve beslis-
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singen, op basis van waardeoordelen spelen een rol, en moeten een rol spelen in de me-
dische besluitvorming. Medisch-technische handelingen zijn dus slechts één versie van 
medische handelingen. In hoofdstuk 5, onderwerpen we de rol en impact van de waar-
degeladen beslissingen in het besluitvormingsproces met betrekking tot oudere mensen 
aan een nadere beschouwing. In deze context, nemen we als uitgangspunt de vraag naar 
professionals die meer accountable en betrouwbaar zijn. Eerst nemen we een kijkje bij wat 
betreft vertrouwen naar voren wordt gebracht door medische professionele organisaties 
in het Verenigd Koninkrijk, de Verenigde Staten, Canada en Nederland. De huidige char-
ters over medische professionaliteit van de nationale medische verenigingen proberen te 
definiëren wat de patiënten en de maatschappij kunnen verwachten van artsen. Daarna-
ast geven ze bijzondere aandacht aan zowel het vertrouwen van patiënt en samenleving, 
als aan de verantwoordingsplicht. Vervolgens zullen we een meer gedetailleerde beschri-
jving geven van wat volgens ons het vertrouwen en de accountability omvatten in het 
kader van de zorg voor oudere patiënten. We omschrijven dit als het bouwen van nieuwe 
praktijken, waarvoor wij een aantal belangrijke bouwstenen leveren in de vorm van wat 
de medische professional moet (Do’s) en wat zij niet moeten doen (Don’ts). We nemen het 
model van de Koninklijke Nederlandse Maatschappij tot bevordering der Geneeskunst 
(KNMG)over de rollen en verantwoordelijkheden van de arts als illustratie voor onze bou-
wactiviteiten.
In hoofdstuk 6 zullen we verder ingaan op wat de invloed en de rol van waardeoordelen 
betekenen voor het vertrouwen van patiënten en van de maatschappij in artsen. Wij bie-
den een gedetailleerde beschrijving van een nieuw kader van accountability van artsen 
als een basis voor het vertrouwen in artsen. Ook hier zal onze focus liggen op de besluit-
vorming voor oudere patiënten. 
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En nu maar hopen, dat ik niemand vergeet.

Iedereen die zowel Rob Houtepen als mij, of alleen Rob kent, zal niet verbaasd 
zijn dat hij als eerste wordt genoemd in dit dankwoord. Rob is de meest oprechte 

persoon die ik ken. Rob, je bent uniek in je soort: neurotisch, echt geïnteresseerd, integer 
en zeer behulpzaam. Jouw enthousiasme, kennis, intelligentie, eerlijkheid en betrouw-
baarheid zijn de echte building blocks van dit proefschrift. Voor mij, ben je de ruggengraat 
van de vakgroep. En voor de DE koffiecorner, ben je de omzet van de Heavenly Hazels met 
slagroom.
Rein Vos is bij mijn onderzoek betrokken geraakt door me ervan te overtuigen dat het 
de moeite waard was om er mee door te gaan. De opdrachten die ik voor jou toen heb 
moeten maken, Rein, hebben me ontzettend veel over mezelf geleerd. Iets waarvoor ik 
je nog steeds zeer dankbaar ben. Van het vertrouwen dat jij in mij uitsprak, pluk ik nog 
steeds de vruchten. Je nuchtere, maar vaak ook passionele benadering en eerlijkheid, zijn 
verfrissend en motiverend. Je was er iedere keer als ik je nodig had, je bracht me iedere 
keer een stap verder en vooral bracht je ook de rust die onmisbaar was om het project 
succesvol af te ronden
Rob en Rein, ik kan met volle overtuiging zeggen, dat dit proefschrift er niet was geweest 
als ik jullie niet had gehad. Ontzettend veel dank daarvoor. Voor mij zijn en blijven jullie 
ontzettend waardevol. 
Ruud ter Meulen is mijn promotor van het eerste uur. Eerst vanuit Maastricht en later op 
afstand vanuit Bristol. Het contact werd toen minder intensief, maar in noodgevallen bleef 
je bereikbaar. Ik ben je nog steeds dankbaar voor de kans die je me hebt gegeven.
Ook Trudy van der Weijden is al vanaf het begin bij het project betrokken. Van haar kwalit-
eiten als arts en onderzoeker heb ik dankbaar gebruik kunnen maken. We blijven elkaar 
op onverwachte momenten tegen het lijf lopen en ik vind het heerlijk om dan even een 
stand-van-zaken te geven en snel over te gaan op het onderwerp kinderen. Ik hoop je nog 
vaak tegen te komen.
Wybo Dondorp en Guido de Wert, jullie zijn voor mij een apart tweetal binnen de vak-
groep en daarom noem ik jullie hier samen. Wybo, je wist altijd precies de vinger op de 
zere plek te leggen en hebt me daardoor vaak gedwongen net even wat langer over 
bepaalde dingen na te denken, waardoor de teksten waar je bij betrokken bent geweest 
gewoon beter werden, net dat beetje meer kregen. Guido, jou ken ik al lang: van IGE’ er tot 
uiteindelijk vakgroepvoorzitter. Aan het einde van het traject ben je bijzonder waardevol 
voor me geweest toen de omstandigheden daarom vroegen, zowel op inhoudelijk als 
praktisch gebied. Dank daarvoor.
Ron Berghmans, mijn tweede vader hier op de vakgroep. Nuchter, betrokken en met een 
hondje. Ik mis je hier op de vakgroep. Onze klaagzangen over de artsen van tegenwoor-
dig, over de kassameisjes bij de Plus, over het slechte weer en gewoon over de lucht, de 
mensheid, werken en collega’s in het algemeen. Bedankt ook voor je (soms iets te ver-
gaande) relativeringsvermogen. Ik houd je in de gaten vanuit mijn keukenraam.
Ireen Proot, we zitten al lang niet meer naast elkaar op de gang, maar de basis was geluk-
kig al gelegd. Je onmetelijk positieve instelling, nuchterheid en analytisch vermogen heb 
ik altijd bewonderd. De steun en vooral ook het vertrouwen dat je me in dit hele proces 
hebt gegeven, zijn me dierbaar. Wellicht een beetje uit het oog, maar zeker niet uit het 
hart.
Patricia Jaspers en Bart Penders, it’s the end of an era: ik ben klaar! Waar moeten we het nu 
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straks over hebben? Het moge duidelijk zijn dat jullie, als kamergenoten, een belangrijke 
rol hebben gespeeld in dit hele proces. Bart, je haalde me al snel in en ook nog op een ma-
nier die menigeen versteld heeft doen staan. Ik heb zeer dankbaar gebruik gemaakt van 
je praktische en soms strategische tips om dit hele project tot een goed einde te brengen. 
Patricia, we hebben heel veel gedeeld de afgelopen jaren. Frustraties en promotieperikel-
en, maar ook en vooral mooie en geheime wensen en plannen. We delen zoveel meer dan 
enkel een kamer. Door je carrièremove ben ik al min of meer gedwongen om te wennen 
aan een kamer zonder jou, maar ik hoop dat we elkaar nog lang en vaak zullen tegenko-
men. 
Halime Celik, Vivianne Bauer en Christi Nierse, de bewoners van de ‘troostkamer’. Jullie zijn 
stuk voor stuk lieve en warme mensen die altijd voor me klaar hebben gestaan. Halime, 
nog steeds als ik je zie of spreek, is het een drukte van jewelste. Van jou heb ik geleerd om 
vasthoudend te zijn. Ik mis onze bijkletsmomenten en het uitwisselen van de ervarings-
verhalen met betrekking tot de kinderen. Ons contact is minder intensief, maar zal niet 
verloren gaan.
Vivianne, met je gevoel voor mode en stijl. Een frisse wind hier op de vakgroep. Heel erg 
lang ken ik je eigenlijk nog niet, maar ik ben je in die korte tijd enorm gaan waarderen om 
je mooie karakter en warme persoonlijkheid. 
Christi, jou ken ik het langst. Je begon als student-assistent en kwam bij mij op de ka-
mer terecht. Mijn moedergevoelens kon ik vervolgens meteen al in praktijk brengen (wat 
overigens meer aan mij lag dan aan jou). En ik heb nog steeds het gevoel dat ik je moet 
beschermen. Ik vind je een heerlijk persoon, grappig, nuchter en lekker zelfstandig. We 
moeten elkaar vaker proberen te spreken.
Lieve dames, alle drie bedankt voor jullie steun en voor alle gezelligheid! 
En dan natuurlijk al mijn collega’s en oud-collega’s bij Metamedica. Jullie zorgen allemaal 
voor de nodige afwisseling en gezelligheid in het keukentje en natuurlijk voor de brood-
nodige horizonverbreding: dank daarvoor. Omdat ik hier zo lang heb rondgelopen, wil 
ik een aantal van jullie even apart noemen. Om te beginnen Ingrid Lathouwer en Hellen 
Heutz: Ingrid die ik dankzij mijn onderwijstaken goed heb leren kennen en Hellen die het 
hoofd koel houdt en zich staande wist te houden in de hectiek van de brieven en admin-
istratie aan het einde van het traject. Dank jullie wel voor de broodnodige ondersteun-
ing! En Agnes Meershoek en Anja Krumeich: ook jullie blijken gewoon aardige mensen te 
zijn… want wat was ik onder de indruk van jullie toen ik hier net begon. Ik zal jullie opre-
chte interesse tijdens en na de zwangerschap van Kes niet vergeten. Annelien Bredenoord 
en Erik Aarden, ook jullie wil ik even apart bedanken voor de praktische en zeer nuttige 
tips ten aanzien van de afronding van het boek en de voorbereiding van de verdediging.
En Ada van Bruchem, mijn oude kamergenote. Ik denk dat we in veel opzichten niet meer 
van elkaar kunnen verschillen. Enkele overeenkomsten zijn er gelukkig wel, die ervoor 
hebben gezorgd dat we het vaak heel gezellig hebben gehad.  
Mijn lieve vriendinnen Catelijne Leenen en Wendy Kieboom, we delen dezelfde achter-
grond, maar eigenlijk vooral eenzelfde levenshouding. Niks laadt me iedere keer weer 
zo op als een avondje met jullie. Altijd te kort, want er valt nog zo veel te bespreken. Wij 
raken, denk ik, nooit uitgepraat. Maar we hoeven het straks niet meer over mijn proef-
schrift te hebben!
Mijn paranimfen, Angelique Heijnen en Janneke Moust. Lieve, warme en bijzondere An-
gelique, wat ga ik jou missen! Het klikt tussen ons vanaf het begin. Vanaf het begin ben je 
ook al mijn paranimf. Collega voor nu, maar vriendin voor het leven. 
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Lief zusje. Het gaat zo lekker vanzelf als we samen zijn. Ik hoef niks uit te leggen en ik hoef 
me niet te verantwoorden. Het idee dat jij er gewoon altijd bent, is geruststellend en ver-
trouwd. Want zusjes blijven we altijd. Love you. 
Angelique en Janneke, natuurlijk zijn jullie mijn paranimfen!
Papa en mama. Wat zou ik zonder jullie moeten beginnen? In de periode van het werken 
aan mijn proefschrift hebben jullie met z’n tweeën maar ook wij als gezin samen met Ar-
jen en Janneke, flink wat voor de kiezen gehad. Maar we zijn er allemaal nog en allemaal 
nog bij elkaar. 
Lieve mama, dankjewel voor het iedere keer weer klaarstaan als ik je nodig heb. Op prak-
tisch gebied als lieve oma en opvang voor Kes en Dex en op emotioneel gebied als mijn 
moeder. Bedankt ook voor het me iedere keer weer herinneren aan wat er echt belangrijk 
is in de wereld. 
En lieve papa, wat lijken wij eigenlijk op elkaar, he? Je kunt nu gerust ademhalen: ik heb 
mijn proefschrift afgemaakt. Je speelt een hele belangrijke rol in mijn leven en ik hoop dat 
je weet dat ik je enorm waardeer als vader, raadgever en opa. 
Dank jullie beiden voor mijn fijne en warme jeugd, die de basis vormt van wie ik nu ben. 
Ik houd van jullie. 
Lieve Maria, met jou luiden we al jaren het weekend in. Ik hoop dat we dat nog lang  
blijven doen. Als Kes of Dex bij jou zijn, weet ik dat ik me geen zorgen hoef te maken. Be-
dankt voor het zijn van een lieve en betrouwbare oma en schoonmoeder. 
Kes en Dex, jullie zijn nog zo klein, maar o zo belangrijk voor me. Wat is er heerlijker dan 
iedere ochtend wakker te worden met het idee dat jullie er zijn! Er is niks mooier dan 
moeder te zijn van jullie. Ik houd van jullie met heel mijn hart. 
Iwan. De liefde van mijn leven. Mijn steun en toeverlaat. Mijn rots in de branding. Wat heb 
je veel moeten aanhoren de laatste jaren. Over het proefschrift hoeven we het nu niet 
meer te hebben. Ik wil je bedanken voor alles wat je bent: lief en zorgzaam, een goede 
papa, betrouwbaar en eerlijk, mooi en sterk en vooral voor het zijn van mijn man. Ik houd 
van je, onvoorwaardelijk en ontzettend veel. 
Tenslotte, dank aan iedereen die op de een of andere manier heeft bijgedragen aan het 
voltooien van dit proefschrift. 
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Josy Ubachs-Moust werd geboren op 17 november 1975 te Houthem-Valkenburg. 
Zij behaalde haar HAVO en VWO diploma in respectievelijk 1994 en 1996 aan het 
Sint-Maartenscollege te Maastricht. Zij volgde van september 1996 tot september 
2001 de studie Nederlands Recht aan Maastricht University. Vervolgens werkte zij 

als docent bij de vakgroep Gezondheidsrecht aan de Faculty of Health, Medicine and Life 
Sciences van Maastricht University. In september 2002 is zij als aio begonnen aan haar 
promotie-onderzoek bij de vakgroep Health, Ethics & Society. Vanaf 2006 heeft zij haar 
onderzoekswerkzaamheden gecombineerd met een docentschap bij dezelfde vakgroep. 

Josy is in 2004 getrouwd met Iwan Ubachs. In 2005 werd zij moeder van Kes en in 2010 
van Dex.
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