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ABSTRACT
In New Zealand an advance directive can be either an
oral statement or a written document. Such directives
give individuals the opportunity to make choices about
future medical treatment in the event they are
cognitively impaired or otherwise unable to make their
preferences known. All consumers of health care have
the right to make an advance directive in accordance
with the common law. When we consider New
Zealand’s rapidly ageing population, the fact that more
people now live with and die of chronic rather than acute
conditions, the importance given to respecting
autonomous decision-making, increasing numbers of
individuals who require long-term residential care, and
financial pressures in the allocation of medical resources,
there would seem to be a number of compelling reasons
to encourage individuals to write or verbalise an advance
directive. Indeed the promotion of advance directives is
encouraged. However, caution should be exercised in
promoting advance directives to older people, especially
in light of several factors: ageist attitudes and
stereotypes towards them, challenges in the primary
healthcare setting, and the way in which advance
directives are currently focused and formulated. This
paper considers some of the specific challenges that
need to be addressed if the promotion of advance
directives are to improve outcomes of patient treatment
and care near the end of life.

With tremendous advances in medicine’s ability to
cure and manage disease, ameliorate the adverse
consequences of injury, and prolong life and delay
death, knowing what individuals want regarding
medical treatment and care has become an
increasingly important aspect in medicine.

Advance directives, advance care treatment
plans,
ences about future medical treatment in the event
they are cognitively impaired or otherwise unable
to make their preferences known. They offer indi-
viduals a way of ensuring that their preferences
about medical treatment and care will be
acknowledged and (hopefully) respected in the

future: an extension of one’s self-determination
when autonomous decision-making is no longer
possible. Although broadly speaking, advance
directives can instruct for different healthcare
settings (for instance, in advance of surgery or
childbirth), they are primarily understood as docu-
ments that affirm an individual’s decisional
authority about life-sustaining treatment at the
end of life.

2 In principle it would seem that they
ought to be encouraged when the goal is to improve
outcomes of patient treatment and care at the end
of life.

Yet advance directives have been severely criti-
cised by many commentators. More than a decade
ago, Tonelli3 claimed that advance directives do not
appear capable of fulfilling the task of giving
competent individuals control over healthcare
decisions in the event they were no longer compe-
tent to do so. He suggests it is time to ‘pull the
plug’ on them. He claims that instructional direc-
tives ‘have virtually no value in decision making for
the incompetent patient while proxy directives
remain practically useful but do not represent
a true extension of patient autonomy ’.3 Perkins4

argues that they are a fundamentally flawed
concept: ‘advance directives simply promise more
control over future care than is possible’. Other
commentators agree.5 6

If it is important for health professionals to
know what patients would want at the end of life
in the event they are unable to make their prefer-
ences known, what are some of the challenges that
confront us if advance directives are to be actively
promoted to older individuals? After briefly setting
the context in New Zealand, I will consider three
issues that present challenges to the promotion of
advance directives: (1) the problem of ageism and
ageist attitudes; (2) challenges in the general prac-
tice setting; and (3) the way advance directives are
currently focused and formulated.
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when the individual is incompetent. They do not have to be
signed by the individual; neither do they need to be witnessed by
a health practitioner, solicitor or justice of the peace. An advance
directive is valid when four key elements are satisfied: the
individual was competent to make the particular decision(s),
they were free from undue influence when they made their
decisions, they were sufficiently informed to make the decision,
and they intended the directive to apply to the present
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justified on the basis that ‘this is what the patient requested in
their advance directive’.

CONCERNS IN THE GENERAL PRACTICE SETTING
In 1997 Robin Stent (then New Zealand’s Health and Disability
Commissioner) highlighted the need for general practitioners
(GPs) to be involved in advance directive consultations.28 It has
also been claimed by Clements29 that ‘primary care facilities are
likely the best place to have these discussions before they
become medically necessary’.

Although primary care would seem to be an obvious setting in
which to initiate advance directive conversations, I believe
a number of challenges lie in this environment, particularly in
terms of time constraints and ensuring GPs are adequately
skilled at communicating with older persons about life-
sustaining medical treatment issues. Furthermore, there are also
a number of concerns about: high levels of uncertainty regarding
some patient’s future medical needs; effectively conversing with
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health professionals with whom the patient had a relationship,
or the extended family in helping to determine the validity of
a directive, one may then reasonably question the purpose of an
advance directive in the first place; either it stands as a compe-
tent patient’s preferences or it does not. If physicians feel
compelled to rely on the observations of others, the value and
purpose of an advance directive becomes questionable.

Moreover a patient’s verbal preferences concerning medical
treatment should not be left to the health practitioner ’s
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