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ETHICAL ISSUES IN GERIATRIC CARE
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Increased life expectancy along with an increasing share of elderly and senile patients in the structure of the population make the tasks of longer healthy life 

expectancy pressing. A set of activities aimed at optimization of management of patients within the framework of gerontological practice should include elimination 

and prevention of diagnostic and therapeutic errors. The basic risk factors of medical errors include high heterogeneity of elderly and senile patients, overburdened 

healthcare system, polypharmacy, including due to parallel prescription of drugs to the same patient by multiple medical professionals, concomitant diseases, and 

high comorbidity, measured by the Charlson Comorbidity Index. Mismanagement of elderly patients can result both from underestimated severity of the patient’s 

conditions, and from hyperdiagnostics. Typical errors of pharmacotherapy include use of potentially inappropriate medications, potential prescribing omissions, 

simultaneous prescription of drugs with high risk of clinically significant interactions, incorrect selection of dosage without taking into account the renal failure, which 

is associated with high risk of toxic effects. Affordability of medical aid for an elderly patient is another important social aspect influencing the patient’s quality of life. 

As far as basic ethical principles of management of elderly and senile patients go, it is necessary to respect independence, well-being and justice for the patients 

regarding possible obtaining of qualitative medical aid as compared with other age groups.
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ПАЦИЕНТЫ ПОЖИЛОГО И СТАРЧЕСКОГО ВОЗРАСТА В КЛИНИЧЕСКОЙ ПРАКТИКЕ: ЭТИЧЕСКИЕ 
ПРОБЛЕМЫ
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Рост средней продолжительности жизни наряду с возрастанием доли пациентов пожилого и старческого возраста в структуре населения делают 

актуальными задачи по увеличению продолжительности здоровой жизни. Комплекс мероприятий, направленный на оптимизацию ведения пациентов 

в рамках геронтологической практики, должен включать устранение и профилактику диагностических и терапевтических ошибок. Основные 

факторы риска врачебных ошибок — высокая гетерогенность популяции пациентов пожилого и старческого возраста, перегруженность системы 

здравоохранения, полипрагмазия, в том числе вследствие параллельного назначения препаратов одному пациенту врачами различных специальностей, 

наличие сопутствующих заболеваний, высокие значения индекса коморбидности Чарлсона. Неверная тактика ведения пожилых пациентов может 

быть следствием как недооценки тяжести состояния пациента, так и гипердиагностики. Типичные ошибки фармакотерапии включают применение 

потенциально не рекомендованных ЛС (ПНЛС), потенциально упущенные назначения ЛС (ПУНЛС), одновременное назначение ЛС, вступающих в 

клинически значимые взаимодействия между собой, неправильный выбор дозы, часто без учета нарушения функции почек, что сопряжено с высоким 

риском возникновения токсических эффектов. Доступность медицинской помощи пожилому пациенту является еще одним важным социальным 

аспектом, влияющим на качество жизни пациентов. С позиций основных этических принципов ведения пациентов пожилого и старческого возраста 

можно отметить необходимость обеспечения уважения автономности пациентов, их благополучия и справедливости в плане возможности получения 

качественной медицинской помощи в сравнении с другими возрастными группами.
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Global changes in the way of life, achievements of modern 
medicine, higher quality of medical aid and its accessibility 
resulted in an increased life expectancy and rise in the proportion 
of senile persons in the population. During the past century, life 
expectancy doubled almost twice [1]. In North American and 
European countries, including Russia, percentage of the elderly 
was increased owing to the trend towards lower fertility. As a 

result, the current demographic situation was characterized by 
the unprecedented ageing of the population. In 2019, every 
11th person in the world was elder than 65 years. According to 
prognosis, the group will include every 6th person by 2050 [2]. 
In Europe, more than a quarter of population (190 bln.) have 
already reached the age of over 60 [3], whereas percentage 
of the Russians elder than 65 in 2021 amounted to 15.8% [4].
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Unlike the total life duration, healthy life duration is growing 
at a much slower pace [5]. Death is preceded by even a longer 
period of morbidity and multimorbidity [6]. If the median of life 
expectancy constitutes 71.4 years globally and 76.8 years in 
Europe [7], the median of healthy life amounted to 63.1 and 68 
years, respectively [8]. The observed demographic processes 
contribute to a significant growth of percentage of the elderly 
both within the primary link of rendering medical aid, and 
among hospitalized patients.

Elderly and senile patients differ from the younger ones by 
involutionary functional and morphological changes in various 
organs and systems, mainly by a chronic course of diseases, 
their atypical clinical signs, geriatric syndromes, comorbidity 
and social and mental misadaptation. In this respect, standard 
principles and recommendations related to diagnostics and 
treatment can be unacceptable for this category of patients. 
This is confirmed by numerous diagnostic and therapeutic 
problems found among the elderly and senile patients in real 
medical practice.

DIAGNOSTIC AND THERAPEUTIC ERRORS IN GERIATRICS

In countries with high economic income, medical errors are the 
third leading cause of death among patients of any age; in the 
USA, they annually lead to 250,000 of lethal outcomes (9.5% 
of all deaths) [9]. Meanwhile, many mistakes, including the 
ones leading to lethal outcomes, are observed among elderly 
and senile patients [10]. In a prospective observational trial 
with 803 patients (mean age of 48.34+9.4 years) it has been 
shown that the main risk factors of medical errors included 
age older than 60 years, overburden of the healthcare system 
(≥20  patients per one hour), ≥5 of administered medicines, 
presence of concomitant diseases, Charlson comorbidity 
index and administration of the same drugs by several doctors 
[11]. In accordance with other trials, every other doctor who 
prescribes a drug to a geriatric patient is associated with an 
increased risk of adverse reactions approximately by 30% [12].

Within the age group, diagnostic errors equally include both 
underestimated severity condition, and hyperdiagnostics; this 
results in improper selection of medical tactics and negative 
treatment outcomes [13]. Typical errors of pharmacotherapy 
include use of potentially inappropriate medications, potential 
prescribing omissions, simultaneous prescription of drugs 
with high risk of clinically significant interactions, incorrect 
selection of dosage without taking into account the renal 
failure, which is associated with high risk of toxic (and primarily 
nephrotoxic) effects. All these mistakes decrease effectiveness 
and/or safety of pharmacotherapy among elderly and senile 
patients [14].

Medical errors are mainly due to high heterogeneity of 
elderly population. They become higher in number as soon as 
their age is increased. Thus, the prevalence of potentially not 
recommended drugs varies from 30 to 61.9% [15–18] among 
the elderly and from 79.3% to 85.1% [19, 20] among those who 
are older than 80 years. The potentially missed prescriptions of 
drugs are found in more than a half of the elderly [21] and 
in 81.4% of senile patients [19]. According to some trials, 
potentially missed prescriptions of drugs are more commonly 
found among females. For instance, in a trial involving 440 
women (mean age of 75,75±6,56 years), potentially missed 
prescriptions of drugs were found in 98.3% of cases [22].

An important factor leading to diagnostic and therapeutic 
errors includes disturbance of cognitive functions among 
elderly patients. In a systematic review of 80 trials, it has been 
established that the prevalence of cognitive disturbances 

among the elderly varies from 5.1% to 41% (median is 19.0%), 
whereas the incidence calculated based on analysis of 11 trials 
varies from 22 to 76.8 per 1,000 person years (53.97 per 
1,000 person years in average) [23].

Influence of cognitive disorders on diagnostics was due 
to the fact that a patient with dementia can’t estimate his/her 
condition objectively, forgets or fails to notice the symptoms, 
including the ones that reveal a potentially life-threatening 
clinical situation. It has been shown in the trials that patients 
even with moderate cognitive impairment (MCI) do not obtain 
the necessary aid that corresponds to the real severity of 
their condition. For instance, presence of MCI in patients 
who had myocardial infarction is associated with a lesser 
rate of catheterization of the heart (50% among patients with 
MCI vs 77% of patients without MCI; р <0.001), coronary 
revascularization (29% vs 63%; р <0.001) and cardiac 
rehabilitation (9% vs 22%; р = 0.001) [24].

Hypodiagnostics due to the presence of cognitive 
disturbances in a patient is referred to typical medical errors, 
especially the ones made by those who work at intensive 
care units. Interviews of physicians show that the priority is 
given to the assessment of the current status of the patient, 
physical and laboratory examination, whereas shortage of time, 
observed in case of severe condition of the patient, does not 
allow to use special questionnaires to determine the degree of 
disturbed cognitive functions [25]. A patient’s cognitive sphere 
is more commonly assessed based on the data obtained from 
the relatives; diagnostic tests are applied more rarely; patients 
are sent to be consulted by specialists even more rarely [25]. 
The mentioned approaches lead to iatrogenic diagnostic and, 
as a consequence, therapeutic errors.

The degree of disturbed cognitive functions determines 
the borders within which the patient can show independence 
while taking decisions as far as treatment goes. The doctor 
has to determine the borders during the primary interview and 
examination. If the patient does not have the required active 
legal capacity, the doctor must decide who can or must sign 
an informed consent form instead of the patient. Another 
ethical problem, which results from assessment of the patient’s 
independence, consists in the possibility of obtaining outpatient 
treatment, especially if the patient lives alone or with other 
legally incompetent family members.

It should be noted that staying with the persons who suffer 
from dementia leads to worsened health of their caregivers, 
especially when the care is provided by spouses of the same 
age [26]. In particular, spouses of patients with cognitive 
disturbances have an increased risk of depression, disturbed 
nutrition [27] and pain [28]. Thus, they should be reviewed as 
‘a priority group in healthcare’ and obtain a complex social, 
economic and medical aid [28].

ACCESSIBILITY OF MEDICAL AID FOR AN ELDERLY PATIENT

An ethical aspect in the social dimension requires individual 
attention: can an elderly or senile patient get a proper access 
to medical aid? The issue is simultaneously related to several 
spheres: a patient’s ability to reach a healthcare institution, 
readiness of a medical institution to give specialized aid and 
care to a patient with senile asthenia and cognitive disturbances, 
financial abilities of a patient to pay for diagnostics, treatment 
and rehabilitation. Research of accessibility of medical aid for 
elderly patients in Israel has shown that it was impossible to 
obtain medical aid for 20.5% to 40.9% of patients [29]. The 
reasons why patients of different age groups couldn’t be 
consulted by a specialist are presented in table.
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In the Table it is shown that the most significant barrier for 
patients of any age group is the decreased mobility, which is a 
bright manifestation of senile asthenia in daily life.

Special attention should be given to assessment of how 
mental health of an elderly patient influences accessibility of 
medical aid. An Australian research (4,967 patients older than  
55 years) has shown that mental disorders significantly increase 
the risk of daily discrimination of elderly patients, especially 
in healthcare [30]. The risk of improper care in patients with 
mental disorders was 2–3 times higher than in their peers 
without mental problems.

ETHICAL RECOMMENDATIONS FOR ELDERLY PATIENT 
MANAGEMENT

By interpreting the basic ethical principles of management 
of elderly and senile patients, it is necessary to respect 
independence of patients, their well-being and justice regarding 
the possibility of obtaining qualitative medical aid as compared 
with other age groups. Doctor-patient relationships are 
essential for successful data collection, diagnostics and and 
choosing of a treatment plan. A doctor and a patient need 
to build up partnership relations with a high level of trust and 
confidentiality. Communication with an elderly patient should 
include explanation of treatment objectives and actions required 
to achieve the objectives. A doctor should honestly and in 
plain language explain the prognosis and outcomes expected 
when patients obtain or do not obtain treatment. In case of 
unfavorable prognosis, for instance, in oncological diseases, 
the issue should be treated on an individual basis taking into 
account mental characteristics of the patient, cognitive abilities, 

educational level and other factors that can influence perception 
of similar information.

Cognitive abilities of an elderly patient should possibly 
be estimated using specialized tests and with involvement of 
specialists, if necessary. While taking a decision about getting 
medical aid on the outpatient or hospital basis, it is necessary to 
consider not just the data about the patient’s competence, but 
also whether he/she stays with other people who can take care 
of the patient and control treatment adherence. It is essential to 
assess health of caregivers, especially the ones who provide care 
for patients with severe somatic diseases (for instance, cancer, 
cardiac insufficiency), mental disturbances and mental deficiency. 
They should be provided adequate medical aid as well, if needed.

Decreased quality of medical aid given to an elderly patient, 
especially the one with cognitive disorders, can result from a 
lack of time for full communication and necessary examination, 
which is both an ethical, administrative and institutional issue. 
With rapid population ageing, certain standards should be 
reviewed (time spent on examination of one patient, number 
of doctors and nurses at outpatient medical institutions and 
hospitals). Healthcare institutions should currently be elderly 
patient-oriented.

With limited healthcare resources, the principle of equity 
in medical care given to elderly patients is commonly not 
followed. To overcome the barrier, the patient should be given 
care and observation at specialized therapeutic institutions, 
gerontological centers, it is also necessary to attract additional 
employees, including caregivers. It is desirable to have a 
constant treating physician who is aware of clinical, social and 
demographic characteristics of the patient and who managed 
to establish a contact with him or her.

Table.  Accessibility of medical aid for patients of different age groups (modified from [29])

Parameter 65–70 y. o. 76–89 y. o. >90 y. o. General population 

Having difficulties in visiting specialists, n (%) 105 (20.5) 138 (29.5) 108 (40.9) 351 (28.2)

Economic difficulties in visiting specialists, n (%) 23 (22.8) 15 (11.2) 9 (8.4) 47 (13.7)

Gave up visiting specialists due to economic difficulties, n (%) 19 (3.7) 18 (3.8) 9 (3.4) 46 (3.7)

Mobility difficulties in visiting specialists, n (%) 28 (27.7) 76 (56.7) 88 (82.2) 192 (56.1)

Transportation difficulties in visiting specialists, n (%) 13 (12.9) 25 (18.7) 36 (33.6) 74 (21.6)

Needed more visits to specialists but could not get appointments 26 (4.6) 15 (4.4) 10 (8.2) 41 (5.1)
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