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Abstract
Patients with advanced dementia are less likely than those with other terminal ill-
nesses to receive palliative care. Due to the nature and course of dementia, there 
may be a failure to recognize the terminal stage of the disease. A possible and under-
investigated explanation for this healthcare disparity is the healthcare practitioner 
who plays a primary role in end-of-life decision-making. Two potential areas that 
might impact provider decision-making are cognitive biases and moral considera-
tions. In this analysis, we demonstrate how the cognitive biases and moral consid-
erations of practitioners related to clinical decision-making are inherent in clinical 
practice and may impact on providers’ accuracy related to diagnostic and treatment 
related decision-making associated with patients with advanced dementia. Anchor-
ing, default, availability, representativeness and framing biases are cognitive biases 
based on the "Two System Model" that relate to decision-making in end-of-life care. 
In patients with advanced dementia, those biases may result in a tendency to adhere 
to traditional mandatory care, involving an aggressive approach to care, which val-
ues saving lives at all costs, without taking into account the possible suffering and 
long-term consequences. Aspects such as moral sensitivity and moral courage play 
an important role in ethical decision-making related to advanced dementia. Investi-
gations of clinical decision-making that include the cognitive biases and ethical con-
siderations of practitioners might advance the comprehensive understanding of the 
clinical decision-making process related to care of patients with advanced dementia 
and promote the quality of care given to this population.
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Introduction

Dementia is a progressive, incurable disease often leading to death [65, 69]. The 
advanced stages of dementia are associated with complete dependence on long-
term care, often resorting to artificial and aggressive therapies requiring treat-
ment with drugs and devices [48]. Differences in the presentation of patients 
with dementia and a lack of knowledge and training in geriatrics among medical 
teams results in a poor understanding of the course and nature of the disease, with 
decreased recognition of its terminal stages [39].

Terminal disease decision-making resolves around two basic types of medical 
decisions. The first is to continue routine care and extend life, often involving an 
aggressive, acute approach, more associated with curing illness. The second is to 
change the goal of treatment from routine care that extends life to an approach 
primarily concerned with symptom management and improvement of the quality 
of life, which might or might not extend life. Moving from the first to the second 
model is termed changing the goals of care [53].

When a patient approaches the terminal stages of a chronic illness, it is com-
mon to change the goal of care from curing the patient to comfort or palliative 
care [54, 65]. Goals of care decision-making for patients with advanced dementia 
present a common clinical challenge among various medical specialties. Despite 
reports of the benefits of palliative care for this population, and evidence that 
life-sustaining medical interventions are not always desirable [54, 69], patients 
with dementia have been shown to receive routine care focusing on the acute and 
immediate, known as the “local approach” [35]. Usually, in the acute care setting, 
the medical staff adopts a traditional treatment approach based on aggressive life-
prolonging therapy. Studies have shown that this does not lead to an improved 
prognosis or better quality of life [9, 26, 54]. In addition, those with advanced 
dementia receive less or sub-optimal palliative care than patients with other ter-
minal diseases [62, 65, 68, 72, 77].

Several barriers are associated with decreased use of palliative or comfort care 
in the advanced dementia patient population. These include administrative influ-
ences, regulatory and organizational policy, education and training, communica-
tion in its various aspects, and socio-demographic variables of the healthcare pro-
vider [23]. Another major barrier is the poor level of end-of-life prognostication 
[4]. Previous studies that investigated the process of decision-making related to 
goals of care and the barriers associated with such decisions rarely took human 
factors into account.

The question often arises as to whether it is necessary to sustain a life that 
some people may consider not worth living [48]. Decisions regarding goals of 
care among this patient population are different from other chronic, life-threaten-
ing diseases [76]. During the end stage of dementia the patient cannot communi-
cate preferences or take an active part in treatment decisions. Therefore, caregiv-
ers cannot know the patient’s preferences with certainty, and thereby make their 
decisions based on prior discussions, their acquaintance with the patient, or docu-
mented advance directives. Treatment decisions should be made using a surrogate 
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or legally valid proxy, in accordance with local laws, perceived as the patient’s 
best interest, and based on the patient’s prior wishes [53]. This process is par-
ticularly challenging, due to the emotional and value-laden choices that must be 
made on behalf the patient. Studies have shown that some treatment options are 
often not sufficiently utilized and goals of care discussions are missing [76]. In 
some situations, it seems that decisions express the position of the surrogate deci-
sion-maker, which does not necessarily match the known prior preferences of the 
patient.

In addition, our understanding of neurodegenerative diseases is inadequate, 
including a lack of a true understanding of the patient’s experiences and sense of 
wellbeing [28, 34]. In light of this epistemic gap, intuition and bias can either con-
tribute to decision-making or significantly impair the process. While theoretical 
knowledge is gained during professional training, practitioners rely on their own 
personal characteristics, resources, experiences, and understanding when practicing 
in their field. All of these characteristics are integrated into an overall fabric and 
result in a personal “art of practice” [34]. It is possible that this “art” can be also be 
a source of bias.

The objective of this paper is to highlight a missing link: the thought processes 
and potential biases of a primary decision-maker, the medical practitioner, that may 
influence clinical decisions. We explore the decision-making process as defined by 
the “Two-System Model”, which includes cognitive bias as well as moral judgment, 
moral sensitivity, and moral courage as they relate to ethical decision-making. We 
analyze the impact and potential influences of these components on the clinical deci-
sion-making process for patients with advanced dementia.

The Decision‑Making Process

The “Two‑System Model”

Understanding individual thought processes is important when investigating clini-
cal decision-making, as thinking is the core of healthcare professional practice [70]. 
Decisions may take place in a rapid, intuitive, automatic, emotional, and stereo-
typic manner (system 1), or under slow, effortful, logical, calculating and conscious 
thought (system 2). Daniel Kahneman defines these two options as a two-system 
approach (or the Dual Process Theory) that acts as two distinct subsystems com-
peting within reasoning processes [31, 42]. Functional magnetic resonance imaging 
has demonstrated that the two processes involve different cortical mechanisms with 
associated neurophysiological and neuroanatomical substrates [15]. This dual sys-
tem model is applicable to medical decision-making. Mental shortcuts or heuristics 
use the first system and can speed up decision-making. The use of heuristics may be 
a practical tool that directs and guides decision-making, and is applicable in many 
areas, including decision-making related to patients with dementia [42]. These quick 
solutions can lead to bias since not all of the alternatives are evaluated when making 
a decision.
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Cognitive Bias

Cognitive Bias in Clinical Settings

Unlike error, which results from incorrect or inaccurate information and/or impaired 
judgment, cognitive bias refers to a pattern of thinking and judgment resulting from 
disproportionally deciding in favor of or against one position based on missing data 
or partial data [58]. There are many forms of cognitive bias that affect decision-
making, thereby deviating thoughts from what is commonly considered the norm or 
rational thinking [21]. We assume that clinical decision-making is entirely rational. 
However, when a decision is made in an environment of uncertainty, emotion or 
stress (situations common in the medical workplace) [2, 45, 70], then the decision 
tends not to be rational and might be biased [3, 7, 59].

Bioethicists have recently begun to look at how cognitive biases influence medi-
cal choices and actions. If clinicians are trained to prefer the use of heuristics when 
making a clinical decision, then the provider will tend to make a decision based on 
the heuristic and not on all of the medical evidence or patient signs and symptoms. 
For example, a physician might diagnose a patient who presents with respiratory 
symptoms as having aspiration pneumonia, rather than a pulmonary embolism, due 
to an assumption that the patient has previously been diagnosed with swallowing 
disorder and is more likely to contract pneumonia than have a pulmonary embolism. 
There is cause for concern regarding how these cognitive biases may diminish and 
distort a person’s understanding of the nature of a decision and its foreseeable con-
sequences, change the "feeling" about a situation, and the way relevant information 
is processed [6].

Decision-making also occurs within a social context. Hospitals, for the most part, 
use traditional hierarchical chains of command [59]. In addition, healthcare provid-
ers are socialized into conformity behavior and perceived professional norms. In 
other words, workers’ beliefs about what is considered proper behavior is partially 
determined by the healthcare professional’s perception of how colleagues and supe-
riors would behave in similar circumstances. These perceived professional norms 
along with perceptions gained during professional training direct clinical decision-
making [38, 58, 63], and often lead to unintentional biases when making clinical 
decisions.

Anchoring and Default Bias

The human brain prefers to work under lower levels of cognitive effort [42]. As 
a result, humans intuitively think and act according to system I, or use heuristics 
and other mental shortcuts. This type of thinking creates a cognitive bias, called an 
anchoring bias, and refers to the tendency to judge a situation based on the famil-
iar. A decision is based on what is known and is considered to be the acceptable 
norm [38, 57, 74]. This may result in passively making a decision that requires less 
psychological and cognitive effort, with less potential burden on the decision-maker 
[57]. The use of these anchoring biases can reduce uncertainty and insecure feel-
ings [2, 19, 38, 45]. On the other hand, biases lead to an automatic way of thinking, 
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based on context, previous learning and experience, social and professional orienta-
tion, and organizational climate. Such a decision also maintains emotional distance 
and withdrawal or avoidance of the patient and family in order to prevent potential 
conflicts and moral distress [2, 45, 63, 70].

For example, extending life at any cost is an embedded and anchored medical 
bias. Practitioners who believe in this axiom may try to defend such practices even 
if their argument for doing so is invalid. In many Western cultures, patient’s auton-
omy and the patient’s right to quality of life is highly valued. Do the patient and the 
patient’s family prefer to extend life knowing that there might be increased pain and 
suffering, or do they prefer quality of life above extending life? Caregivers acknowl-
edge that a patient is nearing the end of life, but due to the common anchoring bias 
of saving life at any cost, medical decisions are often made without considering the 
patient’s autonomy or quality of life. Aggressive care may be continued, despite the 
wishes of the patient [10]. Less common, but also possible, is the possibility of an 
inherent practitioner or institutional bias towards preserving quality of life, and, in 
this case, clinical decisions will be biased towards palliative care treatment deci-
sions. Anchoring bias may therefore lead to a lack of consideration of alternative 
options when making clinical decisions [42].

Another parameter that may act as a catalyst to decision-making in patient care is 
emotional arousal. This emotional state may be the outcome of many stimuli such as 
end-of-life decisions, legal considerations, feedback of senior staff, or other. These 
stimuli may lead to a desire to refrain from taking a stand, and passively choose the 
default. In our case, this would be the traditional treatment focusing on rescuing the 
patient and preventing death without fully weighing the implications. Paradoxically, 
this actually becomes a position with real effect; it is called the “default bias” and 
“serves” the need to eliminate complex and/or emotional decisions [1].

In summary, clinical decision-making related to a terminally-ill patient is associ-
ated with high levels of emotion, stress, and discomfort. Under such conditions, the 
practitioner may automatically revert to anchoring and/or default biases and not con-
sider all treatment options.

Availability, Representativeness and Framing Biases

Other potential cognitive biases that affect decision-making are availability, repre-
sentativeness, and framing biases. People make decisions based on the construc-
tions, perceptions or cognitive models of their world. We use our model to under-
stand events and predict the future. A cognitive model is based on cues, schematic 
thinking, and classification of situations according to fixed frameworks, while prior-
itizing objective evidence over perception. In addition, many behaviors are based on 
habits and experiences at an unconsciousness level [49].

These biases might negatively influence the understanding of a situation by 
decreasing the ability to assess all possible aspects of a clinical situation [6]. When 
practitioners encounter a new situation, they assess the frequency of such situations 
by “scanning” their memory and searching for relevant cases. Memories of similar 
situations that involved increased emotions, unusual risks, fear or losses, are more 
easily recalled or more cognitively available and more likely to be used to assess the 
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new situation. This is called ‘availability’ bias [11, 13, 14, 46, 70, 71]. For example, 
once a physician has been involved with a medical negligence case, that same physi-
cian may be unwilling to use the same treatment in cases with a similar diagnosis 
and prognosis despite its demonstrated success.

In addition, the current healthcare environment forces practitioners to constantly 
consider the negative legal implications and the opinions of senior staff when mak-
ing medical decisions. These considerations lean towards the use of the traditional 
care decisions and compliance with availability biases. We assume that in situations 
that include end-of-life decisions, including patients with advanced dementia, all of 
the above may occur. Such biases also play a role when practitioners fear experi-
encing feelings of regret and guilt when deciding to forgo aggressive care and, as 
such, prefer the ’easy’ choice of familiar, aggressive care. This is a deontological 
approach that focuses on the immediate consequences of decision-making without 
fully considering the repercussions of the decision [30].

People also tend to base their decisions on more frequent cases that are presented 
in a positive light, even if the current situation is not the same. This bias is called 
‘representativeness’ [70]. Representativeness is a tendency to relate a situation to a 
certain category without taking into consideration the number of times this category 
is consistent with the specific situation. For example, a group of symptoms can be 
associated with two different diagnoses, one common and the other rare. Once cli-
nicians have encountered the rare condition, they are more likely to diagnose the 
condition the next time they encounter these same symptoms. This conclusion is 
supported by objective evidence even though there are other objective and subjec-
tive aspects that are not taken into account [11, 46]. Once a situation is ascribed to 
a specific category, a label is attached. This label becomes the default and causes 
the practitioner to search for evidence to support the chosen diagnosis. For example, 
when treating people with advanced dementia, the same medical condition can lead 
a practitioner to interpret the condition as an acute state requiring intermediate inter-
vention or as a situation requiring symptom control and palliative care.

Often this process leads to a premature conclusion and an early discontinua-
tion of the scanning process, potentially missing co-pathology needed to assess the 
entire clinical picture [53]. Such biases can also lead to an instinctive or emotional 
response leading to a reduction of rational thinking and poorer decision-making [11, 
46]. For example, a patient may present with a certain symptom. The practitioner 
will automatically tend to ascribe that symptom or set of symptoms to the most com-
mon cause and might overlook other underlying causes and aspects of the case. This 
tendency may result in decreasing the quality of care. This is often the case when 
patients with advanced dementia present with atypical symptoms and all diagnostic 
options must be considered.

Similar to representativeness bias, "framing bias" refers to the conceptual struc-
ture used to represent a situation. Framing bias may occur when the same argu-
ment or situation is presented in a positive or in a negative light [20]. People tend 
to prefer an option that is presented positively. For example, patients are more likely 
to choose a treatment option described as providing an 80% chance of survival as 
opposed to a 20% chance of mortality, even though both options express the same 
outcome [57]. For the purpose of our discussion, goals of care for a patient with 



63

1 3

Health Care Analysis (2022) 30:57–72 

advanced dementia may be described in positive or negative terms. When discussing 
goals of care, clinicians can present the option of full acute care treatment as either 
sustaining life (positive) or as continuing aggressive, futile treatment (negative). On 
the other hand, palliative care can be presented as either discontinuing active treat-
ment (negative) or as increasing quality of life, decreasing suffering and discom-
fort (positive). The clinician’s choice of terminology or framing of the situation may 
result from their personal beliefs, values, prior experience, perceived professional 
norms, and education all of which may unconsciously result in presenting goals of 
care consistent with their own preferences [57]. Evidence of this has been shown in 
studies reporting discrepancies between patient preferences and practitioners’ deci-
sions regarding treatment and treatment goals, especially related to end-of-life care. 
In a study that surveyed 125 nephrologists to assess their attitudes towards death 
and their care of terminal patients, Rutekci et  al. found that the more uncomfort-
able physicians were with dying patients, the more likely they were to initiate or 
continue life-prolonging treatments. Approximately 25% of the sample reported dif-
ficulty honoring and following advance directives when these directives were dif-
ferent from what the physician considered to be best care [60]. This study supports 
the argument that practitioner bias is more influential in care decisions than patient 
values [60].

A unique bias associated with patients with advanced dementia stems from the 
transparency of these patients in the eyes of caregivers due to the significant cog-
nitive disabilities and the perception of the patient’s lack of personhood. This bias 
may result in inadequate consideration of the patient’s needs, values, and beliefs and 
may result in attributing less value to the lives of patients with advanced dementia 
by their healthcare providers or family members. Health practitioners may objectify 
people with dementia, and fail to uphold the patient’s human rights, impinging on 
the quality of care delivered [8]. Treating patients as lacking in personality or prefer-
ences nullifies their rights as a party in the decision-making process [36]. Kitwood, 
a prominent researcher in the field, argued that personhood should be conceptual-
ized broadly [44], where in addition to the criteria of autonomy and rationality, rela-
tionships and moral status must be included. One attempt at addressing the issue of 
dementia being perceived as a negative stereotype is to change the term “dementia” 
to "neurocognitive disorder".

Moral Judgment in Decision‑Making

Just as cognitive biases and heuristics impact on the type of decision, moral biases 
can impact moral judgment [43]. In this section, we will review the terms moral sen-
sitivity and moral courage as forms of moral biases and show how they affect moral 
judgment and decision-making.

Moral Judgment and Cognitive Biases

A judgment is an opinion held or expressed after giving consideration to something 
[16, 31]. Moral judgments refer to judgments that have moral content and are used 
to evaluate situations and courses of action (Seven-Pillars Institute) [66]. Singer ties 
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moral judgment to the two-system model of decision-making [66]. Moral judgments 
are made using one of two distinct mental processes that are characterized as either 
deontological, based on intuitive, default automatic emotional process, (system I); or 
utilitarian, based on conscious, controlled reasoning processes (system II) [16, 29, 
66].

Theories of moral judgment address the impact of context and environment on 
the way the human mind works related to ethical decision-making [27, 52]. The 
issue is not whether one is deviating from objective standards, as there are no objec-
tive moral standards, but rather deviating from rational decision-making [33]. For 
example, a decision in favor of aggressive treatment that has no potential medical 
benefit for a patient at the end of life is conceivably an irrational, yet common, deci-
sion. Therefore, moral judgments are not only made on the basis of rational thought, 
but also on subjective perceptions and unconscious cognitive biases [33].

Previous research has shown that both deontological and utilitarian moral judg-
ments can be manipulated through surrounding elements and components [16, 29, 
66]. The multitude of demands and pressures practitioners face in healthcare set-
tings, their cognitive loads, organizational hierarchical power, organizational cul-
ture, and perceived clinical norms create a dynamic multidimensional environment 
that can affect moral behavior and moral judgment [51]. People do not always act 
in accordance with the values they claim to espouse, because cognitive biases influ-
ence moral decisions. Inherent characteristics and values may be over-ridden when 
the impact of external influences is strong [51]. For example, a sense of belonging 
and organizational climate may have an impact on moral decisions [29]. A clinician 
might believe that palliative care is most appropriate for a specific patient, but might 
continue with aggressive care because the cultural norm, the opinion of senior staff 
and the work environment supports such care. Therefore, moral and ethical aspects 
may override default clinical decisions, depending on the practitioner, the working 
environment, and the specific clinical situation.

An ideal bioethical framework to guide decision-making related to goals of care 
would be based on ethical principles and evidence-based practice. Medical ethics is 
based on the principles of autonomy, beneficence, non-maleficence and justice. In 
practice, this framework may prompt conflicts within the health team, or between 
the healthcare team and the family/surrogates. For example, healthcare providers 
might prefer the principle of beneficence or non-maleficence over autonomy in such 
situations. Based on their medical expertise, they might decide to forgo non-benefi-
cial treatment that might cause increased patient suffering and choose goals of care 
related to improving quality of life over extending life. On the other hand, family 
members might prefer the value of autonomy, namely their right to decide to con-
tinue with aggressive care [24].

Moral Sensitivity

Another aspect of clinical decision-making related to this patient population is moral 
sensitivity. Moral sensitivity is a subjective “sense” that bridges the gap between 
moral knowledge and actual behavior. Moral sensitivity may be defined as, “mak-
ing decisions not by choosing to do this or that, but about being the kind of person 
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who is alive to moral possibilities” [43]. Moral sensitivity defines how people per-
ceive their situation and how they respond to it. Those possessing moral sensitiv-
ity are inclined to take the time and mental effort to consciously assess the ethi-
cal aspects of a decision. It is acquired slowly through repeated experiences and is 
based on intelligence and the capacity to be imaginative. Moral sensitivity is needed 
to remain open-minded [43].

Personal and contextual factors have a great impact on the formation of moral 
sensitivity, including affection, skill, responsibility, education and knowledge [61]. 
These domains are associated with culture, organizational climate, and professional 
experience [55]. A clinician with moral sensitivity expends mental effort in order to 
arrive at a decision perceived as morally/ethically beneficial and takes into consid-
eration the patient’s vulnerable situation, the moral/ethical implications of decisions 
made on the patient’s behalf [25], and the long-term goals that may be in conflict 
with short term goals.

In our context, barriers to palliative care for patients with advanced dementia 
can be considered representativeness bias as a result of low moral sensitivity and 
not perceiving the patient’s health state as terminal. These barriers include lack of 
knowledge, little exposure to and experience with this population, organizational 
support for certain therapies, institutional policy, and professional orientation [47]. 
A clinician might not even recognize that a moral/ethical dilemma exists when 
choosing treatment and may continue with the default traditional, aggressive treat-
ment without considering other options. Increased levels of moral sensitivity are 
associated with a more in-depth evaluation of the situation, recognizing that there 
is a moral/ethical dilemma instead of continuing with the default. Decreased moral 
sensitivity may lead to decreased consideration of ethical issues in the busy profes-
sional lives of decision-makers [43].

Moral Courage

An additional moral aspect of clinical decision-making is moral courage. Moral 
courage is defined as the ability to act differently from patterns of traditional, con-
ventional behavior [56]. Decision-makers should act or practice according to their 
moral or ethical principles. However, this is often not the case. For example, a new 
medical resident might prefer palliative care to curative care for their patients with 
advanced dementia. However, if the norm is to continue with “normal” care, then 
the resident would likely continue to prescribe tests and treatments, creating moral 
conflict and distress [12]. In order to avoid moral distress, the resident should dis-
play moral courage, which may result in personal opposition to group pressure. 
Such courage arises from internal forces including self-confidence and empathy and 
involves taking a stand and acting from a humane, pro-social, moral perspective, 
which has little or no direct personal benefit [22, 50, 56]. Moral courage is affected 
by organizational factors such as class, hierarchy, lack of organizational support, and 
fear of negative personal consequences, that in some cases may lead to avoidance 
and repression and induce moral/ethical dilemmas [22, 56].

Moral courage is also relevant when dealing with decision-making. Often 
patients and family members pressure clinicians to continue aggressive treatment. 
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Many clinicians would continue with such therapy believing that it is in accordance 
with the value of patient autonomy to avoid medical paternalism. They might feel 
an obligation to follow patient preferences, even when doing so conflicts with their 
professional moral obligations [12]. The patient/family member may demand treat-
ment that the practitioner finds inappropriate, leading to a psychological burden and 
moral distress, from a professional standpoint, and fear of potential litigation.

Moral courage refers to taking a position in opposition to the accepted norm. It 
might mean recommending palliative care to family members who insist on “doing 
everything”. Or, in contrast, when a patient’s family/proxy underestimates the value 
and quality of the patient’s life due to the patient’s cognitive deficits. In this case, the 
family would perceive aggressive care as futile. This conclusion might be in conflict 
with that of a practitioner with more experience in treating patients with advanced 
dementia, who understands that quality of life might mean something different to 
patients in this state, and who might need moral courage to suggest an approach dif-
ferent from that of the family.

The Healthcare Provider as a Decision‑Maker

After consideration of the complexity of the phenomena and the recognized biases 
that are important factors in the decision-making process, it is clear that one of the 
key determinants in the decision-making process is the healthcare provider who may, 
at least partially, account for the palliative care disparity in this patient population.

Characteristics of the healthcare provider that can affect decision-making are 
numerous. Professional aspects, including levels of knowledge and training, experi-
ence and previous exposure to patients with dementia, orientation and professional 
status [13, 14, 71] are associated with decision-making. Attitudes and perceptions 
towards longevity and quality of life [71], as well as adherence to policy and regula-
tions [7] have also been investigated. In addition, decision-making is related to per-
sonal characteristics such as religiosity and morality [48, 71].

The health practitioner is the "agent of knowledge" while at the same time is pro-
fessionally obligated to act as the representative and advocate of the patient, guiding 
the therapeutic approach, and influencing the choice of treatment [12, 72]. The prac-
titioner’s role also includes discussion of treatment options with patients and family 
members, and as such, have a significant impact upon treatment decisions. However, 
the final authority usually rests with the patient or the patient’s representatives (sur-
rogate/proxy) [5, 40, 41, 75].

It should be noted that the preferences and attitudes of the family, in the case of 
advanced dementia, is greatly influenced by the quality and scope of the information 
provided by the medical staff, a factor that is strongly linked to goals of care, and 
correlated with the "aggressiveness" of the medical care provided [37, 41]. Evidence 
indicates a reduction in life-prolonging treatments when the patient’s family is aware 
of and understands the issue of quality of life and prevention of suffering [73].

The interaction between patient, family member(s) and healthcare provider also 
impacts on clinical decision-making. While informal caregivers can promote the 
decision-making process, they may influence the practitioner in a way that leads to 
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cognitive bias, including evoking feelings of a lack of confidence, a lack of clar-
ity about the goals of care, and a fear of conflicts and legal concerns [4, 29, 52]. 
On the other hand, practitioners sometimes avoid their decision-making responsibil-
ity and delegate difficult treatment choices to the patient’s surrogate [51]. When the 
situation is accompanied by practitioner uncertainty, fear of feelings of regret and 
guilt, and conflict avoidance, the practitioner will focus on the present, choosing the 
default treatment option, often neglecting the future [5, 17, 18, 32, 61, 64, 67, 68, 
70, 72].

In conclusion, although in the case of the patient with advanced dementia the 
final decision on the goals of care and the treatment belongs to the family or another 
individual acting on behalf of the patient, the health practitioner has professional 
authority that can significantly influence and direct the treatment. Taking a stand in 
disagreement with that of the family in favor of the right to choose palliative or end-
of-life care requires moral sensitivity and moral courage. This includes acceptance 
of the medical prognosis and advocacy for underutilized palliative care services, 
often not considered the norm for patients with advanced dementia [65].

Conclusions

There is an observed gap in the acute and chronic clinical settings between profes-
sional guidelines that recommend treatments to enhance quality of life/palliative 
care, and routine care that focuses on acute or life-prolonging therapies that often 
do not result in beneficial effects. Two aspects of clinical decision-making related to 
patients with advanced dementia that have rarely been investigated are the cognitive 
biases of practitioners and the moral aspects related to the decision-making process. 
Practitioners may benefit from a closer analysis of existing data regarding cognitive 
biases, moral aspects of medical decision-making, and non-clinical influences that 
affect the autonomy of the decision-maker. Such an analysis will potentially result in 
better clinical practice.

The “art of medicine” represents the integration of many different sources of 
knowledge in a clinical environment. This approach can also contribute to research 
related to the process of healthcare professional, ethical decision-making for 
advanced dementia. We recommend that investigations in this area of research be 
based on the “Two-System Model” since clinical decisions are often made via cog-
nitive biases. We also suggest that investigations include moral variables as well as 
personal ones, from different disciplines, using several methodological approaches. 
This mixed methods approach may advance the existing professional literature and 
promote the quality of care given to this population.
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