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ABSTRACT

Prescribing medicines for older people always presents
difficulties, never more so than when quality of life decreasesor
the process of dying begins. The problem confronting doctors,
and otherscaring for older patients, isthe option of intervening
or not intervening. The principles of bioethics can be used to
assi st those making decisionsregarding the medical management
of older people. Decisionsthat are made must consider thelikely
benefit and associated harms that may accrue from continuing
or commencing treatment. Respect for individuals and their
wishes must be maintained even when the patient’s decision-
making capacity isimpaired and others need to make decisions
for them. Management dilemmasincludewhen to stop or reduce
prescribing asthe end-of-life approaches, the use of medication
to manage behavioura disturbance, multiple medication use
increasing therisk for harm and the use of drugsfor which the
evidence of benefitisnot availablefor older patientsor for which
thereis evidence of increased adverse effects that may impair
quality of life. Those caring for older people must consider a
widerangeof optionsand can be assisted by asking key questions
to hel p guide appropriate decision making.
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INTRODUCTION

Bioethicsisabout questions, not about answers. An gppreciation
of thiscan help cliniciansapproach the ethical conundrumsthat
characterise care of older people, especidly astheir quality of
life markedly decreases or the dying process starts. The
bioethics principlesregarding prescribing for older peopleare
no different to those that arerelevant for people of all ages,
and asalways, their application needsto be adapted to each
clinicd situation. Cliniciansneed to consder what ethics-rel ated
questions need to be addressed to arrive at wise treatment
choices.

Thedictum primumnon nocere(first do no harm) istaught
todl medical students, but possibly isnot awaysconsidered
by doctorsonaday-to-day bass. Thisdictumreflectstheethical
principal of non-maleficence and guides the approach to
medicine and to prescribing in particular. It proposes that
doctors should approach their patientsin waysthat have the
least risk of causing harm. In Situationswheretherearerisksof
harm, both from not intervening and fromintervening, then any
harmsresulting from not intervening are considered preferable

Peteris Darzins, MBBS, PhD, FRACP, FRCPC, Associate Professor of
Geriatric Medicine, Monash University, and Consultant Geriatrician, Southern
Health, Clayton, Jennifer Marriott, BPharm, PhD, Senior Lecturer in
Pharmacy Practice, Victorian College of Pharmacy, Monash University,
Parkville, Victoria

Address for correspondence: Dr Peteris Darzins, Monash Ageing Research
Centre, Monash University, Kingston Centre, Cheltenham Vic. 3192, Australia
E-mail: peteris.darzins@med.monash.edu.au

to any harms caused by intervening. This key principleis
especialy salient as clinical practice is characterised by
uncertainty, with both action and inaction carrying risks.

When there are obvious best options, then al reasonable
cliniciansand patients choose them, however, the best course
of actionisnot alwaysobvious. The option of intervening or
not intervening isawayspresent. Further, if interventionsare
to be made, what exactly should they be? How can possible
harmsand benefitsbejudged, and then benefitsbalanced against
harms to reach decisions regarding what are the best
management options? In addition to patient-specific
considerations, bioethics principles also consider broader
societal issues. Applying the principles of bioethicscan help
reach decisions about treatment. Thisisachieved by asking
questionsthat |ead to the proper consderation of dl therelevant
issues. Table 1 provides somekey questionsthat may helpto
addresstheethical and practical dimensionsof prescribing for
older peopleastheir quality of lifedecreases.

PRINCIPLESOF BIOETHICS

Respect for Individuals

Possibly themost important bioethicsprincipleisthat of repect
forindividuas. Out of respect for individuals, theopinionsand
desires of the peoplefor whom treatment decisionsareto be
madeare sought, and these opinionsand desiresdeterminethe
ultimatedecision. Thustheindividua patient’sautonomy is
protected. Getting apatient’ s opinion requirescommunication
about the health conditions for which treatments may be
indicated and discussion of the possible benefitsand harms of
treatment approaches. The aim is to achieve ‘adequate
disclosure’ about the health conditions, and the possible
treatments. Adequate disclosure has both legal and ethical
dimensions. Thelatter entails giving enough information to
patients, ingenuingly accessbleways, to enablethemto provide
informed consent to proposed therapy. Conceptually, adequate
disclosureissimplefor peoplewho havethe capacity to make
decisionsfor themsel ves about their health care and about the
treatments that have been proposed for them. Capable
individualsare dealt with asthe autonomous agentsthey are,
and ableto request moreinformation asthey needit.

Itisnot ethical totreat peoplewith reduced autonomy as
though they are autonomous agents. People with reduced
capacity need to be provided with protection (to protect their
dignity and their rights). Wheretreatments appear indicated
for peoplewho clearly lack decision-making capacity aprocess
must be put in place whereby substitute decision makerscan
be briefed and appropriate decisions made.

Achieving adequate disclosure and obtaining informed
consent to (or rejection of ) proposed thergpy ismuch lesssmple
for peoplewho have borderline decision-making capacity, for
exampledueto delirium or dementia. For legal and practica
purposes these patients' decision-making capacity must be

64 Journal of Pharmacy Practice and Research Volume 38, No. 1, 2008



Table 1. Questions that may help to address the ethical and practical dimensions of prescribing for older people as quality of life

decreases

Issue

Question to ask/approach to take

Does the person have capacity to make decisions?

In a person who lacks capacity, to guide the substitute decision-
maker into using substituted judgement, if possible, rather than a
‘best interests' standard of judgement.

Balance autonomy and beneficence

Allocative justice

Equality of outcome versus equality of opportunity

Righting of past wrongs

End of life decision-making. We can never know the truth, the
right thing to do, but it is our task to seek this. With deconstruction
it is possible that one set of endpoints is just as true as another set.

Availahility of evidence in the older patient

Time for treatment effect

Quality of life or quantity of life

Use the Six Step Capacity Assessment Process.

What would the person have wanted done? Did they ever talk about
this situation and make their wishes known? What genera values
did the incapable person hold that are relevant to the situation?

Is the evidence for a particular course of action strong given the
circumstances? If yes, then strongly recommend this, but accept the
patient's right to decline (provided adequate disclosure has occurred
and the patient has decision-making capacity). Otherwise, avoid
making a recommendation unless the patient appears to want to
have this.

Isit fair to prescribe medications for my patient knowing that the
funds used will not be available for other purposes in society?

Can the cost of the (expensive) medications for my patient be
justified?

Does the righting of past wrongs justify increased prescribing/
resource allocation now?

Has the dying process started? Are life-prolonging medications

appropriate at this time? What is the right thing to do? Could
another option be equally right?

I's there evidence of benefit for use of the medicine in older patients
(with multiple comorbidities)? I's there evidence for harm in the
older patients (with multiple comorbidities)?

|s the timeframe for the benefit of the medication within the
predicted life expectancy of the patient?

What are the patient's preferences? Has this been discussed?

assessed to dichotomisethem into those who retain decision-
making capacity and those who have lost decision-making
capacity. Thiscategorisationiscritical because capable people
can make decisionsfor themsel veswhereas peoplewho have
lost decision-making capacity must have othersmake decisions
for them. Vaid waysof determining capacity underpintheclinica
ability to show respect for personswhen dealing with people
who have borderline decision-making capacity.>? It would be
disrespectful (andindeed against statutelaw and common law)
to ignore the wishes of capable persons. Similarly, itisaso
disrespectful to ignore the fact that some people lack the
capacity to make appropriate decisions concerning their own
medica management. Decis onsregarding the management of
such peopleshould be sought from substitute decision-makers,
such asthose with an Enduring Power of Attorney, rather than
relying on the decisions made by those without appropriate
decision-making capacity.

When decisions are made for incapable people by
substitute decision-makersit isimportant that cliniciansensure
the substitute decision makersunderstand their role. They are
to make decisionsfor the personsasthough they ‘ stood inthe
shoes' of theincapable personsfor whom they are making the
management decisions. In coming to their decisions, the
substitute decision makers must usethe previously expressed
wishes(if any) or relevant values (if known) of the personsfor
whom they are substituting. Using the previously expressed
wishes or values to make decisions for incapable peopleis
termed ‘ subgtituted judgement’. Only if the substitute decision
makersdo not know theincapable person’swishesor values
and, hence, are unableto make decisions based on substituted
judgement may the substitute decision maker use a lower
standard, the‘ best interests’ standard, to make decisions. This
seemingly trivia pointisactualy quiteimportant asitispossible
that the decisionsreached by substituted judgement may differ
from thosereached by ‘ best interests’ decision making.
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Beneficence
Beneficenceisthe obligation to maximise possible benefitsand
to minimise possible harms (non-mal eficence). Thepossible
harm is not just physical harm, but also psychological or
emotional distress, discomfort and social or economic
disadvantage.

Society hasaninterest inthewellbeing of itsmembers. In
Western societies‘ wellbeing’ issubstantially defined asbeing
what peoplewoul d havewanted for themsdlves, with thelibera
philosopher John Stuart Mill being astrong proponent of this
notion.® Being ableto make choicesfor onesalf isan expression
of autonomy. Thereisatension between autonomy, thefreedom
to make choaices, and beneficence, whichiswhen society makes
decisonsbased ona'best-interests’ standard for itsmembers.
The tension arises because the choices people make for
themselvesmay not always bethe best choicesfor them from
thepoint of view of society. For example, peoplemay choose
to exercisetheir autonomy to smoke cigarettesor to engagein
unsafesex. Thesebehaviourscarry risks, and society, through
aninterest in beneficence, may attempt to curtail these harmful
practices. When prescribing, doctors need to balance
beneficence, their beliefsregarding what would bebest for their
patients, with autonomy and their patients’ wishes. For example,
doctorsmay strongly recommend that ol der peoplewho have
lone atrial fibrillation, where there is a risk of systemic
embolisation, take antiplatel et drugs or anticoagulants asthe
risk of embolisationisreduced by around one-third with regular
aspirinand by two-thirdswith full anticoagulation. Both of these
treatment options may be unattractive to patients who may
chooseto ignorethe proffered advice. The beneficent advice
that patients be anticoagul ated to minimisetherisk of major
systemic embolisation may seem quiteinappropriatefor people
at the end of their lives with multiple irreversible medical
problems some of which could causetheir death.
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In considering whether atreatment may be worthwhile
doctorsand patientsmay not val uethe samefactors. Doctors
may value endpoints to which they have been acculturated
throughtheir training or by deft marketing by the pharmaceutical
industry. Patients may not value the same endpoints, for
example, inatria fibrillation doctorsmay placegreat positive
value on the reduction of systemic embolisation with
anti coagul ation whereas patientsmay placegreat negativevaue
on having to take anticoagulantswhich carry significant risksof
adverse eventsand which also serve asadaily reminder that
they have aserious condition. Patients may wish to trade of f
quantity of lifefor better quality of life.

Justice

Justice, or fairness, hasseverd different aspects. Oneconcerns
the fair distribution of benefits and burdens in society.
Substantialy, thisrelatesto the allocation of resources. Since
thereisagreater demand for health care than the resources
availableto satidfy it, hedthcarefunding must be considered to
beascarceresource. If the scarce resourceisallocated to one
intervention it isnot availablefor another. Hence, prescribing
forindividua patients cannot be donewithout considering the
effect of using the expended resourcesin adifferent way to
provide benefitsto other patients. Cliniciansmust dedl withthe
tension that may arise from balancing the needs of their
individud patientswith theneedsof other patientsand thewider
society. Wherethe costs of the prescribed treatmentsaresmall
and the benefits are large the decisions to prescribe are not
difficult, but where the costs of the prescribed treatment are
large, and/or the benefits are small, then any decision to
prescribe become complex. Some cliniciansshirk fromthis
responsibility by saying that their concernsare solely for their
immediate patientswithout referenceto others needs, and that
should society begenuindy concerned it should limit their ahility
to prescribe medications. For example, the cholinesterase
inhibitor cognitiveenhancersareavailablein Austrdiaand New
Zealand but may not be publicly funded asfunding agencies
have determined, on behalf of the peoplethey serve, that the
high cost of these medicationsarenot justified by thelimited
benefitsthey provide.

Procedura justiceisanother dimension of thebroad notion
of justice. Procedural justicerelatesto theuse of fair methods
to makedecisions. If some patientsareto be given treatments
and others denied treatments, then following the rules of
procedura justicewill ensurethat all patients' circumstances
areproperly considered before decisionsare made. Usually
thenotion of procedurd justicerelaestoingtitutiona approaches
toissues.

Other perspectivesonjudticeared so possible. Theserdlate
to equity of opportunity and equity of outcome. Theformer is
non-contentious as much aspossible all people should have
theopportunity tolivewell. Itisuptoindividud effort, persona
lifestyle decisionsand the play of chanceto determine what
actudly happenstoindividuals. Given that the occurrence of
muchillnessand diseaseisbeyond human control when disease
occurs, those who strive for equity of opportunity, provided
resourcesto prevent disease have been allocated equally, must
simply accept there hasbeen bad luck and accept the situation.
Thosewho seek equity of outcome adopt adifferent approach
in the face of disease and illness. They seek to use health
resourcesto redresstheinequality that the occurrence of the
diseaseandillnesshascaused and devoted| availableresources
to ameliorate the situation. Such disease focused spending
depletesresourcesavail ableto others, hencefunding that aims
to ensureequality of health outcomesdiminishesthefunding
availablefor ensuring equality of opportunitiesto have good

hedlth. Extens ve spending on patientswith disease, for example
by prescribing medications, will diminish thefundsavailable
forimproving peopl€’slivesin other ways.

Thenotion of justice can also be applied to therighting of
past wrongs, i.e. correctivejustice. Theclock cannot beturned
back and past wrongs prevented, however, it is possible to
attempt restitution. For example, through a combination of
ignorance, mismanagement, neglect and disenfranchisement
many indigenous peopl es have come to have poorer health
than that of the dominant, colonising societies. Thiscould be
cons dered awrong that requirescorrection, whichwouldjustify
increased health expenditure (including through prescribing)
directed at improving the health of theindigenous peoples.

Application of thethreecardina ethica principlesof respect
for persons, beneficence and justice, guides decision-making
regarding treatment. Ethical dilemmas occur when values,
loyalties, principlesor dutiesarein conflict. Theanswersare
seldom absolutely clear and unquestionable. Itisimportant to
notethat solutionsmay change as circumstances change or as
moreinformation becomesavailable.

Philosophical View Points

Theval uesthat individual sharbour affect their world view and
thetreatment decisionsthey make. Nowhereisthismoretrue
than when dealing with end-of-life decision-making. Thetwo
main opposing value sets are the Consequentialist and the
Deontological. The Consequentialist framework valuesthe
benefits, theutility, that something brings. Itscentral tenetisto
makedecisionsinsuchaway asto maximiseutility tomaximise
benefitsand to minimise harms. A state of beingisvalued by
the benefitsthat state offers. For example, good health that
enables people to contribute to society is valued, whereas
chronicillnessthat precludespeoplefrom contributing to society
isnot valued. By contrast, the Deontol ogica approach values
statesof being for their intrinsic value, not for any benefit the
states may bring. Actionsare right or wrong not because of
their consequences but because of their right making
characteristics such asfidelity to promises, truthfulnessand
justice. When end-of-lifedecision-making, such asmay concern
people with late Alzheimer’s dementia who are requiring
extensivenursing care, is addressed with a Consequentialist
utilitarian approachthisislikely toresultinacompletely different
evaluation than would a Deontological approach.
Consequentialists would judge that people with dementia
provide no benefit, indeed they provide negative benefit, hence
existence in that state has no, or even negative, value. By
contrast the Deontol ogical approach would valuethelives of
the peoplewith dementiafor their ownintrinsic value. Hence,
if therewereto belife-threatening conditions, such asaspiration
pneumonia, Consequentialists might judge the peoplewith
dementia as not warranting life-saving treatment, whereas
Deontologistswould likely striveto providetherapy that would
maintainlife.

The final outcomes when contemplating end-of-life
decision-making can be very different depending upon the
dominant values of those making the decisions. Thereisno
clearly superior set of values, and decisions that flow from
application of either Consequentialist or Deontological
frameworks can potentially both be quite appropriate. Thisis
extremely troubling for someasthe decisionsmadefollowing
either value set may be profoundly different. For example, itis
hard to contemplatethat decisionsthat result in withholding of
life prolonging therapy and early death can be no * better’ nor
‘worse’ than decisionsto provide whatever life prolonging
therapy isreasonably availableto stave off death alittle bit
longer.
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TheNational Ingtitutefor Health and Clinical Excellence
intheUK, anindependent organi sation responsiblefor providing
guidance on the promotion of good health and the prevention
and treatment of ill health, has set up an explicit processfor
gaininginput fromthepublic about values. Usinganarm’slength
processtheNationa Ingtitutefor Hedlthand Clinical Excellence
hasestablished aCitizens Council , through which peoplebroadly
representative of the population, can consider and report on
the social valuesthat influence treatment. For example, the
Citizens Council has deliberated on whether there are
circumstancesin which age should betakeninto account when
making decisionsand whether public fundsshould bedlocated
to pay for medicationsto treat very rare diseases.

A further set of valuesthat deserves examination isthat
which concernsfidelity. Fidelity or faithfulness can be applied
to professional rolesand ingtitutional roles. The public expects
that doctors, without special knowledge of the individual
doctor’spersonal values, will act in waysthat are consistent
with their professional rolesand are consistent with the ethos
of their employing institutions. For example, doctors are
expected to be objective, to apply the best avail able evidence
to carefully eval uate the various possible dternativesand then
to recommend treatmentsthat optimisethe balance of likely
benefitsand possible harms, and whenin doubt preservelife.>®
Despitethisbelief and expectation on behalf of the public that
doctorswill pursueevidence-based practicethereiscompelling
evidencethat pharmaceutical industry representatives, through
giving giftsto prescribers, powerfully influencether prescribing
patterns, and that prescribers’ integrity has been
comprehensively compromised by thissystematic gifting.”®

MANAGEMENT DILEMMAS
End-of-LifePrescribing

At theend-of-lifewhen the process of dying hasstarted, which
can bethought of asthe processthat progressesrelentlessy to
death, thereisno argument that life-prolonging medicationis
not just futile, but may infact beinappropriate asit may prolong
thedying process. At thisstage, medi cationsthat ensure comfort
should be continued and other medicationsthat aimto prolong
lifeor minimiselong-termrisk of disease may bediscontinued.
For example, anti-hyperlipidaemic drugs, anti-osteoporosis
drugs, and antihypertensives prescribed for blood pressure
control or for renal protectionin diabetes, could dl be stopped.
Ethically, out of respect for persons, decisions about stopping
treatments need to be made together with the capable patients
themselvesor together with the substitute decision-makers of
incapable patients.

Cessation of treatment is primarily based on judgement
that the potential benefit of treatment isreduced, such that the
overal benefittorisk ratioislessfavourable.

Thereisnoethica or legal needto continuefutiletreatment.
The dilemmafor cliniciansis to recognise when dying has
gtarted. Isit whentheterminal ilinessisfully declared and well
advanced, or isit possibleto identify the dying processat an
earlier stage?May admission to residential aged care per se,
especialy to high-level care, be asuitable marker that dying
has commenced (as death accounts for 87% of separations
fromresidential carewith morethan athird of peopledying
within 12 monthsof admission) and thet life-prolonging therapy
isnolonger appropriate?® If not, then how do weidentify an
appropriate marker at which point we reconsider what
medi cation should be continued and what should be ceased?

Recently there appears to be a push to not discontinue
cognitive enhancing medication for people with dementia
admitted to resdential aged carefacilities! It might behard to
reconcilesuch prescribing withtheprincipleof dlocativejudtice,
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especialy if aConsequentialist set of valuesisapplied. Ina
recent editorial the author asks' Ispaying for cholinesterase
inhibitors, even if deemed worthwhilefor severeAlzheimer’s
disease, the best use of scarceresources?

Behavioural Disturbance

Thebehavioural and psychological symptomsof dementiaare
common in advanced dementia. Behavioural management
remainsthe mainstay of the management of behavioural and
psychologica symptomsof dementia. Antipsychotic drugsare
often prescribed to peoplewith behavioural and psychological
symptoms of dementia. This is potentialy troubling as
antipsychaticdrugsarenct particularly effectivefor thisindication
and they can cause death and discomfort to patients. For whose
benefit arethe antipsychotic drugs prescribed? Oftenit appears
themedi cationsare prescribed not to settleany genuineagitation
or inner turmoil, but rather antipsychotic drugsaregivento
people with behavioural and psychological symptoms of
dementiafor the convenienceof carers. Thisleavesthe ' costs
of thetreatment to the patientswhile providing benefit to the
carers. Thismay bereasonablein situationswherethe care-
givingisprovided by familiesto enablecareto continuea home,
which may be animportant benefit. Antipsychotic therapy for
behavioura and psychologica symptomsof dementiamay be
lessreasonableiningtitutional settings, where staff arepaid to
providecare, and will continueto providecareevenif caming
of the patientsisnot effected by blunting of their thought. The
concept of beneficence would suggest that these treatment
decisionsarenot inthe best interest of patientsand should be
reconsidered. Residential carelegidationintheUS, restricting
use of antipsychotic drugs, resulted in a reduction of
antipsychotic drug use by 30%, but there was no concomitant
riseinthe occurrence of severetroubling behaviours.® This
could beinterpreted as demonstrating that many peoplewere
receiving the medicationswithout substantial benefit.

MultipleM edical Conditions

Old ageischaracterised by the presence of multiple medical
problems. Some may be aetiologically linked, such as
hypercholesterolaemia-induced heart and cerebrovascular
disease, others may occur together ssmply due to the co-
occurrence of diseases such as cancer, asthmaand dementia
without an apparent link between the conditions. In prescribing
for older peoplewith multiple medical problemsdoctors must
consider whether the medical problemswarrant treatment to
thesame extent that they would werethey to occur alonerather
than together with other conditions, and recommendations
discussed with patients and/or carers. It isa so important to
consider whether using medication to treat adverse effects of
medicationsiswarranted or rather whether thisshould bean
indication that the original medication could be ceased or its
dosage decreased.**

Absence of Evidence

Medicines should only be used where thereis evidence for
their benefit. Much of the research that provides evidence of
benefit isnot conducted in older patients.™ This meansthat
thereislittle or no evidence of benefit for many medications
routinely usedin older people. Consideration must also begiven
to the time required to achieve a benefit and whether thisis
withinthelifeexpectancy of the patient. Medications prescribed
for primary or secondary prevention, such asaspirin or statins,
need alonger timefor an observabl e benefit than those used to
treat acute conditions, such as pain or infection.’ How then
can ethical and appropriate decisionsbe made concerning the
management of older people in the absence of evidence of
benefit, especially wheretheremay be evidence of harm?
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ImproveQuality of Lifeand Risk Quantity of Life
Someolder people may wish to accept therisk of side effects
of treatment to gainimproved qudlity of life. For example, they
may chooseto take non-steroidal anti-inflammatory drugsfor
degenerative knee pain despite therisk of peptic ulceration.
Thisrequires adequate assessment of the clinical problem,
followed by adequate disclosureto the patients.'’

SUMMARY

Thefundamental principlesof prescribing for older peopleas
quality of life decreases are the same as those that apply to
prescribing for all adults. Their applicationismodified by the
possible presence of incapacity to make treatment decisions,
when valid assessments of decision-making capacity are
required, and if indicated, consent for trestment must be sought
from substitute decision makers. Their application is aso
modified by therecognition that sometreatment isfutilesuch
aswhen thedying processispresent. At the end-of-life, when
quality of life decreases, patients’ may prefer to attempt to
improvequality of lifeand accept therisk thismay shortenlife.
Equity, and the concepts of allocativejustice, may influence
decision making asit may not seem reasonableto spend scarce
resources on futile treatments for people at the end of their
lives. Decisionsin thiscontext must also consider thelack of
evidenceof benefit for treatmentsin older people, especialy if
they might not livelong enough to obtain abenefit. Inspection
of patients' circumstances through the ‘lens’ of the major
principlesof bioethicscan provideinsghtsthat guidetreatment
decisons. The proximate mechanismfor doing thisisby asking
questionsabout the situation that can reved therelevant issues.
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v current
v informed
v/ connected

Thematerial inthisarticle hasbeen accredited by SHPA as

auitableforinclusoninanindividua pharmacis’sCPD planas

outlined inthe shpacpd program <www.shpa.org.au/docs/
cpd.htmi>. A seriesof questionsthat can assist you to evaluate
your learning outcomes can be found on the SHPA web site.

Answersto these questions can belodged until March 2009

<www.shpa.org.au/docs/cpd.html>.

Inshpacpd thisisconsdered anActivity Group 2 activity:
Improving Knowledge and Skillswith assessment; the number
of hourswill bedependent on thetimeyou havetakentoread
thearticleand completethemultiple choice questionsand submit
theanswers.

Thelearning objectivesareasfollows:

1. Tolist questionsthat may be asked to help address the
ethical and practical dimensionsof prescribing for ol der
peopleasquality of life decreases.

2. To describe examples of situations in which ethical
considerationscomeinto play for older peopleasquality
of life decreases.

3. Toapply theprinciplesof bioethicsto prescribing decisions
in older peoplenearing theend of life.

Pharmacist competency unitsaddressedinclude:
Competency Unit 1.2.2: Behave in aprofessional and
ethica manner.

Competency Unit 3.1: Participatein therapeutic decision
meaking.

Competency Unit 3.2: Provide ongoing pharmaceutical
management.

Competency Unit 3.3: Promoterationa drug use.
Competency Unit 4.2: Evaluate prescribed medicines.
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