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MEDICAL CARE OF THE ELDERLY FROM THE CARE 
PROVIDER’S POINT OF VIEW

Opieka medyczna nad seniorami  
z punktu widzenia opiekunów

S t r e s z c z e n i e 

Starzenie się społeczeństwa w świecie 
kultury zachodniej, kreuje wiele palących 
wyzwań, szczególnie w zakresie ochrony 
zdrowia i opieki medycznej. Z jednej strony 
pojawia się wiele oczekiwań w zakresie sze-
rokiej dostępności zaawansowanych metod 
leczenia, zapewniających poprawę zdrowia 
i podniesienie jakości życia, bez cierpienia  
i bólu. Z drugiej jednak strony naturalnemu 
procesowi starzenia towarzyszy zjawisko 
pojawiania się chronicznych chorób, opor-
nych na leczenie i tworzących nieuchronne 
sytuacje uzależnienia osób starych od ich 
opiekunów. Pomiędzy lekarzami nie ma 
konsensusu co do tego, jak długo i w jaki 
sposób kontynuować leczenie, szczególnie 
przypadku tych przewlekłych chorób ty-
powych dla wieku starczego. Te zjawiska 
powodują, że leczenie może okazywać się 
nadmiernie inwazyjnym (wręcz uporczy-
wym), a pozytywne efekty samego leczenia 
na poziomie somatycznym, są osłabiane 
przez obniżająca się jakość życia.
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A b s t r a c t

The aging of the population presents 
modern Western society with a variety of 
different challenges, especially in the areas 
of health and medicine. On the one hand, 
there is a need for elderly patients to re-
ceive medical treatments that are supposed 
to improve or preserve the existing quality 
of life and to prevent the extension of a life 
without quality, with suffering and pain. 
On the other hand, aging is accompanied by 
the appearance and exacerbation of chronic 
illnesses, reduces the treatment benefits of 
medical activities and increases the risks of 
irreversible physical dependence. Further-
more, the lack of consensus among physi-
cians regarding the willingness of treatment 
and the proper timing of the treatment of 
the elderly poses questions about the quali-
ty of treatment for the elderly. Thus, in the 
opinion of different care-providers and in 
comparison to other age groups in modern 
Western society, the elderly do not enjoy the 
treatment advantages of medical activities 
proven in the treatment of other age groups.
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Quality care of the elderly population is a global goal and an inte-
rest shared by all decision makers in modern Western society. Further-
more, the aging of the population raises concerns and challenges that 
Western society had not necessarily recognized previously and which 
are mainly evident in the fields of medicine and health. An increase in 
the percentage of the elderly in the population subsequently leads to 
the appearance of a new range of illnesses. These illnesses require me-
dical follow-up, treatment, and daily support for the patient (Soreide & 
Desserud 2015: 1). Many hospitals face the challenging burden of 
coping with the elderly population, which is a population characterized 
by clinical instability and high risk of deterioration in cognitive ability, 
often leading to hospitalization (Mercante et al. 2014: 703).

Furthermore, every invasive or noninvasive intervention for the 
assessment or treatment of illnesses or medical situations may harm 
the individual’s autonomy and functioning and may lead to dependen-
ce after hospitalization. In the case of the care of elderly patients,  
a functional limitation after hospitalization is, for the most part, irre-
versible. In other words, hospitalization of the elderly is far more com-
plicated and extended, and entails multiple implications for their life 
and health (Mercante et al. 2014: 704; Scala 2016: 1). 

For successful handling of the aging of the population, a modern 
Western society must acknowledge that the elderly are not similar to 
other social groups. This group requires unique medical reference 
unparalleled to other social groups. The research of diseases and phy-
siological situations that accompany the process of aging and care is 
called geriatrics. It is an area that belongs to the field of medicine and 
constitutes a subfield of internal medicine. Geriatrics, due to its focus 
on the unique needs of the elderly, is different from other areas of me-
dicine. The body of the old person is physiologically different since, 
during the aging process, the functioning of the human body begins to 
decline, thus causing the development of different diseases. The rate of 
decline in the functioning of the systems and the appearance of chro-
nic diseases depends on the previous lifestyle of the individual. Con-
sequently, old people develop many chronic illnesses and develop gene-
ral functional decline rapidly relative to young people (Mercante et al. 
2014: 704; Gerlich et al. 2012: 297–298). 

With regard to the frailty of the elderly person’s body, five parame-
ters are addressed: a significant unintentional decline in body weight; 
self-reported fatigue; weakness (without other medical reason); wal-
king at a slow pace; and poor physical activity. These parameters are 
the basis that must be taken into account when caring for the elderly 
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in hospitalization, even before setting the treatment program for a me-
dical problem (Soreide & Desserud 2015: 5). For most of the elderly, 
autonomy constitutes a necessary condition in care during hospitaliza-
tion or at home and is a secure basis for quality of life regardless of 
the multiplicity and complexity of chronic illness. Independence; conti-
nuity of residence in the elderly person’s home; autonomy in decision-
-making (medical and other); preservation of existing physical functio-
ning – all these and other factors define the level of autonomy and 
medical care in the elderly person’s life and constitute a starting point 
in old age (Smebye, Kirkevold, & Engedal 2016: 1–2). 

Because of the development of modern medicine, physicians who spe-
cialize in pulmonary diseases have succeeded in extending and impro-
ving the lives of many pulmonary patients who, in the past, were fated 
to die in severe pain and with a short lifespan. Today, through treat-
ment and invasive and noninvasive respiratory support, physicians 
have succeeded in significantly extending the life of patients who have 
chronic lung diseases. However, an increase in the survival rates of 
chronic patients does not correlate with satisfaction with the quality of 
life. Still today, chronic lung diseases entail reduced quality of life and 
dependence on others as a result of shortness of breath. Thus, despite 
existing medical means, pulmonary diseases are characterized by a li-
mitation in the everyday activity and considerable discomfort (such as 
difficulty in breathing, sense of strangulation, weakness and depres-
sion). Longevity, which today is achieved through medicinal and device-
-based treatments, no longer satisfies either the physicians or the pa-
tients. A modern medical viewpoint sets new treatment goals. When 
patients and their families are placed at the center of the treatment, 
longevity as a goal no longer suffices unless caregivers can succeed in 
achieving a high level of quality of life and mental and physical wellbe-
ing. This change in the treatment goals in modern medicine is especial-
ly prominent when speaking about the care of the elderly who are suffe-
ring from chronic pulmonary diseases. It is commonly agreed among 
physicians that care of the elderly suffering from respiratory diseases is 
palliative and constitutes care for the rest of their life. Patients who 
have chronic respiratory disease in the terminal stages of the disease 
may require more invasive treatments, even at the cost of additional 
harm to their quality of life, especially when regular treatments no lon-
ger help as they did at the beginning of the illness (Scala 2016: 2). 

In nephrology the situation is similar. Social values influence medici-
ne. Western culture places at the top of its priorities the individual’s 
autonomy as a supreme social value. Accordingly, physicians guide the 
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patients to make decisions that address this value. Therefore, there are 
many cases in which a decision to begin dialysis is not a medical deci-
sion intended for the patient’s health benefit, but an outcome of the in-
dividual’s personal, cultural, and social values and those of his caregi-
ver. In this situation, a large number of dialysis patients undergo 
treatment following social expectations and pressure, and not because of 
any medical benefit or the patient’s wishes. Consequently, guidelines 
from the medical associations are influenced more by the values and 
expectations of society than by medical benefit. This situation indirectly 
causes the medical misuse of dialysis (Ying, Levitt, & Jassal 2014: 972). 
Nevertheless, for end of life treatments, it is necessary to obtain full co-
operation in the decision-making process from the moment of the deter-
mination of the assessment, based on the severity of the disease and the 
patient’s wishe – and not on their age (Scala 2016: 1).

In the field of cardiology, the situation is not different. The intere-
sts and wishes of heart patients are not considered during the treat-
ment decision-making process or the management of chronic heart di-
sease, whether it is emergency or routine (Schroder, Fink, Schumann, 
Moor, Plehn & Richter 2015: 3). Moreover, the patient’s decisions and 
wishes often rely on the physician’s prognosis, which is the outcome of 
a collection of statistical data. Therefore, it is possible that the physi-
cian’s recommendation will not suit the individual patient. Additional-
ly, the decision regarding the timing of invasive interventions, such as 
mechanical ventilation, for respiratory support, is in the hands of the 
caregiver, based on clinical data, with the complete neglect of the pa-
tient’s wishes, especially in situations of medical emergencies, such as 
the beginning of mechanical ventilation (Scala 2016: 2). 

Also in dialysis (treatment of terminal renal insufficiency) the deci-
sion from the very beginning, especially concerning a situation of medi-
cal emergency, lies in the hands of the physician and is not discussed 
with patients and/or their family. Yet this form of treatment entails 
considerable suffering, physical limitation, and permanent and signifi-
cant harm to the patient’s quality of life regardless of the patient’s age. 
Furthermore, dialysis entails considerable suffering and severe compli-
cations, such as infections and electrolyte disorder. When a nephrolo-
gist is convinced that dialysis will not bring benefit to the patient, even 
if the patient requests this, the physician is entitled to deny the patient 
the treatment. However, even if the physician is certain that the treat-
ment of the chronic illness will bring more benefit than harm to the 
patient, the patient has the right to refuse the treatment, despite the 
anticipated benefits of the treatment (Germain 2015: 55). 
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The choice of a convenient treatment alternative should be based 
on an open discussion between the physician and the patient regar-
ding the patient’s preferences for the rest of their life. A research stu-
dy conducted in Germany shows that most elderly people (more than 
90%) do not speak about their expectations regarding their end of life 
treatment. During their visits to the family doctors (general medicine) 
patients do not initiate conversations about death and treatment for 
the rest of their life. Physicians, in their meetings with elderly pa-
tients and their family, avoid conversations that may lead them to de-
cisions regarding life and treatments before death. The tremendous 
mentalemotional? difficulty in discussing end of life treatment leads 
both the patients and the caregivers to erect a barrier that does not 
allow the tailoring of appropriate and holistic treatment for the elderly 
person. Likewise, cardiologists avoid speaking of the fact that heart 
failure is a terminal disease that may cause sudden death despite me-
dical care (Gerlich et al. 2012: 298).

The prevalence of chronic morbidity, a background of respiratory, 
cardiac and renal insufficiency, and decreased resistance of the immu-
ne system – all these are reduced body functions characteristic of the 
natural process of old age. Nonetheless, today clear definitions of ill-
ness and care in old age are lacking. There is a confusion between cu-
rative care, palliative care, and end of life care. The situation is com-
plicated in the decision-making process of the treatment of the elderly 
(Dousdampanis, Trigka, & Fourtounas 2012: 360–364). Care of the el-
derly is perceived without exception as end of life care and leads to 
different treatment behavior, in comparison with younger adults. 
Thus, for example, the decision to move the patient to the intensive 
care unit depends on the patient’s age. In other words, the chances 
that an older adult who is suffering from a worsening of chronic respi-
ratory illness will reach intensive care, in comparison to a young adu-
lt, are not high (Scala 2016: 2–3). This situation is also similar with 
nephrology. Despite prevailing opinions of many nephrologists concer-
ning the medical advantages of early dialysis, the primary considera-
tion is the age of the patient. This fact is not surprising at all. A rese-
arch study conducted over the years in England, Italy, and Australia, 
found that above the age of 75 the rate of kidney disease rises signifi-
cantly. Thus, dialysis not only does not extend life and in fact t harms 
the quality of life, but may also harm and further damage the patient’s 
health. As the patient’s age increases, the situation becomes more se-
vere (Germain 2015: 56–57). Advanced age is a negative predictor, re-
gardless of whether this is routine or emergency, invasive or less inva-
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sive treatment. Emergency treatments save lives and are more 
aggressive. Hence, emergency treatments such as urgent operations, 
regardless of their level of aggressiveness, among the elderly may cau-
se more harm than benefit. Therefore, the biological changes and the 
physical weakness and frailty related to age cause the caregivers to 
weigh each case separately (Soreide & Desserud 2015: 4).

According to Germain (2015: 57), it is not ageism not to offer dialy-
sis as a treatment for the elderly patient who is suffering from renal 
insufficiency. Elderly patients who suffer from terminal renal insuffi-
ciency have a short lifespan, and therefore the nephrologist’s role, first 
and foremost, is to prevent unnecessary suffering of the patient, or at 
least to reduce it to the greatest possible extent at the end of life, . The 
elderly who are suffering from terminal renal insufficiency constitute a 
social-economic problem that will become even more complicated. As 
with any other chronic illness, under-diagnosis and over-diagnosis are 
equally detrimental and will cost the health system in Western society 
additional costs that are expected to be higher than regular (Dous-
dampanis, Trigkla, & Fourtounas 2012: 367).

The source of health discrimination and inequality that is expressed 
in the diagnosis of the illness and the treatments suggested for pa-
tients and family members derive from values and social-cultural 
expectations. According to Schroder et al. (2015: 1), the main basis for 
inequality between patients in health is their socio-economic status. In 
addition, age only exacerbates the existing discrimination but does not 
constitute a source for the problems. For instance, research studies con-
ducted in England, Germany, and Holland show similar results – the 
rate of mortality among cardiac patients from a low socio-economic le-
vel is higher than the rates of mortality among cardiac patients from a 
higher socio-economic level. As the age of the cardiac patients incre-
ases, the mortality rates increase at all socio-economic levels. However, 
the rate of mortality among adults with a low socio-economic status in-
dicates a sharper increase in comparison to that of the high socio-eco-
nomic level. A close look at the problem shows that patients who are 
painstakingly monitored by a cardiologist and remain for longer in car-
diac rehabilitation are more educated and better- ff patients. In ad-
dition, more than 76% of the cardiac patients who come from socio-eco-
nomically well-off backgrounds undergo expensive invasive 
interventions for the purpose of the renewal of blood flow to the heart. 
It is known that intervention for the purpose of blood flow improve-
ment is an activity whose benefit is high when it is as close as possible 
to a cardiac incident. Therefore, if a patient has money and the possibi-
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lity of rapidly coming to an emergency cardiac medicine institution, he 
has higher chances of receiving intervention for the renewal of the blo-
od flow to the heart (Schroder, Fink, Schumann, Moor, Plehn & Richter 
2015: 1–3). 

In the deterioration of chronic respiratory diseases, regardless of the 
patient’s age, on balance, there are two treatment choices: mechanical 
ventilation and non-invasive ventilation. Non-invasive ventilation is  
a treatment of choice in many medical situations, such as COPD (Chro-
nic Obstructive Pulmonary Disease), pulmonary edema, hypo-ventila-
tion following obesity, and deformation of the chest. This type of artifi-
cial respiration has many health advantages and entails fewer fatal 
complications in comparison to mechanical ventilation. Sometimes 
non-invasive ventilation does not, over time, supply the patient’s respi-
ratory needs, and then there is a need for artificial ventilation that en-
tails intubation (the insertion of a breathing tube into the lungs). In 
addition, non-invasive ventilation, in comparison to mechanical ventila-
tion, harms the quality of life less, although it does limit the freedom of 
physical movement to nearly the same extent. Among the elderly, it is 
the preferred possibility. There are many reasons for this. The main 
reason is that non-invasive ventilation harms the quality of life less. 
This is a critical consideration in a population such as the elderly, who 
are defined as a population at the end of life (Scala 2016: 3). 

Nephrologists have a similar dilemma when they are caring for the 
elderly population with chronic diseases in the kidney and urinary 
system. What should be done when it is necessary to shift to more 
invasive means for the purpose of the treatment of chronic illnesses? 
First, no harm must be done. For all physicians, regardless of their 
specialization, the main consideration in the choice of treatment for 
the patient following chronic disease is the benefit versus the harm 
that the treatment may bring with it. When the treatment of the out-
break of a chronic illness is provided to a patient of an advanced age 
the benefits of the treatment are lessened and the chance of possible 
harm increases (Germain 2015: 1). 

The worsening in chronic illnesses and deterioration in the situ-
ation of the elderly patient leads the caregivers to adopt emergency 
treatments, some aggressive in nature, which may be less beneficial at 
the end of the intervention. In addition, a prognosis of intervention 
that is based on chronic morbidity among the elderly population, for 
the most part, leads to undesired outcomes. However, studies indicate 
that more than one-half of the elderly population above the age of 
eighty who undergo urgent operations lives an average of at least 
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three additional years, due to the urgent surgical intervention perfor-
med. On the other hand, among patients above the age of eighty, there 
is an increase in the death rate following emergency operations, hospi-
talizations become longer, the rate of the need for intensive care incre-
ases, patients’ functioning is harmed, and the level of dependence on 
others is increased. It should be taken into account that the mortality 
rates rise as the patients’ age rises. Research conducted in Denmark 
shows a mortality rate of about 48% among the elderly above the age 
of 75. Among the elderly above the age of 90 the mortality rate doub-
les in comparison to younger patients. It is important to note that the 
mortality rate after a surgical intervention is influenced by the invasi-
veness and urgency of the operation itself. As the patient’s age incre-
ases, the mortality rate significantly increases in all the categories.

This finding is not at all surprising. Unlike other areas in medici-
ne, such as pediatrics, in geriatrics uniform treatment protocols have 
not yet been formed for the treatment of the elderly person. The ab-
sence of these treatment protocols not only leads to unexpected and 
even deficient outcomes in the treatment, but also leaves too great a 
freedom to make decisions to the physicians in the treatment arena, 
and consequently there is great difference in the treatment offered to 
the elderly patients. In other words, evidence-based activity with con-
trolled outcomes in the age group of the elderly is an outcome of guide-
lines and the formation of protocols that will cause structured and te-
sted treatment for all the elderly. This is like pediatrics, which has 
used structured protocols for many years that were formed on the ba-
sis of the multiplicity of clinical research studies in the field (Soreide 
& Desserud 2015: 1–2).

Today, there is no agreement among surgeons regarding the de-
sired outcomes of surgical intervention and the correct level of aggres-
siveness in invasive treatments among the aging population. In ad-
dition, there is considerable competition over the existing resources 
and, as of today, the allocation of the resources in the health system, 
including in the emergency department, relies not only on the pa-
tients’ medical needs but also on their age (White 2014: 48). 

In parallel to the aging of the population and the constant rise in 
the rate of the elderly, there is an increase in the number of the elder-
ly with cognitive decline who, for the purpose of making health deci-
sions in general and any medical care, in particular require a guar-
dian. Cognitive decline at different levels of severity characterizes the 
elderly population in general. About 30% of them suffer from a cogniti-
ve decline of a severe level (such as severe dementia) and continue to 
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live in the community until they die. Despite their high percentage in 
the population of the elderly, their end of life care is essentially diffe-
rent from the care of the elderly who do not exhibit cognitive decline. 
For instance, research conducted in the United States found that the 
old age institutions providing daily care spend about $11,461 less on 
an elderly person with cognitive decline in comparison to an elderly 
person whose mind is clear. The situation is similar in comparison to 
the percentages of death in hospitalization. Death of elderly people 
suffering from dementia in hospitalization is 17.9% less since they do 
not turn in severe situations to medical service. In addition, the elder-
ly who suffer from cognitive decline are moved 9.4% less during their 
hospitalization to intensive care units than the elderly who do not suf-
fer from cognitive decline. These differences among the elderly be-
tween subgroups derive primarily from the difference in the current 
policy, according to which end of life care, when there is a known bac-
kground of significant cognitive decline, must be less medically aggres-
sive and more supportive and preventative (Nicolas 2014: 1–2). 

Moreover, according to the 2010 guidelines of the Renal Physician 
Association , it is necessary to avoid dialysis among the elderly who 
suffer from severe dementia, especially if it is not possible to obtain 
the patient’s cooperation during the therapy. According to researchers 
from Canada, factors such as a decline in the ability to communicate, 
the absence of the ability to understand the complications entailed in 
dialysisand the inability to make decisions independently are absolute 
contraindications against dialysis. A situation of inability to make  
a decision regarding the commencement of invasive treatment whose 
benefits are doubtful projects the responsibility for the decision regar-
ding the treatment on a relative who is the guardian of the dementia 
patient, who also provides his care. An elderly person with dementia, 
because of his illness, cannot make complicated medical decisions. In 
the final stages of the disease, the patient is not able to express his 
opinion. Therefore, the decision to begin dialysis, as well as other inva-
sive interventions, is in the hands of family members or guardians. 
Thus, the decision that is made by the family of the elderly person 
who suffers from dementia to begin dialysis relies on the sense of fear 
of family members that perhaps their decision to deny this or another 
treatment to the dementia patient will lead to his decline. Physicians 
who make care decisions for dementia patients are led by similar 
feelings. Caregivers are afraid of being blamed by family members and 
by society that perhaps they did not do enough for the patient (Ying, 
Levitt, & Jassal 2014: 972–973). 
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The duty of the caregiving staff in the framework of normal re-
ciprocal relations is to legitimize the elderly person to express 
emotions in care, especially when difficulties in expression are identi-
fied; in this way healthy coping with the process of aging and adjust-
ment to the physiological changes entailed by age is built. In the next 
stage, for the purpose of the making of a decision in the treatment 
framework, both the caregiver and patient must crystallize a clear 
perspective regarding the end of life care . The caregiver’s role is to 
help the elderly patient form clear attitudes regarding his desires in 
the continuation, so as to help his family members and formal caregi-
vers continue to uphold his values and beliefs in the continuation (Do-
usdampanis, Trigka, & Fourtounas 2012: 360–361; Pejner, Ziegert,  
& Kihlgren 2012: 1). A minority of the elderly leave directives for the 
family members regarding their treatment preferences. When a deci-
sion regarding the care remains in the hand of the formal caregiver or 
family member, it is possible that the goals in treatment will not be 
identical to those of the patient (Ying, Levitt, & Jassal 2014: 972).

Modern Western medicine has shifted from a paternalist approach 
(according to which the physician decides everything) to a participati-
ve approach (according to which a process of decision making occurs in 
close cooperation between the caregiver and the patient). However, in 
the discussion of the care of the elderly, especially dementia patients, 
the accepted approach has not changed and remains paternalistic. For 
example, among elderly patients undergoing dialysis about 52% main-
tained that the beginning of the dialysis was the physician’s decision. 
Only 35% of the patients who participated in the research study felt 
that the medical decision to begin dialysis was based on their personal 
desire that was discussed with the physician beforehand (Ying, Levitt, 
& Jassal 2014: 973). 

Alongside medical treatments for the purpose of coping with the 
implications of chronic diseases (such as dialysis and tracheotomy), 
there are natural processes of aging that require intervention. During 
aging, there is a decline in the energy intake that is expressed in the 
decline in the intake of the quantity or volume of food and calories.  
A number of different explanations have been proposed for the natural 
phenomenon of the decline in the consumption of food, including a dec-
line in physical activity (external energy consumption) and internal 
energy use required for the internal processes of digestion and ab-
sorption in the body. Healthy aging is a process in which there is a 
correlation between the decline in intake and the decline in use. Ho-
wever, in a significant percentage of the elderly, the decline in the 
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energy intake is greater than the decline in the energetic use, and 
therefore the result is weight loss. The decline in the consumption of 
food among the elderly is on a psychological-behavioral, social, and 
medical background and on the background of age-related physiologi-
cal changes. All these factors disrupt the balance between intake and 
expenditure and cause a deterioration in the nutritional situation to 
the point of undernourishment. Nonetheless, among the elderly who 
suffer from dementia the development of eating problems is particu-
larly frequent, in comparison to the problem in the general elderly po-
pulation (Mendiratta et al. 2012: 610).

Consequently, the caregivers often adopt different means to impro-
ve or maintain the elderly person’s nutritional status. Common means 
include a nasal tube and gastrostomy (PEG – Percutaneous endoscopic 
gastrostomy); the gastrostomy tube is more common as the caregivers’ 
choice among the elderly at the end of life. The insertion of a feeding 
tube (PEG) is intended to improve the consumption of food and liquids 
and to allow medicinal treatment for chronic illnesses. For instance, in 
the United States the frequency of the elderly with cognitive decline 
who live in institutions is about 18%–34% of the total number of elder-
ly patients. About 30% of these patients are elderly who suffer from 
dementia (Goldberg & Altman 2014: 1733–1734). PEG as a means of 
feeding is a widely used and preferred instrument for long-term use. It 
became popular because of its advantages, which exceed the possible 
complications deriving from its insertion and/or use among the popula-
tion of oncological patients, muscular dystrophy patients, and post-
-CVA rehabilitation patients (Mendiratta et al. 2012: 609–612). 

While its disadvantages following complications in the insertion 
and/or use in the elderly population in general and in the population 
of dementia patients in particular are not sufficiently clear, these do 
not often exceed its advantages in treatment. Although the insertion of 
the feeding tube (PEG) among the elderly and especially among de-
mentia patients does not prolong survival, does not improve the elder-
ly person’s nutritional status, and increases the mortality around its 
insertion, in recent years the percentage of the insertion of gastrosto-
my is constantly and consistently rising (Mendiratta et al. 2012: 610). 
Among elderly patients with dementia, mortality following PEG inser-
tion ranges from 13% to 54% and at the end of the first year after the 
insertion of the gastrostomy the percentage increases and ranges from 
78% to 84%. Mortality among the elderly after insertion of the feeding 
tube is significantly higher than among other patients. In addition, 
survivability after the insertion of the gastrostomy among the elderly 
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with dementia is only about 195 days. This finding is significantly low, 
in comparison to survivability among other groups using gastrostomy 
(Goldberg & Altman 2014: 1735). For the most part, the decisions of 
physicians to insert a gastrostomy among the elderly are not evidence-
-based because of the lack of research studies that provide true and 
full data among the elderly. When physicians make the decision to in-
sert a gastrostomy, for instance, in oncological patients, they rely on 
the prolonging of the patient’s life, the improvement of the patient’s 
quality of life, the reduction of risk that the stomach contents will re-
ach the lungs, the promotion of physical well-being, and the improve-
ment of the nutritional status. However, among the elderly, and espe-
cially among the elderly with dementia, the insertion of a gastrostomy 
does not achieve similar treatment benefits (Mendiratta et al. 2012: 
612). However, the aging of the population and the rise in the elderly 
who need help raise the need for additional skilled and professional 
caregivers. The insertion of an internal feeding tube enables more 
comfortable treatment for the caregiver, allowing one caregiver to pro-
vide service concurrently to a number of patients (Goldberg & Altman 
2014: 1738–1739). 

Emotional support constitutes a necessary basis for medical treat-
ment, especially when referring to end of life treatment in general and 
among the elderly in particular. The emotional component in daily 
care not only improves the subjective assessment of the patient’s he-
alth but also improves clinical outcomes. However, the elderly need a 
caring and understanding emotional environment and caregiver not 
only in times of sickness. In everyday life, when there is a loving 
environment that is emotional and pleasant, the elderly adjust better 
to different situations related to aging and the appearance of chronic 
illnesses and can even cope with them more effectively and easily (Pej-
ner, Ziegert, & Kihlgren 2012: 2). The building of a good communica-
tional culture between the caregiver and the elderly patient and his 
family enables the care to be enriched with emotional and social sup-
port and more holistic, more dignified, and more comfortable care to be 
provided (Gerlich et al. 2012: 301).

The professional obligation of nurses is to provide for the patient  
a solution to his emotional, physical, social, mental, cultural, and spi-
ritual needs during the medical treatment. However, in actuality, the 
creation of a pleasant and sensitive treatment environment is not 
obvious. It necessitates considerable emotional and professional 
investment on the part of the nurses who work in the institution. The 
nursing staff describe daily work as stressful and difficult and 
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requiring the simultaneous management of many professional tasks 
that must be performed with great precision and at regulated times. 
Therefore, the creation of an effective atmosphere, for the purpose of  
a high level of medical care, is not always possible. In the opinion of 
nurses, medical treatment in a pleasant and sensitive atmosphere 
requires time, many skilled staff members, and a reduction of the task 
load. Hence, there are many situations in which the nurses refrain 
from meeting their patients’ non-medical needs (Pejner, Ziegert, & Ki-
hlgren 2012: 2). It is easy, as a caregiver, to be task-oriented and limi-
ted to professional skills. However, to hide behind the biomedical acti-
vity, without emotional involvement, is to perform the work 
superficially. For the elderly who suffer from severe cognitive decline, 
instrumental care without emotion does not yield good outcomes. 
Among the elderly with advanced dementia, the medical care at the 
end of their lives entails suffering and considerable pain. Therefore,  
a caring emotional and mental attitude in the medical intervention is 
more important than is the intervention itself (Nicolas 2014: 6–7).

One of the additional challenges in the care is the achievement of 
social-cultural equality among patients, regardless of age, gender, 
race, and nationality. The obligation of all the caregivers is to care for 
all on an equal basis, with awareness of differences between patients 
following the treatment requirements (Napier et al. 2014: 1618–1619). 
In the framework of the perception of equality as a supreme value, 
modern Western society defined healthcare as a basic human right. 
Consequently, throughout history, public policy developed to enable 
the financing of different medical services for the entire population. 
Nonetheless, the aging of the population leads to the need to reconsi-
der how the medical resources in society should be divided so as to 
achieve maximum benefit not only for the individual but also for socie-
ty as a whole (Thorsteinsdottir, Swetz, & Albright 2015: 2094–2096). 
Some researchers do not agree with this argument. Equality as an 
important social value guides the caregivers to enable treatments for 
patients who need it, regardless of the consideration of the patient’s 
age, gender, and economic ability. However, in reality, Western society 
raises many barriers on the way to achieve such treatment. One of the 
most important barriers in society is age. Thus, in reality for the elder-
ly, especially the very elderly, there is no equal treatment neutral of 
age considerations and economic efficacy. Lacking political power and 
social protection, devoid of economic ability, and consuming expensive 
medical services, the elderly become “transparent” to society and are 
pushed to its margins as a weaker group. Therefore, it is not at all 
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surprising that many formal care-providers maintain that the treat-
ment of elderly people is significantly of lower quality, especially when 
it is compared to the treatment of children in a similar medical field 
(Ying, Levitt, & Jassal 2014: 973–975). 

The aging of the population in modern Western society challenges 
the caregiving staff in many ethical issues, such as the allocation of 
medical resources, intergenerational justice, and issues of life and de-
ath (such as resuscitation and euthanasia). Yet ethical issues in the 
care of the elderly population are far more complicated, following ne-
gative attitudes towards the elderly in the general population;the he-
alth system is influenced by the social mood. Therefore, negative opi-
nions are prevalent also among the caregivers of the elderly. In 
modern society, elderly people are perceived as a burden (Napier et al. 
2014: 1626–1628). Thus, in the present era of difficult competition over 
resources, such as for example a bed in the emergency room, a physi-
cian will provide clear preference to a young patient or a child, even if 
his medical prognosis is less good than that of the elderly person. In 
other words, the value of the sanctity of life of the child or young per-
son is more important for the physician than that of the elderly per-
son. Such a decision of the physician, like many others in treatment, 
relies on values and norms that draw their power from the unequal 
culture of modern Western society. So, if the patient dies during the 
medical treatment, the care-providers’ performances may be examined 
and interpreted as inadequate more frequently when the deceased pa-
tient is a child or a young person than when he is an elderly person 
(Soreide & Desserud 2015: 3).

The care of the elderly is discriminatory and takes into account 
considerations that are not relevant to ethical medicine, such as costs 
of medical treatment versus possible benefit. As expected, the elderly 
turn to medical services more than do young people, since they suffer 
from chronic illnesses more frequently than do young people. Consequ-
ently, the cost of the care of the elderly population is significantly hi-
gher than that of the younger people. In reality, a medical decision 
based first and foremost on the benefit of the medical treatment is fa-
ted to create a discriminatory attitude against the elderly on the basis 
of age (White 2014: 46–48; Napier et al. 2014: 1630–1632). 

Death at an advanced age is perceived in modern Western society 
as a natural phenomenon. In contrast, death at an early age, especial-
ly in childhood, appears to be exceptional and should not occur. In li-
ght of the aging of the population, the demand for expensive medical 
services is steadily increasing. The increasing demand versus the lack 
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of medical resources, the need for quality medicine at a high level for 
as many people as possible push the physicians in reality to base their 
deceisions on many considerations, such as age, medical benefit, the 
physician’s morality, and the patient’s wishes, when ethical considera-
tions are not at a high decision priority . Despite binding professional 
ethics, the patient’s age is a main consideration in medical treatment. 
Therefore, medical treatment given to the elderly is found at a low le-
vel of quality and, as such, it constitutes a social norm in modern We-
stern society. Thus, the aging of the population that leads to an incre-
asing number of the elderly and the decrease of the birthrate that 
leads to a decline in the percentage of children both lead to the invest-
ment of more resources per child than per elderly person. Also, every 
treatment of the elderly is defined as end of life treatment. Therefore, 
it does not receive the same investment of resources as other unique 
age groups do, such as children. In other words, the infrastructures of 
the treatment of the elderly are deficient, and nearly all care-providers 
do not participate in their training in unique courses in geriatrics. In 
addition, in comparison to the treatment of young people, the treat-
ment of the elderly not only is not personal but also frequently is not 
humane and is performed under conditions unsuited to the situation 
(White 2014: 50–51).

The use of gastrostomy among the elderly with dementia as a me-
ans of feeding is a controversial issue. On the one hand, its benefits 
among the elderly are not proven and the complications it involves ex-
ceed its benefits. On the other hand, the rate of insertion in this popu-
lation has been steadily increasing in recent years. In other words, a 
medical decision to begin internal feeding using a gastrostomy among 
the elderly is accompanied by considerations that are not related to 
the benefit of the elderly person himself, and therefore many ethical 
dilemmas arise on this matter (Mendiratta et al. 2012: 612). 

At the basis of every medical decision, there are fundamental valu-
es for every patient in medical care: his right to autonomy, and his ri-
ght to treatment that is given through the caregiver’s taking of re-
sponsibility. Informed consent on the part of the patient is intended to 
preserve the individual’s basic values in medical treatment and to 
provide him with the opportunity to make a decision independently. 
When a caregiver and patient agree on the medical care, the patient 
expresses his understanding and willingness for care and the caregi-
ver brings with him his personal values, moral position, and knowled-
ge of professional ethics (Wandrowski, Schuster, Wolfgang, & Steger 
2012: 141). However, in modern Western society, informed consent has 
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become something technical that is exploited by caregivers without the 
proper attention being devoted to its meaning. Informed consent is not 
only protection of the individual’s autonomy as a value that society 
worships but also the meticulous assessment of the patient’s wishes, 
values, and preferences and respect for his decision, even if it is not 
identical to what is done in society (Thorsteinsdottir, Swetz, & Albri-
ght 2015: 2094–2096). 

Ethical issues that the caregivers face are different from general 
medical ethical issues, and they are found in the field of end of life 
care. End of life care of the elderly is supposed to be based on the qu-
ality of the communication with the patient more than on different 
medical interventions intended to extend the lifespan in the younger 
population. However, nurses who care for the elderly cope unendingly 
with the dilemma between the elderly person’s autonomy and the be-
nefits of care or autonomy and the moral justice of care. Such situ-
ations are prone to trouble, bring about a conflict in care, and give an 
interpretation with a multiplicity of contradicting values. The solution 
of the moral conflicts that grow from the care of the elderly is suppo-
sed to bring about the greatest benefit for the patient and is always to 
be aimed at the patient’s wellbeing. The moral distress which the care-
giver feels generally also characterizes the atmosphere in the organi-
zation where the treatment interaction occurs. The lack of openness 
and a work environment that prevents the caregivers from mainta-
ining sensitivity towards what happens causes them to adopt behavior 
that is swallowed into the mechanical routine and lacks an emotional 
attitude towards the patients and towards peers in the workplace. 
When the caregivers work under pressure against their own moral be-
liefs, they feel frustration and create distance and emotional aliena-
tion from their work with the elderly (van der Dam, Abma, Kardol, & 
Widdershoven 2012: 251–252).

Physicians who care for the elderly feel that the care or cessation of 
care at the end of life is based for the most part on the treatment pro-
gnosis and not on the patient’s own desires. According to many physi-
cians, the existence of treatment instructions in medical situations is far 
more obligating than ethical considerations or the upholding of the pa-
tient’s values, since the failure to uphold treatment directives may be 
interpreted as assistance in death or medical malpractice (Dousdampa-
nis, Trigka, & Fourtounas 2012: 365–367; Germain 2015: 55). Today, 
many physicians feel an absence of ethical tools in their ability to cope 
with issues at the end of life among the elderly. The absence of ethical 
tools, the moral distress that derives from treatment decisions, binding 
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professional values, and responsibility for the patient – all these and 
many other factors cause the physicians to suffer a difficult ethical pro-
fessional dilemma: to make decisions according to the existing directives 
or to go with the patient’s preferences and perform what is assigned to 
him morally. Lack of skill and ability to make ethical decisions at the 
end of life harm the quality of the care and the well-being of the elderly 
person in his final days and worsens the caregiver’s mental distress 
(Wandrowski, Schuster, Wolfgang, & Steger 2012: 145). 

Morally and legally the elderly are entitled to receive care of a level 
of quality equivalent to that of young patients. However, today ethical 
medical care in the elderly population does not exist, following the lack 
of laws that create a strong basis for the creation of a social atmosphe-
re for this (Wandrowski, Schuster, Wolfgang, & Steger, 2012: 145–146). 
According to White (2014: 46), the legislation of appropriate laws and 
the enforcement of these laws in actuality may cause a change in the 
care of the elderly and overcome the indifference of Western society to-
wards the elderly population and their medical care. Today, the treat-
ment of the elderly is perceived by society and the care-providers them-
selves not only as having less quality but also as less humane. 
Therefore, work in institutions for the elderly is interpreted by care-
-providers as less prestigious and therefore is not desired. Furthermo-
re, work with the elderly is less well remunerated than other areas and 
is accompanied by many mental tensions and hard physical work com-
bined with many tasks and a limited staff. Consequently, skilled and 
professional care-providers of a high level not only tend to leave institu-
tions for the elderly but also from the start of their career path attempt 
to avoid going to work in these institutions (White 2014: 48–51).

In the future, it will be necessary to raise a new generation of care-
givers of the elderly who have social sensitivity and respect for the el-
derly and their care. A preliminary condition for moral change among 
caregivers of the elderly is the creation of appropriate conditions in 
society (White 2014: 51). In the opinion of many care-providers of the 
elderly, the time has come to change the miserable reality that has 
been created in the care of the elderly. The required change will lead 
to an improvement in the quality of treatment of the elderly and will 
make it professional and quality, humane and respectful – equal to 
the medical treatment of other age groups (Wandrowski, Schuster, 
Wolfgang, & Steger 2012: 144–146).



Lilia Rosenfeld452

References
Dam S. van der, Abma T., Kardol M., Widdershoven G. (2012), “Here’s My Dilemma”.

Moral Case Deliberation as a Platform for Discussing Everyday Ethics in Elderly Care, 
“Health Care Analysis: HCA: Journal of Health Philosophy and Policy” 20: 250–267.

Dousdampanis P., Trigka K., Fourtounas C. (2012), Diagnosis and Management of 
Chronic Kidney Disease in the Elderly: a Field of Ongoing Debate, “Aging and Dis-
ease” 3(5): 360–370.

Gerlich M.G., Klindtworth K., Oster P., Pfisterer M., Hager K., Schneider N. (2012), 
“Who is Going to Explain it to Me so that I Understand?” Healthcare Need and 
Experiences of Older Patients with Advanced Heart Failure, “European Journal of 
Aging” 9: 297–303.

Goldberg L.S. & Altman K.W. (2014), The Role of Gastrostomy Tube Placement in Ad-
vanced Dementia with Dysphagia: a Critical Review, “Clinical Interventions in Ag-
ing” 9: 1733–1739.

Germain M.J. (2015), Should Dialysis be Offered to All Elderly Patients?, “Blood Puri-
fication” 39: 55–57.

Mendiratta P., Tilford J., Prodhan P., Curseen K., Azhar G., Wei J. (2012), Trends in 
Percutaneous Endoscopic Gastrostomy Placement in the Elderly From 1993 to 2003, 
“American Journal of Alzheimer’s Disease and Other Dementias” 27(8): 609–613.

Mercante O., Gagliardi C., Spazzafumo L., Gaspari A., David S., Cingolani D., Castel-
lani C., D’Augello L., Baldoni R., Silvaroli, R. (2014), Loss of Autonomy of Hospital-
ized Elderly Patients: Does Hospitalization Increase Disability?, “European Journal 
of Physical and Rehabilitation Medicine” 50: 703–708.

Napier D., Ancarno C., Butler B., Calabrese J., Chater A., Chatterjee H., Guesnet  
F., Horne R., Jacyna S., Jadhav S., Macdonald A., Neuendorf U., Parkhurst A., Reyn-
olds R., Scambler G., Shamdasani S., Smith S. Z., Stougaard-Nielsen J., Thomson  
L., Tyler N., Volkmann A.M., Walker T., Watson J., Williams A.C., Willott C., Wilson 
J., Woolf K. (2014), Culture and Health, “The Lancet Commissions” 384: 1607–1639.

Nicolas L.H. (2014), Advance Directives and Nursing Home Stays Associated with Less 
Aggressive End-of-life Care for Severe Dementia Patients, “National Institutes of 
Health” 33(4): 667-674.

Pejner M. N., Ziegert K., Kihlgren A. (2012), Trying to Cope with Everyday Life – Emo-
tional Support in Municipal Elderly Care Setting, “International Journal of Quali-
tative Studies on Health and Well-being”: 1–7.

Scala R. (2016), Challenges on Non-invasive Ventilation to Treat Acute Respiratory 
Failure in the Elderly, “BioMedCentral Pulmonary Medicine” 16: 1–10.

Schroder S.L., Fink A., Schumann N., Moor I., Plehn A. (2015), How Socioeconomic 
Inequalities Impact Pathways of Care for Coronary Artery Disease Among Elderly 
Patients: Study Protocol for a Qualitative Longitudinal Study, “BMJ Open” 15: 1–7.

Smebye K., Kirkevold M., Engedal K. (2016), Ethical Dilemmas Concerning Autonomy 
When Persons with Dementia Wish to Live at Home: a Qualitative, Hermeneutic 
Study, “BMC Health Services Research” 16(21): 1–12.

Soreide K., Desserud K. (2015), Emergency Surgery in the Elderly: the Balance between 
Function, Frailty and Futility, “Trauma, Resuscitation and Emergency Medicine” 
23(10): 1–7.

Thorsteinsdottir B., Swetz K., Albright R. (2015), The Ethics of Chronic Dialysis for 
the Older Patient: Time to Reevaluate the Norms, “Clinical Journal of the American 
Society of Nephrology” 10: 2094–2099.



Medical Care of the Elderly from the Care Provider’s Point of View 453

Wandrowski J., Schuster T., Wolfgang S., Steger F. (2012), Medical Ethical Knowledge 
and Moral Attitudes Among Physicians in Bavaria, “Medicine” 109(8): 141–147.

White S. (2014), Ethical and Legal Aspects of Anesthesia for the Elderly. “Anaesthesia” 
69(1): 43–45.

Ying I., Levitt Z., Jassal S. (2014), Should an Elderly Patient with Stage V CKD and De-
mentia be Started on Dialysis?, “The American Society of Nephrology” 9: 971–977.


